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MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL CLAIM FORM
Wi DR By - 1 Be B T i NG R

This formis applicable to both inpatient and outpatient surgical claim 7~ 28 #& 5@ A iR (E PR ek P9 22 F il B2 (&
Partl-To be completed by the patient
FFEf-ARAEE

Name of Policyholder Policy No. Insured No./Certificate No. £& = 7 57 / = (R iF = #7 57
REFHALE RERE (If applicable ft4 3@ F3 )

Name of Employee/Member 18 2/ E % 2
(For group insurance policy only)

Name of Patient 5 A #£ 2 Occupation B 2 Date of Birth 4 4= H #A Sex %71
(DD/MMAYY B/ B /)
OMS OF%
Relationship to the Policyholder B2 {R 28 3% 48 A RS (% O Self 4 A [J Spouse fig & O Child ¥ %
[ Staff/Member 2 8/ 5k 8 [ Dependentfg & /5 8 RE
(1) Have you had any prior treatment for this or related conditions? B T & 2 € (& [7] — &5 00 i 45 2487 ONoZ [Yes2
Date(s) B &8 Name of Doctor B2 4= #4 %
Address 1 fiF
(2) Are you making any other insurance claim as a result of this hospitalization/surgery? £ BE Lt R(E [/ F iy BT BT R BEMRBEEE 2 ONoZ [ Yes:Z
Name of Insurance Company £ [& /A 5] 2
Policy No. {& B 57 1%
(3) Was the hospitalization/surgery a result of an accident? |tt R Ff/ F M EEHMR — =5 E? ONo& [VYes2
Date A & Time B R Place ith 24

Brief Description £ 38

Declaration and Authorization BB L IS EZ

1/We hereby declare, understand and agree that:

(1) I/We have obtained all necessary authorization from my/our dependents to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (“the Company") if my/our dependents are to be covered. I/We also
understand that the information requested in this form is required in order for the Company to process this claims.

(2) The information provided herein together with any subsequent alterations or supplements of it is collected or held to enable the Company to carry on insurance business and may be used, stored, disclosed and transferred
(whether within or outside Hong Kong) to any individuals/organizations associated with the Company or any selected third party as the Company may consider necessary including any other company carrying on insurance or
reinsurance related business, any intermediary, claims investigator, medical facilities, other service provider providing services relevant to insurance business, professional advisor, government authority, industry
association/federation or in the event of default, to debt collection agencies for the purpose of any scope of insurance coverage, claim processing/investigation or any analysis/data verification of it within the insurance
industry by way of matching procedures or otherwise, promotion of financial products and services by the Company and its affiliated companies, and communication with me/us or any relevant organization/person as the
Company may consider necessary. |/We have the right to obtain the "Privacy Policy Statement", access to and to request correction of any personal information concerning ourselves held by the Company. Such request can be
made in writing to the Company's Corporate Data Protection Officer.

(3) 1/We certify that all the foregoing statements and answers in this claim form, including any attachments herein, are accurate, true, full, complete and given to the best of my/our knowledge and belief. 1/We understand that
in event of doubt whether a fact is material, it should be disclosed here.

(4) 1/We understand that the Company may be unable to process this claim if |/we fail to provide any information required related to this application.

I/We further authorize any hospital, physician, medical practitioner, clinic or other medically related facility, insurance company, or any individual or organization/institution that has any records or
knowledge of my/our or the insured's health and medical history or any treatment or advice that has been or may hereafter be consulted to disclose to the Company or its authorized representative such
information. Thisauthorization shall bind the successors and assignees of me/us and remains valid notwithstanding death orincapacity. A photocopy of this authorization shall be as effective and valid as
the original.

AA/HMELRSR  FRAALRBELT & :

MAAEMERRBRGE —UFAFREWER TAEFTFENRBRERABD(EAFIRUEEBALEH - FA/HKMTHEBLARARHNEHEES AR FRELR
NEMREZR -

QIAN/BEMPARAEEABDTREAFAAZRARHNEM BEIRFUHZETRERIANGBREB CASE  TUBZFEHNRET £ BEREITHE
K}%ﬁ}!%ﬁ‘ﬁﬁéﬂﬁ@T’EESZ/\i/&%%jﬁﬁéﬁjm SEBELANSIWERLE-F  BREAMUSERENBREEBER 2 AE EF‘)\/\ HERT
B BWEEE - BRRMKBREBERBZAE  HEBMA  BUTHKEE  SIRBEEGIBE  URFCAREER  REBE/ASREEMANMKKEEN  EWE
AEIREMBADZUBEHE  MRRBBEZEREH  RAAN/KMANEADRERMIEB/ ALESR - AAN/KMERBIEABEARNZEAR *fH% EFAERR T
F& R 3R B L AR EREEBEABIAKERMIBAER -

(B) AN/ FME HERAMEEPRERE  BEEMKE HEER RERASEEZ2Y  WARAA/XMAMRFAERMAN - AA/RMPEMEEARMESD
BREZBEMNEHNENEASIE
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Date A &R Signature of Patient 55 A 25
(DD/MM/YY B /B /)

Blue Cross (Asia-Pacific) Insurance Limited MCO35/05.2005
E+3 (BEX) REBERAT



Partll - To be completed by the attending Physician/Surgeon at the Claimant's Own Expenses

CH-BEZBEEE MEEHABEREABTRIE

(1) Name of Patient i A 24 %

(2) Hospitalization 1+ 7 Name of Hospital 2 iz & #& Date of Admission A f B &7 Date of Discharge 4 [ B B
(3) Surgical procedure 5 iy Date of Operation & 1y 5 &A Name of procedure 5 i & &

Nature 4 &

(4) Chief complaints of the patient relating to this hospitalization/surgery It 2% (¥ B/ F il 89 = Z 5/

(5) Diagnosis of conditions 52

(6) Brief discharge summary: (including treatments, investigation procedures, results; and/or any complications and follow up plan.)
HEEBE : OBRRUBAEE BEZLE  BR - #HRERBREFS)

(7) Date of accident occurred or symptom first appeared & 2% 4 37 /5 # B B 3 & 4\ 3 4= H HA

(8) Date of first consultation for this condition or related illness & A & "X 3K 22 H Hf

(9) Tothebestof yourknowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
BETHAM "SAUNESSEBRER ?

ONoZd [VYes&E Please state dates and describe 5 38 BR {A] B & & BS B9

(10) Is the patient referred by another doctor? Ji5 A & 75 & £ fth B& A 88 1) 2
[ONo& [dYesZ Name and address of the referral doctor &2 ) B2 4= ) 4 42 A it 41F

Name of Attending Physician / Specialist (with qualifications) | Signature of Attending Physician / Specialist Date (DD/MM/YY)
THR/EREENUR(ERE) TR/IEHNEEES HEA (H/B/F)
Address ith 1iF

This claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of the Hong Kong Federations of Insurers
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