redefining / standards

Global Elite Health Plan

EFFEREE

Medical Claim Form (In-Patient)
ERFREHFR

Part | — To be completed by the Insured/Policyowner
LABERA/MREFEAES

Important note :

1. This form is to be filled by the Insured/Policyowner. 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 Financial consultant or Employees of
the Company in respect of this claim.

3. Toenable 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 and /or Policyowner, unless
submitted before, together with this form.
EEgE:
1. HEBRERESHEA/ REFEA - BOETOSRE LRS- MBS ARGEHENRHEF -
2, ERMEEM - FRRBIHEAZHAR - ASRAMMEMAERNRBFEAINEHAERRALES -
3. WMESHRERE FNFANE B EHERTHRMESRS -
4 MEZNFAARIREAR/RERESEANSBEAXSE - B SMR—6HE% -

1. Details of insured #H{F A&

Full name of insured #1Z A= Gender 151

Policy Number R 8485

Financial consultant’s code:

R BRI AR

Financial consultant’s name:

ERI BRI R

Financial consultant’s
contact no.:

T2 B} A T A

“The company”
“FAFT W “RAR":

AXA China Region Insurance
Company (Bermuda) Limited
(incorporated in Bermuda
with limited liability)
REFR(ERE)BEAT
(RERFEERAINEER
)|

AXA China Region
Insurance Company Limited

REGMARAR

National ID/Passport No 5735 /il B8 5} T8 Date of birth 4 B

(dd/mm/yyyy)(B/B/%E)

Contact number B4 85 Email address @ #iiir

2. Cause of hospitalisation Iz /R X

1) If caused by illness 7 B &5 M E 2) If caused by an accident ZH B4 WE]

Date symptoms first noticed 5 R HIHEE H : | Date & time BRIEER .

First consultation date ¥ RZ HHF : Place Hh 85 :

Symptoms of illness ZEfERIIEAY : Description B4 2217 :

3) Have you previously suffered from or been treated for the same symptoms or disability in the
past 5 years? If “Yes”, please provide details below.

BWEBFRESS LREHEER DR ERETAHR?

Date Disease/ Disorder (Details of | Medical practitioner/ | Contact Details
=4 treatment) &55 (A MEEE) Hospital 54 /885 B 45 241

(dd/mm/yyyy)

B/B/%E)
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3. Detalls of current hospitalisation {5z sC &%

Date of admission | Date of discharge | Name and address of medical | Diagnoses & date
ABT B et B8 practitioner/hospital of diagnosis
BE/ B W R THBBE2EH

Please provide name & address of other regular (usually visited) medical practitioners

HRERMEEHSBEZ G ERBE

4. Oother insurance coverage H{h{ZE&E R

Name of Company Policy No. Benefit Amount
ERATERE FRARM REEEH

Claim Status
BEEE

5. Settlement method {2 75;&*

By Cheque =&
(To be drawn in Hong Kong 7 &# £H)

[ ] PaytolInsured 4 F#IEA

[ ] HKD % || Policy Currency {25 4%

By Autopay 5 B &
Name of bank account holder #{TEOFEARE

|| Pay to Policyowner {4 FREFE A

Name of bank in Hong Kong F#a1i T2

Bank account number #47 A 0 4§75

INENENE RN NN NN NN

Note:
* Settlement Method
1. The settlement amount

will pay to the Insured or
Policyowner.

2. The settlement amount will
pay to the Insured, except:

(a) Insured is below age 18,
OR

(b) Insured do not have any
bank account.

3. The settlement amount will
be in policy currency, unless
specified.

AR
* RAE*

| BHSERFTFRBEFEARR
HiFAA
2. mEEEEETREREA BRE

(a) BRAFTHTAR - R
(b) HEALFHAEAETFO -

3. BRIESITRA - BHSWEE
RENEZA -
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6. Guidelines for document submission

ERRBEBFAXES]

Please tick against the documents you have submitted together with this claim form. We will notify
you or your financial consultant 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.

BRMEREERRE G FHERNL N - ABER TRE GBS —SENERTZE
gmgﬁga%QEQM?ﬁszgmﬁﬁ=E%W§§MZﬁﬂ%MﬁﬂmF2§ﬁ$m%ﬁ
TREHTES -

[:| 1. Claims form which is to be completed fully (original)
BRAZNREBER(ER)

[:] 2. ltemized Detailed Bill with Cost Breakdown (original/certified copy)
HASRFIBNERABA (EE/ZERE)

[:I 3. Result of the diagnostic test (Laboratory result, X-Ray/MRI etc- original /certified copy)
(where applicable)

PEARER (LRER ~ XX » #HHRERFEX/ZERE) (NER)

D 4. Prescription upon discharge (original/certified copy) (where applicable)
HERERR (EX / ZERE) (nEE)

[___] 5. Hospital discharge summary (where applicable)
HEEHE (i E)

[:l 6. Medical reports associated to the existing medical condition (where applicable)
ZEBETHBNERRE (nEA)

If you have any questions regarding this form or any other aspects of the coverage, please contact our
Global Elite Customer Service at (852) 3723 3008 quoting your policy numbers.

Claims must be submitted along with all supporting documents within 90 days from date of service.
Send this claim form together with all supporting documents to Global Elite Customer Service at
Units 1001-1008, 10/F, Tower 1, Millennium City 1, 388 Kwun Tong Road, Kwun Tong, Kowloon

ERTHEARBRERRMERENEESTELR - 3R (852) 3723 3008 HKiffR MM EFHFRE
FE%  LRGtETHRRERK -

FREBFARKEELARE 00 XA AAFFEBEXH—HEX - MFLHARRFTEEREXERE
ERTIHEERRY BUE : nEREE388%ALZH1BE1IE10%1001-1008

Note:

Please submit copies of the
identification document of the
Policyowner and the Insured,
unless submitted before,
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.

EE
WEZMRARZ B GEEHE
AL RRR R RENE
ABABAR NI SHE T RS A8l
& RIS RRREIRRE
[ B5 L5 R R B S T HRE
BEsS|) RRATVAETER
IRy B PR S AR
BEUEER B -
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7. Declaration and authorisation $A8 Rz

| HEREBY DECLARE AND AGREE on behalf of myself and other persons referred to in this application/form (hereinafter
referred to as “Relevant Persons”™, “We”, “Our”™ or “Us") (for the avoidance of doubt, the expressions *Relevant
Persons”, *We”, “Our” or "Us” include myself and such other persons) 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 from time to time (whether contained in this application or otherwise), may be used, stored, processed,
transferred or disclosed to and for shared with individuals, entities and /or organisations associated with the Company,
reinsurance companies, claims investigation companies, industry associations or federations, fund management
companies, financial institutions, government authorities and/or the Company's appointed service providers, in each
case whether within or outside of Hong Kong, for the purpose of: (i) processing and evaluating this application and
any other application for insurance or policy change / service; (i) providing subsequent services to Us including but
not limited to administering the policies issued or direct marketing of insurance and/or other financial products or
services and data matching; (iii) evaluating Our potential financial needs; (iv) conducting market research for statistical
or other purposes; (v) marketing other financial services and/or products to Us; (vi) complying with the laws of any
applicable jurisdiction; and/or (vii) other services in connection with the operation of the Company's business; (4) |/
We understand that | /We have the right to obtain access to and to request correction of my/Our personal data held or
controlled by the Company. A reasonable fee may be charged for processing any data access request. If |/We do not
wish to receive direct marketing information or materials, |/We will notify the Company in a written form specified by
the Company. All such requests shall be addressed to the Head of Customer Service of the Company at 16/F, Tower
One, Times Square, 1 Matheson Street, Causeway Bay, Hong Kong. If 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 AUTHORISE on behalf of the Relevant Persons that (1) any employer, registered medical practitioner,
hospital, clinic, insurance company, bank, government institution, or other organisation, 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 as the Company may request; (2) the Company
or any of its appointed medical 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; (3) the Company to give either the Hong Kong Federation of Insurers or other parties, as
required for proper administration of the Code of Practice for Life Insurance Replacement, a copy of the Customer
Protection Declaration and any related records or information. This authorisation shall bind the successors and
assignees of the Relevant Persons and remains valid notwithstanding death or incapacity. A photocopy of this
authorisation 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 authorisations.

FAMEREFARRMGEXRREREZAL (TH MEMAL) & T8 ) (WEFE. HEMAL) &
88 EEEEARERRERET REAL) REAREE (1) ER—IMREHENFEGER TRESTEA
BFERR - REAFEFRE  ShEREBIAWARIAL ; (2) ZAHERARFELENEZAREA - MZHELRAR
HEBAOE - RAFFASHON ; (3] HAFTULUER « 477 - BE - MEREER /A5 FRAIFTTR
e~ WS A2 EFERATHEARMTRES L RA SRR LR BB EFIE) FEATRAETZERAR
WARBATWRZEHAL - BUIEME /R#S - ARAR - BERMPEEAT - XKMEKLWE - BREWER
2 BB  BERRE/ KIRAREZ REHREEELUTAR © (| SERFEL SRR TR RS0
WRREX /RIFRE ; () AEMATRARENEY  AOEETRREMRER HE - RERE /TR
Sl RN RE 2 BETIBRRERRHEE AR | () STERATHNRERE | (v RTTISHRAARER
®; (V) BEMATERRGSHMEHD / RES | (V) AETETERNTAESNZ AR . B/ % Vi)RENE
ATFHEEEMORME ; (4) FA/ REFSFA/ BFEGHEARATHAREERMASONAAREHRE
R EENER - RAFTRRBENEMERNNTREDAERA « MEA / RIETREEEEETIBENR
ARER - FA/BAWEUBADEERARTRARAT - FAAMERLANETEBREDHE W
RBES 1 6BEE FRE T WL - MBEFTHERKEALREFRNEN  BATRNTREZ NI AT -

FAMEREEMALEM0) EEEE - HREE - Bk - 25 - fRBASR - /17 - BuTais - LRbaN - 8
WEAL - REERFAETAMEA / ARALZEN &/ KSSRATEFFSREA / SALH - 3577
ERADERWEZSAFNAREAT ; (2) AATREMRIEEZREBE - BRABRLRAT « AL RE%
EAREARZRERREEA / ERATESHRBZ BRFERAM - (EREEEA AAMALZRBRR ; (3)
BARNARES - AEERRADAARMRTERBRTINM - RUETSFERREERE - URABER
REREH - HBRIERALZ @RARZRARFARS | FERAMALIETRRTHEE S - HBRHRR
71« EBNBNENFREXRIERFES -

FARHRAREESWERATERREBEAELL LR - RN -
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8. Personal Information Collection Statement

W SR LA B BHE 2 BR

The Company recognises its responsibilities in relation to the collection, holding, processing, use and/or
transfer of personal data under the Personal Data (Privacy) Ordinance (Cap. 486) ("PDPO"). 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 unauthorised or accidental access, erasure or other use.

Please note that if you do not provide us with your personal data, we may not be able to provide the
information, products or services you need or process your request.

Purpose: From time to time it is necessary for the Company to collect your personal data which may be
used, stored, processed, transferred, disclosed or shared by us for purposes (“Purposes”), including:

1. offering, providing and marketing to you the products/services of the Company, other companies of
the AXA Group (“our affiliates™) or our business partners, and administering, maintaining, managing
and operating such products/services;

processing and evaluating any applications or requests made by you for products/services offered by
the Company and our affiliates;

providing subsequent services to you, including but not limited to administering the policies issued;
any purposes in connection with any claims made by or against or otherwise involving you in respect of
any products/services provided by the Company and/or our affiliates, including investigation of claims;
evaluating your financial needs;

designing products/services for customers;

conducting market research for statistical or other purposes;

matching any data held which relates to you from time to time for any of the purposes listed herein;
making disclosure as required by any applicable law, rules, regulations, codes of practice or guidelines
or to assist in law enforcement purposes, investigations by police or other government or regulatory
authorities in Hong Kong or elsewhere;

10. conducting identity and/or credit checks and/or debt collection;

11. complying with the laws of any applicable jurisdiction;

12. carrying out other services in connection with the operation of the Company’s business; and

13. other purposes directly relating to any of the above.

N

bW

©CEND SN

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any
applicable law, may be provided to:

1. any of our affiliates, any person associated with the Company, any reinsurance company, claims
investigation company, your broker, industry association or federation, fund management company or
financial institution in Hong Kong or elsewhere and in this regard you consent to the transfer of your
data outside of Hong Kong;

2 any person (including private investigators) in connection with any claims made by or against or otherwise
involving you in respect of any products /services provided by the Company and/or our affiliates;

3. any agent, contractor or third party who provides administrative, technology or other services to the
Company and/or our affiliates in Hong Kong or elsewhere and who has a duty of confidentiality to the same;

4. credit reference agencies or, in the event of default, debt collection agencies;

5. any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;
and

6. any government department or other appropriate governmental or regulatory authority in Hong Kong or
elsewhere.

Transfer of your personal data will only be made for one or more of the Purposes specified above.

Access and correction of personal data: Under the 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 inaccu-
rate. 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
AXA China Region Insurance Company Limited
Suite 1601-6, 16/F, Tower 1, Times Square, 1 Matheson Street, Causeway Bay, Hong Kong

A reasonable fee may be charged to offset the Company's administrative and actual costs incurred in
complying with your data access requests.
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AAFPEER CBAER (FAR) BOD (FEADIEAB6RE) ( “HE" ) BE - -FF - -BE-
ERA/ REBEARINTRENRE - XA FERBEETEMLN EABEBARN » PHFRIR—
DIRATRSR  BEEAASHFEARNNEREY - XATFRD—DVRTTHSR  RER
ABNNR2N > RERBLEASREREEB/MESRE - MRRSZTEBBAENNOMER -

IR - MRAMTAEEATREMTHBEARN  AFTEMEZRAMTHAVHEN - EaR
B RMCEXREMTHER -

By : XAFTRALERERTHEAARN  SAEETHEREN ( "FREN" ) MHREAR
SER - Fh - BE - 88 - ERRNATZSEAEN

1. AR T#N - REUENEHEAQT - REEEMPNRMBA[( "REMBL" | REAQINHHR
SEBHZER/BY  UERRR - 45 - ¥ ENREZSER /B ;

2 RENFERTREARASIRREMB L AR{ZER / BHRENEARERESR ;

3. EIR TROERRE  BFEEFRRNNT / EEC R HNREE ;

4, HRAATH/ KREME R RO ER / BT E R TR HE TRENREFR D
R TAEARBEERNEMEN  QEREEE;

5 AR THEBERX ;

6. BEPR ER /B

7. Bt RAEMBARITHIBMR ;

8. TRRAGRFAFINENENEHEFREANRE TARNEAEN ;

9 fEEARAAR - A - R - RETFRIRES I rERIRRE NG EFERFEUN R
17 A0S R RMBUT R BB RA TR TIRE ;

10. #iTSHR/ REAEER/ RMNBHEK

1. BT EAERANSAERBAAR

12, PRRRAAINXFEETMORMEY ; &

13. R EREAENERSMNRGEN -

BARMNES - BAENETFURE  EESTEMEAREINART » THRHE -

1. URFERFEUNRMISS HEARENBL - 22 SNEAERBAL - EABFRR
A7 REBERF - BTZERREL  TRETIHE - XOWHA TN MMM 2L
ERlitrEms 0 BTEEAETHENSBESTERN ;

2. BEARA ST/ B REMB S ROAEN R / BT EE T R TREARER S
BB T REMREAMAERA L (BERRER) ;

3. EFERFHEUN A BT RAXATHN/ RLEMBHREUTE - KieRAEHEHEA
HNRARREHNEARE - REFRNE=T ;

4. fERANSBER (EHREXRTNWERT) BAXMAS ;

5. AAFWARRKHOEARPRRERAKBEA - RS - SRERRSRE &

6. EFARFAUS BT A AR R8PS 5 fth il 5 A BU 2R BN o

B THEASNSER P REN—ERSEETMENTHES -

BABEPNEMMELE - REKEE MTEREREASESHEMTHAAEN  BEZENN
WA PUREEEFAREEAEN - BTERIUERAAIEAMTAATMSFEARNOTESR

guﬂﬁlm§*'!ﬁﬂﬁm&ﬁ‘ﬁﬁ&tﬂﬁﬁﬁMﬁﬁﬁﬁﬂﬁﬂvﬂ!uiﬁ%iﬁ
X

BARBREEE
FABENDHES WIS E 618160168
RESHMBRAF

gﬁﬁﬁﬁﬁﬂm?WMéEMIﬁ-u&ﬁtﬂﬁkﬁﬁﬂ?ﬁﬁﬁi!;*ﬁﬁﬁﬂﬁﬂﬂl
He

6 of o



1/WE ACKNOWLEDGE AND CONFIRM that |/we have read and understood the Personal Information
Collection Statement (“PICS™). 1/We confirm that |/we have been advised to read carefully the PICS, and
|/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 <entity
name> in accordance with the PICS.

<EA/RIFFBAA / RACARLBOBUERBARPER GBRE - AA/RFARBEA /R
EMETAA/ RAARARR BB > MAA/ RFCHERN BB HRATFTEURRIA
ZE N/ BFFEASBHIR S (RA R SRR R IR ANEEAEGS) - RELUEATR - ZA /R
HRRREEE (ASEMW B B ERARNBEA/ RFEARES -

Name of claimant Signature of claimant Signature date
ESCUN:E FiEAEE wEREM
HKID Card/Passport No. Nationality Relationship to Insured
FAE S/ AR R MR ABRF
Email address Contact no.
WHEpb T ERE
Name of Financial Consultant/ Signature of Financial Consultant/ Signature date
witness witness
BRI/ R AER BB/ REARS wREM
Note S

Claimant refers to Insured or Owner or the person who filed a claim against the Company.
RBABHFEARFHOARCLATRMHAL -
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Part Il - To be completed by the attending medical practitioner at the Insured or Policyowner’s expense

RIEFHREZSH - LALBEREERR  BABREASREFEAZN

9. Patient’s details 5 A & £}
Full name of insured #{Z A= National ID /Passport No S35/ 5% S
Date of birth H4 B#i Gender t£3!

(dd/mm/yyyy)(B/B/5E)

10. Known history with patient f5 Ak & #l

Date the patient first consulted you for condition related

to this admission & B2k EREERSA S R RL O (dd/mm/yyyy)(B/B/5)

Name and address of medical
practitioner who has referred
this patient to you for this
injury or illness

WIrREZHERBY

11. About the hospitalisation 5B {Ffz &EH}

Name of hospital

HEEEE

Date of admission | (dd/mm/yyyy) | Diagnosis

NG ASE (B/B/E) ZW

Date of operation (dd/mm/yvy) | Type of surgical

FhicEH (B/B/%5) procedures g5
Date of discharge | (dd/mm/yyyy) | Nature and results of the
B B # (B/R/fF) operation FHEHEEER

Chief complaint of the patient relating to this hosptialisation or surgery X FREEHHRE

Brief discharge summary R E (GfFa6 - LSR5 - SR - HRER/AREB)

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

Did the patient take any home leave during the hospital confinement D Yes i D No&
BAREEPR AR AR ?
If yes, please specify the reason for home leave Period of home leave BiFRERE:

0H - EEREREERRSRE

12. About the medical condition 55 &£

D Due to an illness &S E

Diagnosis Date of Date of the first | Symptoms presented during Duration of
A Diagnosis consultation for | the first consultation symptoms
ZEBH this condition ERCR 2RI R AL PR IR
HXRRZH

Has the patient ever had the same or similar conditions or symptoms in the past 5 years? If yes,

please elaborate. FEAREEEEFHBFEMMR 2 0B » iEFHARES -
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[:I Due to an accident 88 &L ¥ E]

Date and time of incident Signs of bodily injury e.g. visible bruise or wound
BABHEEHE SHEBEARRER

Was illness/injury related to the following condition &#%/% 2 F B THRIIE ?

CameRn et | N | i s
2. ;e;;;;f;;cwd [[]Yes [ |No& gﬁ;' -
3. 1l;sgt‘::gatric condition [:] Yesi D NoZE

4. gf;;:;; 4;;:ﬂ;ohol, drug or intoxicant [:| Yesiz D No#&

5. ;b;i.;ty.*weight reduction or weight improvement D Yes® [:] NoZ
e T ey [een (e

7. l:;;tar_n;nt related to infertility [[]Yes [ No&

13. Progress of recovery EEiE

Date of last Physical findings Treatments & ## Indication for
consultation SR Follow-up M=
EERZLHAA

Current physical or mental impairment Factors there may have contributed or lengthened
S S EERR the period of disabilityZE &2 X HESENEE

If the patient is still unable to return to regular occupation, what is the future treatment/
rehabilitation plan? And what is the expected date he/she may engage in any other occupation?
MBANATHREEAEIE  EFFEMEHK/EMRTR 2 Rt AASTHIEAREMBIE?

14. Medical practitioner declaration and agreement
BIARRE

| 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.

EASEBREEEMAELDZE A LARNEREBNDAARRU EHHATRAER - TAR
HERAZES LR—REREENFEERIAERZ 2 DUHBMAL -

Name of medical practitioner 54 27 Qualification B2 4% Specialty ¥ H

Contact Tel. No. & Mailing address B4 ® F B b ar

Signature of medical practitioner 5§ 4 ¥ & Date B3
(dd/mm/yyyy)(B/B/E)
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