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BUPA I\

Health Insurance

BRI PR B M K

Claims Procedures

Please check if you have done the following before claim submission:

1. Sign and complete this claim form.

2. Attach all original medical receipts and supporting reports.

3. Original receipts must clearly indicate the following information and be signed by the attending
physician:
¢ Treatment date
¢ Name of patient
¢ Diagnosis
* Breakdown of charges

4. Attach referral letter provided by your General Practitioner for the claim of Specialist Consultation,
Diagnostic Imaging and Laboratory Tests. The referral letter is valid for same or related disability
for a period of six months from date of issuance. Treatment received for a new or unrelated
disability will require another referral letter.

5. Attach Pre-authorisation confirmation, if applicable.

6. Indicate in this claim form if you require us to return the original receipt(s).

No Reimbursement of Claims shall be made for:

e Claim(s) submitted after 90 days from the date of discharge.

* Insufficiency of required information.

Please return this completed claim form with attachment(s) to:

BUPA (Asia) Limited - Claims Dept.
18/F, DCH Commercial Centre,

25 Westlands Road, Quarry Bay, Hong Kong
Telephone : (852) 2517 5388

Facsimile :(852) 2548 1848

Website  : www.bupa.com.hk
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PART | — To be Completed by Member E£—&f{y HE2EEE

Name of Subscriber / Employer :

Claim Form No.
B E R

BIRA M BEET

Name of Employee (For group contract only) :

Day Time Contact Tel No. :

EEHA (RERREREH)
Name of Patient :

HEAR S5
Date of Birth : Sex :

BARTE
Membership No. of Patient (16 Digits {17):
BAEERSR

A HE gl
Date of Treatment : From to

=k B DD H /MM B/ YYYY 4 z DD A /MM A/ YYYY £

| | |EmaiIAddress:

SEUA

If hospitalisation was due to illness &R & & (£t
1. Describe the symptoms and abnormalities which led to the hospitalisation
EIHERARFARNEREMERGBRRAR

If hospitalisation was due to accident EHE E M Et
1. When did it happen? E/hEAHHI?

Date A Time K5

2. Where and how did it happen? Z /M4 I3 2E R ATHE ?

2. Name, address and tel. no of doctor / hospital the patient first consulted for the illness
WHEE Bl ~ iR B

3. Date of the first consultation #)z H 4

3. Injured area, type and severity of the injury. Z5ER ~ FRI K5

4. Since when had these symptoms first appeared? & ATAMAT A &R EAER?

4. Did the patient report to the police? 3 E B EHE?

5. Has the patient received any treatment for similar or related illness by other doctor(s) or admitted to hospital

in the past? A B G R F— BB ZRIE MAEMEA KD HALR?

Yest O No & O If Yes, please specify 2175 » & 4l

it

Treatment Date &4 H £

Yes Send us a copy of the police report No
5 O FRRAAERE A5 = O

5. Was there any concurrent / predisposing illness at the time of the accident?

BONRAR - REAEMEFEZRR?

Name & address of the doctor(s) / hospital(s) E54E / B& [l 4 K dth ik

6. Other information = fth &}

Did you submit a claim for workmen’s compensation? If yes, please specify the result.
BHERRAREBTEARBESLEE  1F » FHAER?

Other information E A& %}

Are you making any other insurance or compensation claim as a result of this treatment?
BEZBRER  MTHASHFAHCEN?
If Yes, please specify the name of the Insurance Company / Organisation :

A - FIRRRAR/ HEIESTE

Return all original receipts after claim processing B {EHZ EFREFTBUIEER O Yes 2

O Yes & O No #&
Policy No. / Membership No. :
RE S E MR
O No &

Declaration & Authorisation B & IZiES

| hereby declare that the above information given is true and correct.

| further authorise any hospital, physician, insurance company or organisations that has any records or knowledge of me or my health to furnish such information to BUPA (Asia) Limited ("BUPA") and all information with respect to any

illness or injury, medical history, consultation, prescriptions or treatment and copies of all hospital or medical records. A photostat copy of this authorisation shall be considered as effective and valid as the original.
| understand that if | and / or the Member(s) fail to provide any information requested in this claim form, it may result in the inability of BUPA to accept or process this claim.

| understand that all Members’ personal information collected or held by BUPA will be used for processing the claims, analysis or for providing any other insurance product or service; and such information may be transferred to any
related company or an appointed agent / broker, if applicable, or any other company carrying on or related to insurance / reinsurance business or any association or federation of insurance company within or outside Hong Kong.
| shall have the right to access and request correction of any personal information concerning the Member held by BUPA; and request for such access and correction can be made to the Data Privacy Officer of BUPA (Asia) Limited

at 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong.
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/PART Il - To be Completed by Attending Physician/Surgeon % =& B2 EEES

Name of Patient JHAZEA : HKID Number &/#&5 133 :

Admission Date AFtEH Discharge Date {iftH i :
A. Clinical History P2 & [E
1. Date on which the patient first consulted you for the condition or related illness / injury which led to this hospitalisation / treatment / diagnostic tests?
WABR LR A BRRS R  MERRRERR /e / Dt e RDAH ?

2. What were the patient’s chief symptom(s) / complaint(s) for this hospitalisation / treatment / diagnostic tests? B AR X EZRAERSRFFAR ~ HESARSDEHLER?

3. How long had the patient been experiencing these symptoms before the first consultation? TEEAEXRDH] » ZEBHREEELRAERE?

4. What was your clinical diagnosis and when was it made? 2B ¥RE(E LD & ? E5 L EDEHNAA

B. Hospitalisation History {¥ /% E

Final diagnosis JBAEAER Operation performed Fli 47 :

Date of Operation F4ii Ff : Surgeon / Assistant Surgeon name FMEHERAE / BYIEAMY EEA 1A ¢
Recommended treatment & the reason for the treatment B/ 2 /& B AT KRR

Recommended diagnostic tests & the reason for the tests #4712 2 ETtH LA ERA

1. If you have referred other doctor to the patient during the hospitalisation, please provide the following relevant information. FAEREIRE » 2N FEMBABNMEEMEEE - BRHTIBHER
Referred doctor name E54 144 Referral reason &7 [A What treatment the doctor performed & /&£

2. Brief discharge summary (including onset & duration of sign & symptoms / disease, etiology, types & results of major examination, treatment, complication & follow up plan).
HFERE : (FIHEERIFENAERAH R - RREERER - BRAR - HEERREE <)

3. Has the patient taken any home leave during this hospitalisation? 7 EFTHiRE » FHABEHEIMNE ?

No & O Yes® (O Please state the date, time and reason 357188 B &7 ~ 658 & RFA
Remarks: Please attach copies of histopathology, endoscopic, diagnostic / laboratory tests report, operating theatre summary st : FZEFEE « AR - ZEIELR/ BRBRE - FHEREEF AR

C. Professional Comment B%ER

1. Inyour opinion, was the hospitalised illness a recurrent episode or a chronic disease? If so, when would be the first episode?
BRETRR  RAPRREAEREHENSIFE? MR ARAERERAM?

2. Has the patient ever had the same or similar symptoms(s) before? J5 A BT S 7 &5 FAEHR ?
No & O Yes'® (O Please state when and describe details 535 B8 B 5 J 3¢ 15

3. Was the condition due to or associated with the following (circle the right answers) it ER 2 BRI FRERK? (BELEESR)

accidental bodily injury \ the abuse of drugs or alcohol \ AIDS / HIV related iliness, veneral disease or sexually transmitted disease \ pregnancy, infertility or sterilization \ refractive error \ cosmetic or plastic surgery
\'mental or nervous disorder \ congenital condition \ hereditary condition \ developmental condition \self inflicted injury \ general check up or vaccination \ NONE OF THE ABOVE
SHRBIHZE\EREYNER \ BREENRTE (BH%) | BABLENRZHFS (HV)  ERIREEERAZ R B2 - REIEE \BHREER \ RANEAFM \SMgieicn \ SR IEER \ BET
FR\BERE\AREE \ —REBRENGEIH \ M EZHRE
4. Had the patient been previously treated or hospitalised for this or any other disorders? If so, please give a brief summary (including onset & duration of sign & symptoms / disease; etiology; type & results of major
examination; treatment & follow up results) FEBE B G ILFNEMFEMZEZTLADAGEAR VURE » BHBEE (FIEEBRRLFENFEREDRS - FF - RRIEEEER - BEaE - H3E
RRERE <)
Dates H &} Disease / Disorder / Complaint % / 4 / R Details of treatment / hospitalisation j5% / (=B IS Name of doctor / hospital B4 / B4 7

(Please use any separate paper with the doctor’s signature on it if more space is needed) EH R EIER » GRAMDEAEENSEFE
D. Others Efth
1. Are you the patient’s usual physician? & T2 &FEH RIFEE?
i. Yes O, please fill in question 2 2 + :EEZE 2
i. No O, Does the patient have any other usual/family doctor(s)? if Yes, please give us the name(s) and telephone no.
TR RAREEHMNES / RERE ? R - HiREM2 KRBT
2. Please fill in the date of consultation and the symptoms and complaints of the patient for each consultation &85 74 B 81 R ANRE N R
Consultation date 74 H Symptoms / Complaints 7 / B 5 Recommended tests / treatment EHE N IR E AR

3. If you are referred by other doctor, please provide the doctor name, contact number and address. 2N T E 0B A/ » FIREZEANKA B TERMDIL -

Surgeon / Attending Physician B2 F2EEEHR

Name of Doctor B4 #£4 : Telephone &7 : Email Address B ERil :
Address il

Signature & Chop of Surgeon / Attending Physician Authorised Signature & Chop of Hospital
INBEEERES ERRESEERES

X X

Date: Date:
BHA BHA




