ZEBRBERALS

AXA General Insurance Hong Kong Limited
30/F PCCW Tower Taikoo Place

979 King's Road Quarry Bay Hong Kong

Tel 2523 3061 Fax 2810 0706

Email axahk@axa-insurance.com.hk

Website www.axa-insurance.com.hk

RIEATJEE For AXA Use

Claim No.

Received Date

EFREFHBERRR
HOSPITALIZATION & SURGICAL CLAIM FORM
AKBBERINMERRPIDFMREE

This form is applicable to both inpatient and outpatient surgical claim

E L EBERR B RS ERT BRI R FR—HFE

Original bills and receipts for the claimed expenses must be attached with the Claim Form

FEf- R AEE
PART I - TO BE COMPLETED BY THE PATIENT

BENREFEALRE
Name of Employer/Policyholder
RERR RRER/ REEA
Policy No Name of Insured Employee/Member
mAHEE
Name of Patient
SRR RREERR
I.D. Card No. Member No
sl z ] 2 0 BRRERE ABEFR
Sex Female Male Relationship to the Policyholder
HAERH ZAVN foid FX
Date of Birth Self O Spouse O Child U
‘ 187 R 7% dd/mm/yyyy) . = = .
LS B/ RE ] EE/&E%E[]
Occupation Staff/Member Dependent
(1) BT EEEERR—RmRmESaER? ﬁﬁ[] E[j
Have you had any prior treatment for this or related conditions ? No Yes
BAEMA b
Doctor's Name Address
PERAM
Consultation Date
(H/7B /7% dd/mm/yyyy|
(2) BT eEHRABRBIRPFEEMRBREE? N 2
Will you making any other insurance claims as a result of this medical treatment ? No U YesD
WIEE " 0 EYIER  RERIE REBAT AT
If “Yes”, please state  : Policy No Name of Insurance Company
RERR BLIRPIEEE RE 2
Policy Type Return medical receipt or not No LJ Yes [
(3) R {ER/ FHREHNEISIE? = =
Was the hospitalization/surgery a result of an accident ? No 0 YesD
=F BILE NGB
Date Brief Description
B RS B/ B /% dd/mm/yyyy)
Time
bk
Place
REAR A

AN/ BHRELRBNRBOER - BAA/ BPIPTRIAE2MEREN  TREARE - AN/ RAEBNAEREMAREEE - REKBRERA ST T(ERFMNKERSEH
R/ 2 RRANBARY (BEEHREREAREMDSNER) MEXEERETERNA LIRS (SETETSEANEINBRAT - BEREAT - RR2ke/
B REMRRERESTMRENARS) -

BA/RPLRESHEAMNAA B ZRANBREABHCHIELNA LIRS  ARBRBERATRARBA » RHEAFASERRKRATNEMESENR
HEUEN - BMER/ WA/ RRAFECRIDER ERERD - HH/ B/ RRAVBRARTRAMES « NERBBELY - AERENENASHRTIAEERENS

DECLARATION AND AUTHORIZATION

I/We hereby dedlare that to the best of my/our knowledge and belief the above statement and particulars contained herein are in all respects true and complete and are made without reservation
of any kind. /We agree that any of my/our/the Insured's personal information collected or held by AXA General Insurance Hong Kong Limited (whether contained in this claim form or otherwise
obtained) is provided and may be held, used and disclosed by the Company to individuals/organization associated with the Company or any selected third party (within or outside Hong Kong,
including reinsurance and claim investigation companies and industry associations/federations and other service provider providing services relevant to insurance business| for the purpose of
processing this claim.

|/We further authorize any organization, institute or individual that has any records or knowledge or my/our/the Insured's health and medical history or any treatment or advice and
that has been or may hereafter be consulted to disclose to AXA General insurance Hong Kong Limited on its authorized representatives such information which is/are relevant to the
settling of this claim and/or the Insurer’s rights of recovery. This authorization shall bind my/our/the Insured's successors and assigns and remain valid notwithstanding my/our/the
Insured's death or incapacity in so far as legally possible. A photostat of this authorization shall be considered as effective and valid as the original.

wn

=]

<

BERE (t/\RHL) 88 EREE/REEE HEHHB/A/F 2
Signature of Dependent (18 years of age and over) Signature of insured Employee /Member Date Signed{dd/mm/yyyy) EE
(558 K § Please turn over) 8

Be Life Confldent



ZE-BERELES  FEERBREABTRE

PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES

(1) BmAKR
Name of Patient
(2} gedi B2
Hospitalization Name of Hospital
NCH=E ef bt
Date of Admission Date of Discharge
(B/8 /7% dd/mm/yyyy) (87 R 7% aa/mm/yyyy)
(3) A BEFE
Treatment Nature of medical treatment given
FMaRBE
Name of Procedure
FiraH SN IR
Date of Procedure Surgeon

N . . . (B/B /& dd/mm/yyyy}
(4} HERAERR / F T E B RFTAM
Major complaint(s)/symptomys) of the patient relating to this hospitalization/surgery

4

(5] 2
Diagnosis of Conditions

(6} EhEE CaBRRLRGESS BEDEWE - R  HIRERRENS)

Brief Discharge Summary (including treatments, investigation procedures, results, and/or any complication and follow up plan)

(7) BERERABROHRBSHNRERR(B/B/F)
Date of the accident occurred or symptom first appeared (dd/mm/yyyy)

(8) BABAXKRZBH B/ B/ F)

Date of first consultation for this condition or related iliness {dd/mm/yyyy)

(9) R A B E RS
Any possibility of having a relapse ?

f1o)  DEBERREEARMRE? 2 0 2 0
Is this condition arising from congenital anomalies ? No Yes
2 "R BERERREAE
If "No", please state the cause of the diagnosis
(1) HBETHH  FSALRSESBHRERR?
To the best of your knowledge, has the patient ever had ot n 5 0 B BAREESER
the same or similar conditions or symptoms relating thereto? No Yes Please state dates and describe
12) WARCEEMBEZHEN? BRE ] =l 0 | BARM AR Rt
Is the patient referred by another doctor? No Yes Name and address of the referral doctor
(13)  WMELHEREERESIH  FRPEEHERZAH
If condition is due to pregnancy, please give approximate date of commencement
(14)  RABEIEER B TR RE 0 (=] 0 FRAHY - BERRRA
Did the patient take home leave during hospitalization? No Yes Please state date(s), time(s) and reason(s)
biihilg
Address
T2/ EREANM LB
Name of Attending Physician/Specialistiwith qualifications)
B3 BE
Telephone Fax
TR/ BRBLEER/ BRES HES(B/A/5F)
Signature of Attending Physician/Specialist/Hospital Stamp Date (dd/mm/yyyy)

L1 AH




In-hospital Credit Arrangement — Application Form

AXA Assistance 24 Hour Hotline ZEEERT0 2+ T/ NEFEGE : 2861 9285
UCMG is appointed by AXA Assistance as coordinator for 24-hour In-hospital Credit Arrangement services. BERBEETZBRET OCETER
AR PN (R S EART -

UCMG Hotline BEREX R 2710 8105 Fax No. fH:27108289 / 3010 0210 (after office hours from 6:00 pm to 9:00 am)

Name of Insured Member ZZ{F A #442 | Membership No. Z{F A 5% | Policvholder/Employer {REERFHE AMEE Policy No. {REIEEHE

The following information should be completed by attending doctor LI T &EHRI/AERH T2 RAEER:

The above Insured Member is suffered from (diagnosis) :

g EREGER)
Please tick the appropriate box. FHFNEEAMBEE V' 5
[] SURGICAL PROCEDURE / DIAGNOSTIC TEST ARIE/7 / SH e

Surgical Procedure / Diagnostic Test : Estimated cost : HK$

SEIE / 2ETRE 1R RETEHR R

Place of Treatment : Date of Treatment : / /

Fiiy / B DR ST Fiy / 2EREREH (DD/MM/YYYY)

[0 HOSPITAL ADMISSION FOR THE ABOVE CONDITION :
(If admit for surgical procedure / diagnostic test, please also fill in the above information.)

b CIEEFTHVRIF TSR s - SRR Ltk )

Name of Hospital : Attending Doctor's Fee Per Day : HK$
3y FIPRESHKEER s
Estimated Days of Stay : Room Type / Cost : Date of Admission : / /
KB HE EEER /ER A HH DD/MM/YYYY)
[0 REQUIRED TO BE REFERRED TO SPECIALIST /H# /M R} B 4L 148
Name of Specialist: who is a specialist for
HRIRA A HRHEER
Kkkokokkkkkkkkokk Rk kkkkkkkkkkkkkkkkkkokkkkkkkhkkkkkkkkkkk¥kkk k¥ ¥
Name of Attending Doctor: Address:
TRREES izt
Doctor's signature & Date: Telephone: Fax:
PREFERAH B BE

Information for Insured Member Z{£ A JEH] :
1. This form should be completed by your attending doctor and fax to UCMG . R AREF 2R L/EEEGRIER - RREETHFEEE -
2. You will receive an In-hospital Credit Arrangement Approval Form by fax from UCMG when this application is approved. GBI EEEHAL - B

BRI B R SR Z B (RS -
3. Present the In-hospital Credit Arrangement Approval Form together with Guarantee Letter when you admit to hospital. A BZHFEE# EHIZ

RAREELUEMEABRTH
4. Ask your attending doctor to complete the Hospitalization Claim Form when you discharge from hospital. HERFSZ R A RE T4 EIBE

{EBEREE R R R R R e F R ER a1 -

Important ** Authorization and Agreement SZfE K G EE :

1 hereby authorize my attending doctor to release any information regarding my health, medical history or any treatment that required for the purpose

of applying in-hospital credit facility and agree to reimburse the Policyholder or AXA General Insurance Hong Kong Limited for any charges incurred
during my hospitalization which are in excess of my benefits entitlement or any ineligible benefits not provided under the Policy.
ENGEHE LR TR ETRMAN / KBIBEREFRREREFEREERSE AAREBMN FTRESEANIZBREERATER
LR ARBE I B R IRHE R 28 -

Insured Member's signature & Date F{R AEZEKEHE : Confirmation of approval should be returned to
HEEFEZSROT
Fax HH :

Telephone EEE:




