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China BOCOM Insurance Co.,Ltd.

aaon

Rk "= E For Office Use

Insurance Claim Form (Part I) Claim Ref. No.

ﬁﬁ§ﬁ$ ! (% #Bﬁ) Received Date

To be completed by the Pollcyholderllnsured Person HIREHFEAN/ZRAER

Important note :

1. This form is to be filled by the Policyholder/Insured Person. Please do not sign on blank form and use the same signature as policy record.

2. No fees, commission or charges of whatever nature are payable to Authorized Agents or Employees of the Company in respect of this claim.

3. To enable us to process your claim promptly, please answer all questions in this form as fully and accurate as you can.

4. Please submit a copy of the identification document of the Insured Person &/or Insured Dependent, unless submitted before, together with this form.

5 This claim application will be processed by our authorized third party claims administrators

1. HEAFREHZRANZRRBER, F7EZEHRFS LEE MERRARREMTHAR,

2. FRAXRE EBFOREE ifﬂiﬂ%%ﬂ% REREMERMEENERFALRMEREREREMES.

3. FEEEFUMHBFEE LMFAME UHEME BTHRESRE,

4. WMAEZARBEXREREANZ 1%)&9’]%15} S M, FERELRFER-HHER.

5. EREREH S L R E IR R IR S =B B TR P,
In-Patient Pre-Authorization Claim | In-Patient Claim Out-Patient Claim Dental Claim
ERRTALIRIERE [ | ek [ | M2%E 1 FRIRE ]

Policy Information {RE &%
Policy number {5455k Full name of Policyholder {REEHFH A4

Insured Person’s Details Z{# A&}

Full name of Insured Person Z{ A4 Date of birth HA& B (dd/mm/yyyy) (H/B/%)
HKID Card / Passport No. & {755/ BB oRS Gender %3
Male 8 [] Female & []
Email Address EEtthh}- Contact number E#& &3
Are you making any other claims as a result of this treatment? No 2 |:| Yes & I:l

(Please provide claims settlement advice from other insurer, if applicable)
ARICER, BT 2EARFHEMRREE 7 GHRtt MR = EAE TR, AuE)

Name of Insurance Company {72\ &5]545% - Policy No {REE5EHE:

I:I Return original receipt after claim processing, if yes, please " v, the box and attach with a copy of this Claim Form and Receipts /
Documents (Please note: Original receipts will not be returned if the claim was fully reimbursed unless return original receipt is requested for
other purpose, please state the reason)

WARIEB LS IEAR, FEEMAELE T N ) 5% I RS R es/ SO EIA— Gy GRS RO, EARER R
TERE FRIFARUISTFRREREMAE FEEEE)

Settlement method (Not Applicable for In-Patient Pre-Authorization claim)

(I057% (FEAREREERETR)

Note:

* The payment is in Hong Kong Currency

* The settlement amount can make payable to the choice of the Policyholder or the Insured Person provided that the Insured Person’s age

is above 18 years old.

* For Autopay Settlement Method
1.1 : Please ensure the bank account holder is either the Policyholder or the Insured Person with age is above 18 years old.
1.2 : Please ensure the bank account holder is the Policyholder if the Insured Person’s age is below 18 years old.

EE

* RESEVALEY

* BESETEERNFPRESAAREERT/N\OR L ELZZEA,

* INEEAEEERA L
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11: sfFO0FFALARRBHFAAREFR+/\ BRI L2 2ZHEA
EZRARGT/\E, ROTFOFFALALREREA

] By Cheque XZE s I Policyholder {REHFHA / [ insured Person ZRA
By Autopay B B)$EER

Name of bank account holder $R2{TORFAEAKS

Name of bank in Hong Kong &#&8ETEHE

Bank No. Branch No. Account No.
1TR0S TR PO

000000 00000000

Country of treatment : Asia USA Others; please state
HRARZIME mn [ | zm [ HE; Wi

If you are claiming for treatment received outside your area of cover, please answer the following questions:

2R AN E RIS FE DIMERZIGR, IS MY~

(1) The reason for being abroad:
AR R & 2 R

(2) Date of departure and return to own area of cover: From To
R R St 2 H B (dd/mmlyyyy)(H/H/9) = (dd/mmiyyyy) (H/ A /4F)

Date of symptoms first noticed Name of medical practitioner and address
REERHE B Bz e Riht
First consultation date Signs and symptoms
BRKZBH e USROS
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1) If caused by illness EHEREH

2) If due to accident

HHENEH

Date of symptoms first noticed
RREREEBH

First consultation date

BRRZBEH

Signs and symptoms
BB RAER

Date & time
B AR EE

Place
HhEh

Accident details (where and how does it happen)
B R (i Boanfar s &)

3) Hospitalisation Details {¥BEEflE

Date of admission

NCASE:

Date of discharge
HibE B #

Diagnosis & date of diagnosis

PERDETBH

Name and address of medical practitioner / hospital
BE/ERARE Rt

Type of Claims (Please “\” the appropriate box)
REEL GAEEEENERITY)

Consulta- Symptom
tion Date onset date | E2Hf
K BH ZHREH

Diagnosis

GP/SP
Medicine
TREMEL/
HRELE
&Y

Labotaory
test/MRI/CT/
PET/Ultrasound
1L BRI E BT
#/
WAOHEEZ/E
EFEE/
BER

Physiotherapy/
Chriopractor /
Osteopathy

* Referral letter is
required
MERRIEE/
BEERE
*HIREENE

Chinese
Practitioner / Acu-
puncture / Home-
opathy

hE /&t &/

B HiE

Amount
Claimed
RELE

Routine dental care

] No

T FRHRE Yes £ s [
* This question does not apply to routine dental care claim z57E/ZEE W 7B HER EH
Date of consultation RZ B : FRIBEERE
(dd/mm/yyyy)(H/A I4F) | Symptom onset date or Date of Accident
FEEEAHSENEE (dd/mmiyyyy) (B/B /%)
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*  This question does not apply to routine dental care claim S7E/EE W 7 BHIR EHH T RIEEZR
Signs and symptoms / Accident details (where and how does it happen)
RRRFEIK / BNEE (hRmFEEE)

Guidelines for document submission E3Z%&{&BEFRE D]

Please " V | against the documents you have submitted together with this claim form. We will notify you if we need to obtain extra information from
you or from other parties to assess your claim. As the time required for obtaining the information varies, the processing time of your claim will likely
take longer time.
FRERREREEI X2 AEOME T V | 3%, NEERTHEMEBRELE—SEHERT2RESRSE ANTHREENEAT. BRKERREZ
ERBFEER BT 2R ERFEREETERLMER.
[ claims form which is to be completed fully (original)
BEEZMRERFE (EX)
|:|2. Itemized Detailed Bill with Cost Breakdown (original/certified copy)
HMOETBAMNERAE (EX/&ERIX)
|:|3. Original receipt issued by the hospital or service providers
BB s SRR S 2 IR
|:|4. Result of the diagnostic test (original/certified copy of Laboratory result, X-Ray/MRI etc) (where applicable)
PERAEER (LR, XX, MARBEEREER/KERLX) (NER)
5. Prescription upon discharge (original/certified copy) (where applicable)
HBREES (EXR / #F8IK) (n@EA)
6. Hospital discharge summary (where applicable)

HEER & (nER)

7. Medical reports associated to the medical condition (where applicable)
JRIE A BRR B B ER & (N )

If you have any questions regarding this form or any other aspects of the coverage, please contact our Customer Representatives at (852) 2862
0186 and please quote your policy number to facilitate your enquiry.

EETHASRFEENHMREMFASESETRER - BRE (852) 2862 0186 HEZHEMMBRRIEN R - WAHBE THRERRUENE
# -

Claims must be submitted along with all supporting documents within 90 days from date of service.

RIEPFANERZAE 90 XA - ERFMARBAXMH—HER -

Send this claim form together with all supporting documents to our authorized claims administrator at Unit 1015-1018, 10/F., Tower 1, Millen-

nium City 1, 388 Kwun Tong Road, Kwun Tong, Hong Kong
AL ERE S EA ARG R EERTIMNEREEREIEA iR . FBNAEHIEE 388 SREIAC 25— 10 12 1015-1018 =.

Declaration and authorization B8Rk 3SHE

| HEREBY DECLARE AND AGREE on behalf of myself and other persons referred to in this application form (hereinafter referred to as “Relevant Per-
sons”, “We”, “Our” or “Us”) (for the avoidance of doubt, the expressions of “Relevant Persons”, “We”, “Our” or “Us” include myself and such other per-
sons) that (1) all statements and answers to all questions whether or not written by my own hand are to the best of my knowledge and belief complete
and true; (2) the Company is not bound by and is not required to rely on any statement which | may have made to any person if not written or printed
here; (3) any information and personal data of the Relevant Persons collected, compiled or held by the Company or its authorized claims administrators
from time to time (whether contained in this application or otherwise), may be used, stored, processed, transferred or disclosed to and/or shared with
other parties pursuant to the scope of use as mentioned under below PERSONAL INFORMATION COLLECTION STATEMENT (“PICS”). If I/We fail to
provide any information requested in this application form, it may result in the Company'’s inability to accept or process this application.

| HEREBY AUTHORIZE on behalf of the Relevant Persons that (1) any employer, registered medical practitioner, hospital, clinic, insurance company,
bank, government institution, or other organization, institution or person, that has any records or knowledge of me/the Relevant Persons and/or who has
attended or may hereafter attend to me/the Relevant Persons to disclose such information to the Company or its authorized claims administrators as the
Company or its authorized claims administrators may request; (2) the Company &/or its authorized claims administrators or any of their appointed medi-
cal examiners, paramedical examiners or laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/the
Relevant Persons in relation to this application and any claim arising therefrom. A photocopy of this authorization shall be as valid as the original.

| HEREBY DECLARE AND AGREE that | have the full authority from and consent of the Relevant Persons to make the above declarations, agreements
and authorizations.
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AANERRRAAREMAURERIERZAL (T MEEAAL) & 1M1 ) CasEst THEAAL] 3 TR EEEAARLRFEERR 2 it
ADBARRE () Ld—VUIRREMENFHEER, THETAANRFHE, HEAARMFE HAHFELBLEERA . Q) RABERAFFHAE
I, MRAELBEFE LERSME, EATFARENR ; Q) EARREEEEEREEATLRE TISEEAZOMZRAONRAZ HEERA.
7. RE. BERIHER HNSFEARRMFRKEE,. REXFAFZEMERAALTHEAEN (FR2D L AFENBRREEMEEMNG .
MBEMTFREREAILRFRFNEN, EARHTREIHEERLPE,

ANERAREEALTIRE () ERERE. EMEE. B, 2. RIRAE. |7, BAFEE, EMES. #SEIAL, LNESFEEAEREAN/
AL 2 R/ CLRAFEFESRAN/MIBALSE, HAEEATSEEREEREEAEREZFENRRGEQ TS AEREEEERE
A QBELBAR/SEEEEEREEASIMEEEZRSEE. BRABSCLER, IR PEREMRLEERZEEREEAN/AEALETHS
BRI RAR, FABRAN/MBRATZEEKE, WREENTMARERYFERERN,

ANELEZARREEEMERALRERREAANEHULER, HERIRE,

In the event the Insurance claims application consisting of personal information, such application will not be processed unless this personal
information collection statement is duly read and signed by the Policyholder/Insured Person. (effective from 1° April, 2013)

PERSONAL INFORMATION COLLECTION STATEMENT (“PICS”)

COLLECTION AND USE OF PERSONAL DATA

China BOCOM Insurance Co., Ltd. (hereafter called “the Company”) may use the personal data collects from you (whether contained in this application or oth-
erwise) 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;

(iii) 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) inthe event of a claim, loss adjudicators, claims investigators and medical advisors;

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

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

The Company may also use and disclose your personal data otherwise with your 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 infor-
mation 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) (“PDPO”), 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.

REFAA/ZRADFRHERFZLBEEATNBREFRORE P EESHRIE 013454 A1 BEEXR)

WS EANE R

e SR e {6 FEAE A\ E
PEZBRIEERAR (TR “AaR” ) AHEEATRENBEAEN GHRELREFESRE R REARS) FUTRR
(i RE. BERXT BTREAMMRE
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(i) ™ ATUREAERRK

(iii) HMEtsUEA B ME TSR |

(iv)  TEPAAERRAT Y IMEA B e B Fr A B8 BT ARRERER
) ETEHHBERKEN. REBHEK

(vi) BIREAXBEBRETHAMELMART ;

(vii) BLERREHE BT

(viii) Hef bR ARAEEERNIGERE &

(ix) SEERERE FE5REATRRES

AN BEFAGETERN B HREBAER, WFRR—UUERTHSR, BERAQRMFHEAEFHERENE, AQRERIR—UUBERITHSER,
HEREAEAHRENE RERBERERESFRENMEERSG. MIRIATEREAZEBESR,

AN BRI EE LR ARKE ATHEAENTTIES

(a) B bk, MANBRMTER, BA. B, A% RIRECRFHE=ZAKE. ROBRER (24F - BRBHFRED. RRRERBILE
7. BERNE. BHERMRREE. EARRRBGHER. BTEEMRARNBGRE ZRTRBIBERERSER)

(b) FEHEFREEERMERM. BRERASE RERBER

(c) BRI RRHIMG BN B HREKE

(d) RIEEHBBLATRETEMRBLR,

(e) BRA R RBRIEH:

(f) BTHRRERE EH)

(8) ANEWIERRBEREREM

(h) AABHIEEAE]

(i) ZEREEME FREHRBABDHE) REESR:

() RiaRERFRRRIERRIEERE

(k) SRABIZE SR B B AT A BURF AR o

€ ETRE ALRWRHREUECAHAEARKEE BTHEAER.,

c
d
e

BHEEAE BIRAATINER AT TR AIRAE g K MUE OB TR AR A TS T 2017 - ME A T R AR R R BUE s @ R TR
AFRAFHEE L - PRI A T R/ b B SRR A TR A SIS A B R RERIE - e e -

EiBRS

HFRETRE, AT TEEABRTERERFEPRENENBERENAFEAEREERAR, EXFAFEEMNERRPFREFRERNEN. &
BT FEEAN R REARABREGMAREARGETHEAZHRATEMALFEARXNERREAR. FRTEREETX “BAEBMERMT
HIE” BMARTS IRt BRIA N T, ANBEEMKEEMERMELITER ISR BTMABRRNERRRES B,

EA LR ATERIIETE

TREERRG] - BT ARERAL SRS AR TWEAER - EERZERREAE - DU EERINAERER R « BT & ] DLEORA N ] SRR T AN SRy
B NEDRHYAEE - BERIFIEIEREOR - SUARIERECR - BR AN TR EREENER - EMSEPREEE © PERRBRERA TN ES
TERAARERSSRR B A E 181RE AN B BHRE AT

Name of Claimant F&{& A4 Signature of Claimant &{EAS&E Signature date 2xEHH]
HKIDCard/Passport No. Ei SR/ : = Relationship to Insured Person Ed%%
BE Nationality BI%E BARE

Email Address EEiihit Contact number B#&EES

Note : Claimant refers to Policyholder or Insured Person or the person who filed a claim against the company

2E | FEAEREFEAL Z RARFEL GFEMAL

Note: Please submit copies of the identification document of the Policyholder and the Insured Person, unless submitted be-
fore, together with this form. This is in accordance with the Guidance Note on Prevention of Money Laundering and Terrorist
Financing issued by the Office of the Commissioner of Insurance which requires that copies of the identification document of
customers should be collected no later than the time of payout for identification and verification.
2R WBZHRFEXSHEEXANE, BEUFEEE—HELREFTARZRANEG REIXMHEIE, REREEEBEFZZH
Tt A RBER B FEEZHE5)
RIE 1\ Bl BETER T A F U EF IR B B HIX M EIELUIEEE T,
CLM-HBC-02-202008 Page 6 of 9
EHEPIRALNEE 8 SURERE 18 12
18/F., Fairmont House, 8 Cotton Tree Drive, Central, Hong Kong.
EEE Tel (852) 2591 2938 {HE Fax : (852) 2831 9192



Insurance Claim Form (Part ||) (In-Patient and Pre-authorization claim ONLY)

RIBFREPFEE_ID) axrEcegamEm)

To be completed by the Attending Physician FEZE4EE

Patient’s details HAZE

Full name of Insured Person &A%

Date of birth A& B#] (dd/mm/yyyy)(B/A /%)

HKID Card / Passport No. & 5135 /EBIRE

Gender £

Male 5[] Female %[ |

In-Patient Claim ONLY (Not applicable to In-Patient Pre-authorization claim) EEERRA (FERARERELBREBHE)

Date the patient first consulted you for the condition

BFRARTERRAERKRZ B

(dd/mmlyyyy)(H/B/4F)

B IR IR BRI R R

Symptoms presented during the first consultation and the duration of symptoms

Name and address of doctor who has referred this patient to you

BB A 2 A

Name of Hospital

Bixaid

Diagnosis

Date of admission

Date of discharge

A HEA (dd/mm/yyyy)(H/F/4E) Hhibe H # (dd/mm/yyyy)(H/H/4E)
Chief reason to this hospital admission

BRAEERHMIRER

Date of operation Type of Surgical Procedure

T+t H (dd/mm/yyyy)(H/F/4E) SR el

HIRRE (e - PEEF. BR. SHRER/SIRES)

Brief discharge summary (including treatment, investigation procedures, results, and/or any complications and follow up plans)

Did the patient take any home leave during the hospital confinement
BAB SR TR E#RR ?

If yes, please specify the reason for home leave

WA, FEEEBAERREARERRR AR N

YesH[ ]

Period of home leave BRzR:ER

Further treatment plan:
SARRETE|

If claim is related to pregnancy, is pregnancy conceived from natural conception? YesH |:| No%& |:|
ERSGIRHNEE, FRERRERTHRALIZZMMERK
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Pre-Authorization Claim ONLY TESCRIfEEISEEF

Date the patient first consulted you for the condition

FRRRERRAEICKZ HI (dd/mm/yyyy)(H/H /%)

Symptoms presented during the first consultation and the duration

B IR IR B R

Name and address of doctor who has referred this patient to you

B e A A B

Name of Hospital Diagnosis

Ehaa EZ

Date of operation Type of Surgical Procedure

Tty H 4 SRR

(dd/mmlyyyy)(H/H/I4E)

Estimated length of treatment (in days): Treatment plan:

FEEUAEMHRREME () SRERETE
CLM-HBC-02-202008 Page 8 of 9
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Room type Estimated cost for treating doctor (i+ii):

ER%ER: TRETEEZKE
i.  Daily visit estimated cost:
JEEtEHKEE
Roonlcharge per night ii. Surgery estimated cost:
BHREMR: FEETFTE

Estimated cost for anesthetist:
Total estimated room & all hospital charges: JEt RRELET U B

REIFERERKES#

Total estimated cost for treating doctor/ surgeon & anesthetist:

TREHER A BT &

Please answer the following questions (Applicable to both In-Patient Claim and Pre-authorization Claim)

O REETIRER: ERARERRERELZESHE

Was the above medical condition caused by any of the following condition _E it 2 B& %1% R 2 B B LU T IE:R 52

1. Congenital anomaly %&XHEEE Yes %D No lz:|:|:| If answer is “YAes",\pIease state details
g, FETRULEERA R

2. Selfinflicted E&ER Yes 2[ [No &[]

3. Psychiatric condition ¥5#5% Yes 2 _[No &[]

4. Influence of alcohol, drug or intoxicant 5;BE¥5EY & Yes 2 _JNo &[]

5. Obesity, weight reduction or weight improvement f&8ER % Yes %D No %‘l:l

6. Pregnancy, childbirth caesarian section, abortion Yes ZEED No 17:|:|:|
or miscarriage fRZ. k. BRIURE

7. Treatment related to infertility AEAE Yes 2 |[No &[]

Medical practitioner declaration and agreement EBAR 24

| HEREBY CERTIFY that | have personally examined and treated the Patient in connection to the above condition and that the facts as given above
present my opinion of his/her condition. | declare and agree to make the declaration on this claim form.

ARNFE MG 2% NMEHZG, DA RIESRA S B A AR DL BTG DL MR S R, AN AGEILE I K 7B _Lod —BIB0b X RIRER T & 22 28 24
B2 AR A -

Name of medical practitioner E&4 4 4 Contact Tel. No. & Mailing address Ff#& 5% K ik
Qualification E5EE& & Specialty EE &
Signature of medical practitioner E&4%5E Date B}
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