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China BOCOM Insurance Co.,Ltd.

F# IR B KE 1818 EiE Tel (852) 2591 2938 S E Fax : (852) 2831 9192
18/F., Fairmont House, 8 Cotton Tree Drive, Central, Hong Kong

Hospitalization & Surgical Claim Form ¥ R FiiiRER

This form is applicable to both Inpatient and Outpatient surgical claims ZNZR 4% & F 7 B2k P92 F il E
No reimbursement for claims submitted after 90 days from the date of consultation. ZZ{& i35 /A0 R N[ » & RIAR(EE{a (g -
Part 1 - To Be Completed by the Patient

B - RAEE Provide the meal breakdown record. FE#E (TR Bt %
Name of Employer {g¥ 4% : Policy No. Master Contract no. :
{RESSRTE « -Contract no. :
*Name of the Patient Name of Employee Staff no. B T&%:
B EE#E :
*# China BOCOM Corporate Membership No. *PortaMED Membership No.
# R IRORIE AR R & SRS ¢ REOBHETEIE B RS
* By 0 /EEE T8 H* Mandatory information  #For Group Insurance Policy only # = ## i B 3 {7 B
1) Have you had any prior treatment for this or related conditions? I:l Yes, please provide following information |:| No iz
BN 2 A o 4K PRI R — i bl I #5205 2 & SHTRELLUN &R
Doctor's Name B84 : Date(s) H#f :

Address #tilk : H dd / A mm [/ Fyyyy

2) Are you making any other insurance claim as a result of this hospitalisation/surgery? I:l No & I:l Yes &
(Please provide claims settlement advice from other insurer, if applicable)

FRASLRAERE /1 F47 > BN A G PSR REHE ? GEIR AL EAM IR A T 2 BHEEEE A » A A)
Name of Insurance Company {5 /A 5] %7 Policy No [ EL5EH :

:lReturn Certified True Copy of original Invoice(s) and receipt(s) after claim processing, if yes, please ¢/ the box
(Please note: If the claim was fully reimbursed, Certified True Copy will not be returned. If Certified True Copy is requested for other purpose, please state the
reason) 1AKEK|EI% A HEE SIAIUCHE IEASTEIA - FHESIMAE | T 5%
GFEE - WHHTESBEE - EXERAR AERE - MIEARERIAFR R ELM AR > SEEE)

3) Was the Hospitalization / Surgery a result of an accident ? |_| No & I:l Yes &
BEZAERE | FERE R —RBINGE 2

Date B : Time R : Place #1125 :

Brief Description #8318 :

B RS

DECLARATION AND AUTHORIZATION:

RN LA o MR R TR - AN EME R MR EE - BEAR - BIRARIEN A NEE 2 BT hEPSRRR AR AE > IS 2 AR IEAR
E[E%%J] - | hereby declare that the above information given by me in this form is true and correct to the best of my knowledge. | hereby authorize any physician, medical practitioner, hospital or
clinic by whom or where | have been observed or treated, to give full particulars about my health including my whole medical history, to China BOCOM Insurance Co., Ltd. A photocopy of this
authorization shall have the full effect of the original authorization.

BN ERIVEFFEQYERRE T - FEMPEE - BRAE - Bl - 207 - (RIRAE] - 89T - U - S5 - BUFHRE - SCMAES: - MRS - NLAESR A ERAN [ M2 L85 - IS E R
A4 P EESMARATR AT (2) PEESMARATR A SIS HAS € 2 B RS LERFT - IRt R B AN [ IR TR Z BT O, (R ERAN [ AT RIE - B AR I Ff1Z
BRNEALFRTT : BIFEAN RIS EEET RAE TN - I RR0T « RIEERIIABLEAS ARSI - /We, HEREBY AUTHORIZE (1) any employer, medical practitioner, paramedical
examiners, hospital, clinic, insurance company, bank, financial institution, police, government institution, or other organization, institution or person, that has any records or knowledge of me/us to
disclose such information to China BOCOM Insurance Co., Ltd. (“the Company”); (2) the Company or any of its appointed medical examiners, paramedical examiners or laboratories to perform the
necessary medical assessments and tests to evaluate in relation to this claim. This authorization shall bind the successors of and remains valid notwithstanding death or incapacity. A photocopy of this
authorization shall be as valid as the original.

BN BAWERAN /IO R O UCERE A TR AVERET AN BRIEZAN PO HEMAN PR - MAA BTSRRI S AT AR A Z AR A A
HO(E A FORHY R B O a2 A5 L AR Pk s (e AR TR ATES) - ARIBE DL P » A/ FRAPHRF I REST 00 5 5 P B A SRR PR A BB a% A B O P Rl AR A FRPI89(E A ¥k} - IWE ACKNOWLEDGE
AND CONFIRM that I/we have read and understood the Personal Information Collection Statement (“PICS”). I/We confirm that l/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.

RWAEE (18 LU TR » FBHREAE) H#
Signature of Patient (Parent if patient aged under 18) Date

S s R U I TE A [ 25 B A MR % - This form should be sent together with original receipt to the appointed Claims Administrator for processing.
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Part Il - To Be Completed by the Attending Physician/Surgeon at the Claimant’s Own Expenses
ZAF - AERBAERT  FRBEARREASTRE -

Patient Name (in full) 55 A#E:44 (£244):

Date of Admission A HHA Date of Discharge Hif5 HHA
(DDH/MM A IYYE) (DDH/MMAIYY4E)

Name of Hospital E&Fz & HE:

Level of hospital ward & & #&3): D:‘rivate e l:l Semi-private — % = DWard ECT |:| Clinical Surgery P92/ N F-1iij

1. Clinical History K2&Cik:
a)Date on which the patient first consulted you related to this iliness / injury
A BRIL BRI 2 1%, S R P T k2 B i (DDH/MMAYYEE)
b)Symptom(s) / complaint(s) of the patient relating to this hospitalisation / treatment / investigation
i NBRIEE T B D R g B it BRI AR BRI R R E5TF

¢) How long had the patient been experiencing these symptoms before the first consultation? B AEE RKZ A S BB LEMRZKA?
2. Hospitalisation Details Bz 1E:
a) Final Diagnosis f#&RI2ER Date of Operation it B (DDH/MMB/YYH)

b) Operation procedure(s) performed F1iify & &

c) If the patient has consulted other physician during this hospitalisation, please provide the following:
AP AL BE AR & 1 HoA B A 0Ke2 - SRR DA T &
Name of physician consulted B4#% Reason [R&

What treatment had the physician performed
TERREEE

d) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations,
treatments, complications and follow up plan) FiR L RIRZE(EERGBRESELIRNEIER - FHE - FERENEERER - AE - HBEREBEZHR)

e) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care / out-patient basis.
EIOPHERETE H M2 PN e - it EbRERA -

3. Professional Comment B ER:

a) In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic iliness or related to a previous complaint / diagnosis.
If "yes", please provide date of the first episode and details.

MEATER  MARRERAREEEREXM BN RS IS AENERZEHER? BEES 2 FRHUHERBHAB RS -

b) Was the condition due to or associated with the following?(Please tick the appropriate boxes)
Pl 7 A S T TR . (e s v %)

DAccidentaI bodily injury ZE4NEHEZ {5 I:I Pregnancy 52~ |:| Congenital condition 4 K455 1 F5

I:lSeIf-ianicted injury B EE I:l Infertility or sterilization NS4 5 D Developmental condition & & [

I:lAbuse of drugs or alcohol J& FH Z&) 2 s I:l Contraception ##%2 |:| Hereditary condition 7 {8 4: [R5

[vental disorder f#siz [Jreatment for cosmetic purpose [] ceneral check-up —f st s
EEMENER

I:IRefractive error JE e AR IE I:l Vaccination ¥ i i

I:l Venereal disease , sexually transmitted disease or AIDS / HIV related illness M5 » M (SR R 0= 005 15 %R 55 B B TR

4. Others HE:
a) If the patient was referred by another doctor, please provide the referring doctor's name and address. %155 A FHHL B A= 01 > S5HR AL/ B4R A 4E SR HE -

b) Are you the patient's usual physician? [ N &G %K AN EFEEA? I:I; = Yes I:l No 7+

| hereby certify that all information given above is accurate and true to the best of my knowledge. AN A45IEEERE - FAARAFRAN, LIFRE BRI HERERS -

Signature and chop of attending physician/Surgeon Address and Telephone No. il & E5E SRS
TREEVIFIEESANER

Name of attending physician/Surgeon & qualifications

ER BRI A R FE Date H3 (DDE/MMAIYYHE)
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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.

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 otherwise) for the purposes of
(i) investigating, processing and paying claims made under your insurance policy;

(i) 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) 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);

(9) 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 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 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) (‘PDPQO”), 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.

PRERFA A/ Z0R AR R 28 LU SR E A B IR A R R B K s B
W SR E A BRI

| 2 GF LA et

PEERERRAIRAE CRR “ARAHE" ) W@ HE SR A (E A R A LA Pk s e R (A ) E DU R AR
(1) P& ~ RIS BN REARATRE

(ii) [ R FUCH B SR G

(i11) RfftatelcHAl B ATAETT ATS0TSE

(iv) RNEFEEA RS L] B TS AR AR B AR LR

(v) HETEOHL S5 AR S HEa

(vi) BB SIHB AR

(vii) BLBLERREEE BT ¢

(viii) HEH R HRA ERRIGRIE R - R

(ix) BEHEAER > BRI RSENSTRIEEES] -
AN EIER Ry EERHRBR Y B AR E AR TRHRI — )OI E e TR B - BECRAR A TIFTRFE AR HERENE © AN BRI — YY) B a7 P8R - FECRIE AR 2 bk - Rt s
AR AT RS RSN E HUS: ~ MIBRERSS 1T (I {E A RS -

ANEIRTAE LA R EE PR IR E AR T 05

(2) AR - EANEREETE - R A - R0 PR RTINS =TT R R (B ¢ BRI HIER - R RaR RS HERY - B (B RE - EIE R RIS
7~ BRI BERERS ~ BT E B0 T e 2 09T BB R MR e )
(b) R ARG (H Z B AT ~ BRI SR B ¢

(c) EFIGRATEEA Bl sCRE AR

(d) FREEFORIIRE A B REEFRIRB A FE];

(e) FHRAEIRFAMREL;

(f) BITFERBEEs CERD

(g) ANEIRLERR EREHRE

(h) AATERIBHHATE;

(1) EHERERG (EBNRRAERE) REEE;

(3) PRGBS R R R

(k) TEGIZREET A ATEUR R -

& BEITREE > AAFREGUHETT MM REE BT AL -

#
£

BHAEAET RIEAATERAE TOER TR AIRA T o HPNERECGEIR TR AR AT T 20T ~ R A R IR R /B T SRR THE (A IR A ST R A
BB/ S B A SRR B A R A ST B R RARIE - R E et -

EaE

HIREE BT RE > AT TREGE A B T ER B o & PR Ot AVE NS ZOR I (T BB (RS R R - B A EE P AT R (R S R B R LA BOR) - B T AR AL B R BN F]
ORISRy SO FH B Pl B9 (B Bk (3t HLA A AR R NV B B (B R AR - SR T 3 3 (5 2 T o B BRI R B S IE B A S M AL S A AR N T o AN B @ A U AT 2
HE I NGRS SRR T A A BRIV EL B (B E S -

TRIBEEE] > BT AREHAATRERA R TIEAZE > EHEZERIEIA - DR EIEEFREEREZOR o [T 8 R DIEDRA A B SR N A A FIFTRHE A B R IR - SRR IR
SR SCARIEHBCR - BHRRANEIFTRE R EE > SEDE R ASEE  PESCIR R A PR T A7 A8 ERALARHS 857 2R B K 18HHIE A\ et UL -
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