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China BOCOM Insurance Co.,Ltd. —
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CHINA ACCIDENTAL EMERGENCY MEDICAL INSURANCE CLAIMS FORM

B RHE For Office Use
Claim Ref. No.

EFI II%B EE*E%@}\:@E\% Received Date
Part | To Be Completed By The Insured

YN IR A
Name of Insured Policy No.

PRIGIIR

Period of Insurance

Sk S BTG SR
Address & Telephone No.

PR F/ [EIFT () EIESERE |

Sex Chinese Re-entry Permit/Passport No.

QOccupation Date of Birth

(L) [EREE xR/ TR SRR — R ESNG [E P

Was the Medical Treatment / Hospitalization / Surgery a result of an Accident ?

% No

2 Yes [ |0 e
Date Time
s
Place
BN

Brief Description

HEEEk

Witness Information

2Lk
Police Information

ERES > BEAEMAGREE BRE ? W% Sl M2 g2 R ER -

Is anyone responsible for this accident ? If known, please provide details.

() |EBHRRERE  (ERt / i 0 BT AT EA R E »

Are you making any other insurance claim as a result of this medical treatment / hospitalization / surgery ?

7% No.

= Yes REg A E] 24 1%
Name of Insurance Company
IRba B 4RSIk
Policy No.

B2 HH & P2 FEEDECLARATION AND AUTHORIZATION

(1) RN FMPIAAZHER A (LR AN FAPY 32 (R AR FE BB RSO S B 2 A LB - 1o PSSR BR A TR A B S AR - SR B R S s (R A SIREE A R
SOERECEDRE o BIEEFRS FRAM 2 IR ASECEAEARE R ERET » B M LR ANER AR ZFEAINE » ARSI - ASES 2P HA R ELE AR B AE ST - IWe 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 China BOCOM Insurance Co., Ltd. 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.

(2) BN/ BA IR AN, FA RN U E B RHYEREE o RN AT AN BRI AR N T M HF AR - MR T O A B Rl s B B B A B TR
EEEREA Z AN TR E N B R 5 B ORGSR AS ATl S (R HA AR ISP © ARAB DL BFTalt - AN/ FoA TR L RERE L 5] 3 P B AL SRR B A PR B AR B s A B o ) R RE A N
FeMEyE AN &R - IIWE ACKNOWLEDGE AND CONFIRM that I/we have read and understood the Personal Information Collection Statement (“PICS”). I/We confirm that I/we have been
advised to read carefully the PICS, and I/we have read it carefully its effect and impact in respect of my/our personal data collected or held by the Company (whether contained in this
application or otherwise). Based on the foregoing, I/we hereby give my/our acknowledgement and agree to the use and transfer of my/our personal data by China BOCOM Insurance
Co., Ltd. in accordance with the PICS.

HERNIRER A AHE ZIRNZBENGEE HiH

#Signature of Insured/Policyholder Signature of Insured Person/Claimant Date

#If the Insured /applicant is a corporation, company’s chop is required Z#H{f A E /AT > WAL (R EFE A BB L AT -
HHH Date %ﬁ{%ﬁﬁ)\?&% Signature of Insured
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In the event the Insurance application consisting of personal information, such application will not be processed unless this personal
information collection statement is duly read and signed by the insurance applicant. (effective from 1st April, 2013)

PERSONAL INFORMATION COLLECTION STATEMENT (“PICS")

China BOCOM Insurance Co., Ltd. (hereafter called “the Company”) may use the personal data collects from you (whether contained in this application or otherwise) for the purposes of
(i) investigating, processing and paying claims made under your insurance policy;

(ii) collecting deductibles for claim settlement and/or any outstanding amounts from you;

(i) conducting market research for statistical or other purposes;

(iv) matching any data held which relates to you from time to time for any of the purposes listed herein;

(v) conducting identity and/or credit checks and/or debt collection;

(vi) carrying out other services in connection with the operation of the Company’s business;

(vii) contacting you for any of the above purposes;

(viii) other ancillary purposes which are directly related to the above purposes; and

(ix) complying with applicable laws, regulations or any industry codes or guidelines.

Personal data will be collected only for lawful and relevant purposes and all practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take
all practicable steps to ensure security of the personal data and to avoid unauthorized or accidental access, erasure or other use.

The Company may disclose your personal data for the above purposes to the following classes of transferees:

(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist the Company to carry out the above
purposes (including medical service providers, emergency assistance service providers, telemarketers, mailing houses, IT service providers, bank for executing direct debit payment and data
processors);

(b) in the event of a claim, loss adjudicators, claims investigators and medical advisors;

(c) in the event of default, debt collectors and recovery agents;

(d) insurance reference bureaus or credit reference bureaus;

(e) reinsurers and reinsurance brokers;

(f) your insurance broker (if you have one);

(g) our legal and professional advisors;

(h) our related companies;

(i) the Hong Kong Federation of Insurers (or any similar association of insurance companies) and its members;

(j) the Insurance Claims Complaints Bureau and similar industry bodies; and

(k) government agencies and authorities as required or permitted by law.

The Companv mav also use and disclose vour personal data otherwise with vour consent.
“Related companies” in this form means the holding company of the China BOCOM Insurance Co., Ltd (Bank of Communications Co., Ltd.) which includes branches, subsidiaries, representative

offices and/or any corporations or legal entity under the effective management control by the Bank of Communications Co., Ltd. and/or any subsidiaries and/or representative offices of China
BOCOM Insurance Co., Ltd, wherever situated.

DIRECT MARKETING

Unless with your consent, the Company MAY NOT use any extra information obtained under this form for any direct marketing purpose except for those information obtained from you before for
processing the insurance application. In the event you DO NOT WISH the Company and/or its affiliated companies to use your personal data in direct marketing and receive the direct marketing
materials, you may inform us in writing to the address in the section on “ACCESS AND CORRECTION OF PERSONAL DATA”. The Company shall, without charge to you, ensure that you are
not included in future direct marketing activities.

ACCESS AND CORRECTION OF PERSONAL DATA:

Under the Personal Data (Privacy) Ordinance (Cap. 486) (“PDPQ”), you have the right to ascertain whether the Company holds your personal data, to obtain a copy of the data, and to correct
any data that is inaccurate. You may also request the Company to inform you of the type of personal data held by it. Requests for access and correction or for information regarding policies and
practices and kinds of data held by the Company should be addressed in writing to: Data Privacy Officer of China BOCOM Insurance Co., Ltd. 18/F., Fairmont House, 8 Cotton Tree Drive,
Central, Hong Kong.
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(111) Pafgis ettt H AHE TSRS ¢

(iv) REFBEA BT I SRt B SRR s

(v) HEATSHRL S FIRAT SABI :

(Vi) BRSEAA STHERS AR A T E RS

(vii) BELL LG T

(viii) HEH FRARA RN | R

(ix) BB » (3R ENFHI RIS -
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(1) EHREERE (RERNRRATRE) REEE;
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Part Il To Be Completed By The Attending Physician / Surgeon

(R IN =

Name of Insured

AR EINERER R ZERERE ? = H = 5 ST BRI EIA)
Have you verified the Information on the "Emergency Accidental Medical Card Yes No (Please attach a copy of the Card)
(2 |fFEE Hospitalization
e Name of Hospital
AFEHHA Date of Admission
HFE H Date of Discharge
(3) |Ffir Surgical Procedure
FigHHH Date of Operation
Fir42F8 Name of the Procedurg
FirE Nature of the Operatior

(4 |BEZCERER /(b / TR EEEREA

Chief complaints of the patient relating to this Medical Treatment / Hospitalization / Surgery

(®) |2

Diagnosis of Conditions

(6) |WEPehRZ Caftsl - BfE2EIE - &5

Brief discharge summary (Including treatments, investigation procedure, results)

(M) |PRAREEKHMEEEN 2
Is the patient referred by another doctor ?

% No [

2 Yes [] ) B AR A4 R

Name and Address of the referral doctor

(8) |fEEITER » BRZEEEHATLESNSE ? O=/& [ uf  FREzGRE
In you opinion, was the injury resulted from the aforementioned accic Yes / No If not, please state the cause of injury.
T2 | ERRENS Hrhik
Name of Attending Physician / Specialist Address
WEEE  {HE

Telephone / Fax

T2 I ERR eSS R EE Hif Date
Signature of Attending Physician / Specialist with Official Stamp Chop

EEEH:
%%FQTE’J%?EQEEiﬁLSE o ERINRIER o WEE AR DU S ORI L .
Webrbg A e £ B AR Mo B R R R B R EYIBARVAT A THE -
2- BREBRAVIEA (BfEATAZ AYI) -
3. EHEEK KATRIESMIBUSFAREI s CERREN E > FHRAEE) -

IMPORTANT :
In order to avoid unnecessary delay in processing of your claim, please ensure that the following documents are attached when submitting your claim :
1. The Claim Form must be fully completed and signed by the Insured and the attending doctor.
2. Original Medical Bills / Receipts with detail breakdown of the costs / expenses.
3. Original Police Report and / or Original Report issued by the official authorities concerned to confirm the alleged accident. If not available,
you must state the reason why the police or the official authorities concemed was not informed after accident occurred.

AP IRAT ARG 8RB B K 1818
18/F., Fairmont House, 8 Cotton Tree Drive, Central, Hong Kong.
#E Tel (852) 2591 2938 {HELFax : (852) 2831 9192
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