GLOBAL ELITE HEALTH PLAN EF 455!

AXA
D

et &l

PRE-AUTHORISATION FORM TRGiEESRF

Email EERHHIL: acr.hk@europ-assistance.com.hk

Fax Number {EE 5% (852) 3529 1638

Part | — To be completed by the Insured/Policyowner IR A/ REZBAEE

AXA Signature Network

ZRITERRAS

@ Contact Number EFESRHS (852) 2863 5708

Financial consultant’s code

B RAR 4R SR

Financial consultant’s name

BRI S

Financial consultant’s contact no.

B RER HEAS SRS

1. DETAILS OF INSURED 1R A &l

Policy number

TREESRAS

Full name of insured

WIRALR

Date of birth
HERS

Hkid card/passport no.
BB/ ERIRS

DX/\\\

Contact number

HHFAEI %

Email address EEEf 1t

Do you suffer from any long-term illness/chronic illness/or need long-term medication? B N 2 & BB IO R IFEE/1B 1 ak/3 BRI IRAZEY?

Disease/ Disorder Onset date Medlcal practltloner/ Hospital | Name of regular medications Contact details
ks 9% B 1 B/ IR 2T R 1S
Hypertension S [M/E (dd/mm/yyyy) (H/H/%)

Diabetes Mellitus #EKHE

Dyslipidemia M5 E &

Others Efif:
(1)
(2)
(3)

Name of Family Doctor and contact number ZXEE4E 72 KERE

EZRE/E WA -

Any previous consultation/ treatment/ hospitalisation in the last 5 years for current claim medical condition, in this hospital or any other facilities?

If “YES”, please provide details below #8E T F EERNZ RPFERE ZEBF TN ILER L E Mt igkiE K2/

e

=) nimlﬂ uﬁ EH

Date HHA Disease/ Disorder (details of treatment) Medical practitioner/ Hospital Contact details
IR (BEREE) /B His A

(dd/mm/yyyy)

(H/B/%F)

Current claim medical condition is =&

[] Due to anillness FAYERER

REBFBRIEZ

1. Diagnosis/symptoms presented 27 /fR &I IR

2. Onset date fF IR B EH

3. Date of the first consultation for this condition B X K52 H

4.1s it a chronic / recurrent illness =& 1214 /18 255/

if “YES”, please advise onset date of 1% episode. -2 -

Yes %'ED No ED
BEEAERERAR

i

=] n\imﬂi u% EH

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

“YES”, please elaborate. IR ABREAFEEERBRER ? N5 -

[J Due to an accident FHEINEE

Date and time of incident

RONEHIR ISR

Signs of bodily injury e.g. visible bruise or wound

SEERBAYRIER

Place EIMIIEL

How did the accident happen? EAMNEELE

“The Company/rlrz"_(/\_—\n —/E IIE/\_—\H

AXA China Region Insurance Company (Bermuda) Limited (incorporated in Bermuda with limited liability) Z

BRRERE

AXA China Region Insurance Company Limited Z & FIA R A S

Important note EEEIg:

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.

IEERFERBAKRA/REFAA -

BEARE  ERPREXNEAFEE

BOEEAPFERLEE  MEBARALREMNTIFART -

2. Nofees, commission or charges of whatever nature are payable to Financial consultant or Employees of the Company in respect of this claim.

- AEREMETHENERTAAINEHBEELEMES -

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

BB PFER LHAE[E - DEBIMHZE TORESS -

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

E)BERAT (NEREZMALINABRAE)
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AXA Signature Network
GLOBAL ELITE HEALTH PLAN = F4FEEBEITE il | ZREIGEBEES

WEZARBEZWEAR/SREFBEANS BB - FRBUIBER—HER -

2. PERSONAL INFORMATION COLLECTION STATEMENT UZEE{E A ZFit 22 R

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability) / AXA China Region Insurance Company Limited (referred to hereinafter as 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 (including credit information and claims history) 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 (see “Use and provision of personal
data in direct marketing” below), and administering, maintaining, managing and operating such products/services;

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

3. providing subsequent services to you, including but not limited to administering the policies issued;

4. 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;

5. detecting and preventing fraud (whether or not relating to the products/services provided by the Company and/or our affiliates);

6. evaluating your financial needs;

7. designing products/services for customers;

8. conducting market research for statistical or other purposes;

9. matching any data held which relates to you from time to time for any of the purposes listed herein;

10. 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;

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

12. complying with the laws of any applicable jurisdiction;

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

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

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 (including direct marketing services) to the Company and/or our affiliates in Hong Kong or elsewhere

and who has a duty of confidentiality to the same;

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

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

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

the following persons who may collect and use the data only as reasonably necessary to carry out any of the purposes described in paragraphs nos. 2, 3, 4 and 5 of the Purposes specified above:
insurance adjusters, agents and brokers, employers, health care professionals, hospitals, accountants, financial advisors, solicitors, organisations that consolidate claims and underwriting

N o n s

information for the insurance industry, fraud prevention organisations, other insurance companies (whether directly or through fraud prevention organisation or other persons named in this
paragraph), the police and databases or registers (and their operators) used by the insurance industry to analyse and check data provided against existing data.

For our policy on using your personal data for marketing purposes, please see the section below “Use and provision of personal data in direct marketing”.

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

Use and provision of personal data in direct marketing: The Company intends to:

1. use your name, contact details, products and services portfolio information, transaction pattern and behaviour, financial background and demographic data held by the Company from time to time for
direct marketing;

2. conduct direct marketing (including but not limited to providing reward, loyalty or privileges programmes) in relation to the following classes of products and services that the Company, our affiliates, our
co-branding partners and our business partners may offer:

a) insurance, banking, provident fund or scheme, financial services, securities and related products and services;

b) products and services on health, wellness and medical, food and beverage, sporting activities and membership, entertainment, spa and similar relaxation activities, travel and transportation, household,
apparel, education, social networking, media and high-end consumer products;

3. the above products and services may be provided by the Company and/or:

a) any of our affiliates;

b) third party financial institutions;

c) the business partners or co-branding partners of the Company and/or affiliates providing the products and services set out in (2) above;

d) third party reward, loyalty or privileges programme providers supporting the Company or any of the above listed entities

4. in addition to marketing the above products and services, the Company also intends to provide the data described in (1) above to all or any of the persons described in (3) above for use by them in
marketing those products and services, and the Company requires your written consent (which includes an indication of no objection) for that purpose;

Before using your personal data for the purposes and providing to the transferees set out above, the Company must obtain your written consent, and only after having obtained such written consent, may
use and provide your personal data for any promotional or marketing purpose.

You may in future withdraw your consent to the use and provision of your personal data for direct marketing.

If you wish to withdraw your consent, please 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 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

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in

Bermuda with limited liability) /AXA China Region Insurance Company Limited

Customer Service Centre Suite 2001, 20/F, Tower Two,

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.

ZERR (B5E) ARAT (REREEMAUNERAT) / ZHEHARLQE ( TEART”) BEEM (BABH (L) 56) (FBAEMHEWBE) (K6 ) WE -FE &
B EHN/ NEBEABERAARENET - A2TERSEFNABENENKREBRAEN - WHRIN—TITEITHDER - BREQIMFEAZRNERY - AABRN—IIEIT
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MR BREAZNNEZE2YE  RERRERKRENERSIINMESNS - MESSTEREAZRNER -

FEER  MRETARAAATREB TOEAER  RMATEREREB TAENER  ERIRE  FREEBEETHEK -

BN AREARALEWEE THEAERBEEREMNMMEPRLCR)  WokRTISEEN (BB ) MEXAIER - 7 B2 #@8  REIHEZSEAER

1. EETHNT BRENEEEAAT  ZREENEMAS(REREBS") AR AANBESGEBHSH T EERRFEPERAREBAAERERTEMA L B0 2ER / R -

DRRH - 455 - EENRFRSER /RS

2. BEMFEETMAATREEAMSFIREZER / RERENWEQTPHFAER ;

3. METRHEBERY  SEEARRIIT / EECHIHRE ;

4. EFANTN / REEFHSRUNETER /REMOABE TAHHETREVAZFTEMSRE THETREEHENETEN  SERBRE

5. FRIMBLEREF T R(RMESEMBAARTR / ALEMK S RENER / RIEBH) |

6. AEBE FHMBEK ;

7. REPREER /R ;

8. DMETHEME METHBME

9. AEMAIENFAINEATENZHEFAFANER FTARMNETER,;

10 FHEAEREE - RA - RE - EBFRISESIAFERNIREN G EEENE BN EMM S WES HEMB TR EERBIERETHE |

1LETENMN / NERZREMN / NEBBW ;

REBTHIBRANEIAEERNER ;

BRARAARTEBCEAMNVEMBS ; R

148 P A ENERARNEMER -

BAENNEE  EATRSTURE  BEEBTEOWERAEFHIART - oliRfs -

1. URBEHE BN S AL &R - AATNEEEABAL - AUBRREAE RBRELT BT ZREBELC  TEHSAHE  ESEBATASHBE - LIRS
HMES - BTEREETWENEEEEERN ;

. ERARTN / AL EME S RENETER / REMBB T AHHE T RENAZEHIRETNETRBARNETAL( EELDRER) ;

. EEEBSEELSMNE MM S DA QTN / NE BB S RETH - RS EMRBQEEREERB)LHEAERNAEAREEBNEMTNE AEFAE=5 ;

. FEBEREEY (EHREXRERNERLT ) BRXRAT;

- RATENSEBNEAERGEZENEEA - 25877 SHEYRSHE |

. EEEBRFEDINEMIM SN EABATE P E MBS NBA S EERE ; R

. ERERRERITEULAARMBNRE2 3, 4R ZERT - UTFAL : RIEBEA - 0ENGEL - BE  BESEAL Bl SET60 - MHEERE - 260 - ZERBEESHERERN
AR - BIEEAR - BRI RS (RAMEEEN - SERRBHMFAMNARPEINEMAL) - R  NREENRESENMBFARENEREL D TNRENEIE EE LM (&
HEEE) -

M7 BERTREHENERETHEABTNNEE - F2E T EERRHPEARSEBATRR FEMA L TN -

BTHEABERGES EXDREN—EHNZEHR B R MmRE:s -

EEERHPERRSEBATEHTEMA L

EYNSIESIoS

1L EREAIARFANE TONE  MEERN  ERERBNASEN  XEEARTH  MEEREAORG B UETERRH ;

2 HARE - RERMES - AASGFRBEEREESEBRHURRHEMR TIERNBRBRERMETEREH EFEAMNREHES TRATENES

a. fRi% - R1T - REEHAEEEE - SRKRY - BFNERER KR ;

b. BF REBERER &% BEEFRTERY  RE BISAVELUNAKEEDY  KERRE RE - RE - #5  (IX8%&  ERNEREKRBEASHEEERER ;

3. U ERBERERBERA QT R/AUATHBRH

a. ERIZ AR ;

b. E=TT RIS |

o RE L. FSIZRBRERZANTR / SR ERESNBESIERHASIEREBME

d. BARFH MU LFRAIEBRHTENE=SEE ERAEENETERHESE

4. BREARSRHE LERBERERIN - ARIPARB L BREOMRNBRIRH T L33 BBOMMNEMAETAL UEZSATEREZSRBRERPER  MARTHIEHN

PEGERPIORR(BRARRTARY) -

EERETOEAERE LS BNSRH®T EXFRMALZA - AASARGETHEEER  RRAEESE ITNIHRRESIERR THEATENERETFEMWALFEMER

RARHARE -

BTERTHEE N R TAASEMERE THEARNERETFEMA L FEARERENEE -

BTURBRBTATAAINEE - FEREE T BEAEBRNERNEE SOMIINMIEBHNAARS - AATEEANRNETERNBER T EFFASHETAARRNERRBEEZD P -

BABENNERNELE : REFH B TEESBREAAZEHEETHNEAER  BERZERNEER  UERELEOAERNER - BN EUUEREATDENE T EATMFEAZERLN

& -

ERMBIEMER - ABMEINEE - BRRAQSMFNEREENER  ORUEETAREE

EPRB PO EBMBENM S H15505 RS 220182001 F

ZERR (BRE) ARAE (REREEMAINEIRATE) / REEMBERAT

BAERHREEE

AATUEEOE TWNEENER - MUEHAATSRTE THWERNERZRMSIBNTHRNERER -

N O s~ wWwN

ok

TE)
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3. DECLARATION AND AUTHORISATION ZE AR K i1

I/WE HEREBY DECLARE AND AGREE on behalf of myself and other person referred to this form (hereinafter referred to as “Relevant Persons”, “We”, “Our” or “Us”) (for the avoidance
of doubt, the expression “Relevant Persons”, “We”, “Our” or “Us” include myself and such other person) that all statements and answers to all questions are to the best of my /our
knowledge and belief complete and true.

I/WE HEREBY AUTHORISE that (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, other organisation, institution or
person, that has any records or knowledge of me/us 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/ourselves in relation to this
application and any pre-authorisation or claim arising therefrom. 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.

I/WE ACKNOWLEDGE AND CONFIRM that I/we have read and understood the Personal Information Collection Statement (“PICS”) stated on page 2 and page 3. 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 AXA
China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability) / AXA China Region Insurance Company Limited in accordance with the PICS.
In the event of any inconsistency between the English version and the Chinese version, the English version shall prevail.

RN/ BRI RAAREMEMNPBERRERZAL(TE THEAL, 5 "8M . (Rerst - "THEAL, =5 "3M, FeEAARESRFESRR ZHMAL)ER
RER bi—RtREENABEESR - AN/ BFFTAE - HASEH RS &L ;

AN/ BEMZIEARBAALEREQ) EOEE - FMEE - Bt - 27 - RIBAE - 1]R97 - BUTHE - IEMAS - #EBIAL - NMETIRFEEOUEEAAN B2
iR MUBSATERBZEERNRREELT ; 2 ELATHTOEEEZRBEL - BREASTCERM - OIRLBFES AT E AR 2R EREE

AN BPIETHRZERNERAR - FRERAN BMZRERR - MEEHERALT ZEAARZBEARBORT ; AEHEBEALETHETRENS - IHEE
NEMA - IEREENFINARERGBRSFNS -

RN/ BMERAAN/RMEFBLRARE_BERFE=_ENREBABRNER (ZBMR) - AA/BMEBEN/BEMERBNAN/BHMAFARE (ZER) - m
FANHMEFAFE (ZBB) BEAIMBERNTEZAN/AMNNEABRNEE ( FREEIEREAESMEMBRERAIG ) - REM LR - AA/RARFL
ERUREZERR (ARE) BRAS (REREZMUINERAT ) / ZREMARATRE (ZBR) EHRERRA/FMNEARR -
MPESR ARG BRI - BUESRERRE -

RAELER  AASMARELEERANERS -

Print Name of Policy Owner Signature of Policy Owner HKID Card/Passport No. Date (dd/mm/yyyy)
REFAAEZ REFAAE of Policy Owner BB/ B/ %)
REFAEAEEBESME/
EHRREE

**|f Insured is not Policy Owner and Insured is over 18 years old, Insured needs to sign below

>+ ERRALIFREFBA - MBREASERIS 5 - WRABERUTERE

Print Name of Insured Signature of Insured HKID Card/Passport No. Date (dd/mm/yyyy)
WIRALEZ WIRAZEZ of Insured BB/ B/ %)
WIRABBEME
IR
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PRE-AUTHORISATION FORM FESCISHERiE

Email B EBHhlE: acr.hk@europ-assistance.com.hk Fax Number {EE 5% (852) 3529 1638 @ Contact Number EFESRHS (852) 2863 5708
Part Il - To be completed by the attending medical practitioner at the Insured or Policyowner’s expense

RERBE_AD -BHEZBLER - BERBARGRADNGRESAAXM

4. ABOUT THE HOSPITALISATION BB (X EEl
[J Duetoanillness FAZRER

1. Diagnosis/symptoms presented =2 i /ffeltHIR 2. Onset Date & H3R H HA 3. Date of the first consultation for this condition B 3K#ZH
4.1s it a chronic / recurrent illness EEIBMS/ERER  Yes 2[] No B[] 5. Has the patient ever had the same or similar conditions or symptoms in the past 5

SE et o 2 O years? If “YES”, please elaborate. R ABEAFBERFBRER T ? N5 - FHrrdaiA

if “YES”, please advise the onset date of the First Episode. {12 * FA S

[J Due to an accident FHEINEZ

Date and time of incident Signs of bodily injury e.g. visible bruise or wound
BN RASE BREIRERYREER
How did the accident happen?
BONEERB
Name of Referring Doctor (Please enclose referral letter, if any) Please provide details of patient’s regular doctor, if any iR ANEEBEELZ

BB A KER (BREENE - 10A)

6. Name of Hospital / Day Case Unit 7. Date of Admission AFtHEHE (DDH/MMB/YYE)
E R / BES L ETE

[inpatient fEB%  Hospital OPD E&REF3:2 []Day Centre HE S/ []Clinic A7

8. Estimated Length of Stay 9. Bed Class 1EFR4R Rl
FRETERE#
[ private FAZR = [] semi-private HFAZKE [] Ward AE[JHospital Day Ward Bz H Bi5 5=
10. Name of Surgery or Procedure 11. Any foreseeable complication in this patient?
ERlE=E BEATAIFERIIEE ?
12.Treatment Plan
aRREtEl

13. If the admission purpose mainly for diagnostic tests (e.g. CT/ MRI / PET scans) , physiotherapy or a surgical procedure or that is normally carried out in a day case or clinical
setting, please advise if those can be done in an out-patient setting in current case? ([_]Yes/ [JNo). If no, please answer Question 14.

WNERR R R a2 BRIA (BINNE RS IR /M W R/ E B FiRiE) - ¥IEaE - —RBE—RERRER, ARBEXERTEEFZNBE N =R ? (O2/ 0% ) g - 3
E1Z 14

14. If no for the above ¥ &:
(i) Is patient suffering from any chronic illness leading her at risk if those to be done in an out-patient setting? If so, please advise the details.

TEEARETIREREREREREMZERE METZERBRZT ? 12 - BHSHFS

(ii) please explain why hospital stay is medically necessary.
FEIREE PN ENEBIRRE
15. Please provide if there is any medical condition of the patient had in the past that would be related to the current condition. If “YES”, please provide further detail.

FRABEBEBEEAATUBEINREZRNNERR - W2 - FHAHRNA

16. Was the medical condition caused by or related to the following IR 2 & E NIIE R BRI K5I

[ Influence of drugs or alcohol or narcotics consumption ZE4)s} F#55 55 RAY B2 [0 Pregnancy, infertility or sterilization 2% - FEH BB
[ Treatment for cosmetic purpose E&AE [ selfinflicted injury BHEZ
] Any congenital or inherited disorder ordevelopmental delay 5% J 1 55 3t 85 {4 72 i 51 55 PR 4 48 [ AIDSHIV sexually transmitted disease Bifis - AEHRBENERE - K

General check-up —f 58218 &
Treatment for obesity & B AL B
[ Sleep disorder FEARREE

Bofe



GLOBAL ELITE HEALTH PLAN =458 BESTE

5. THE ESTIMATED COST FOR HOSPITALISATION PR &5 EH

M AXA Signature Network
pal | EERIGIEBREADL

Estimated hospital costs BEfaztER Estimated fees for surgeon and anaesthetist . .
SV R A TR A e e .
* Room per night: a) Daily visit estimate:
BMEEEM: BAKERITER: per Day 8 H
* Hospital fee: . ¢) Anaesthetist’s estimate cost:
BRERH/EBREE: finEEEMYRETE
d) Other costs (e.g. Specialist fee):
HithZERBINEREBEER)
[Total hospitalization costs estimate: Currency & 15:
R IR ETRRT B (e.g. HKD/MOP/USD) S
(ULE #3824 ZH3E B/ Mandatory field)**

6. KNOWN HISTORY WITH PATIENT i@ A K2 & 1
Does patient suffer from any long-term illness/chronic iliness/or need long-term medication? IE A& BB LM RIBFEE/BEN EMEF/oERARAZEY)?

Disease/ Disorder Onset Date (dd/mm/yyyy)
o BmBH (B/R/F)

Hypertension /= [ /&

Medical Practitioner/Hospital
B/

Name of regular medications| Contact Details

EREYEE BASREIE

Diabetes Mellitus i FR &

Dyslipidemia M &=

Others Etf:
(1)
(2)
(3)

Kindly provide the history of patient’s visit/ consultation record with your good self. F5 12 % ASKF2 5%

Date (dd/mm/yyyy) | symptoms presented/ chief complaint
B (H/R/E) | mw/sr

Diagnosis 2 Investigation performed

BTRE

Treatment given

RTRARE

7. MEDICAL PRACTITIONER DECLARATION AND AGREEMENT B4 Z K E=

| 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.

FNEWBAZSHEAMLZE - U EERNSEENDAAERUENERMRRER - RAZNBEREEE B— R EEENRAE R REE 2 AR ER -

Chop ZE0

Name of medical practitioner B4 E% |Qualification BBE2E1E Specialty BEEE

Contact Number and mailing address H48 885% K b

Date (dd/mm/yyyy)
H&# (B/B/%F)

Signature of medical practitioner B4EZE

If you have any questions regarding this form or any other aspects of the coverage, please contact our Global Elite Customer Service at Hong Kong (+852) 2863 5708 or Macau

(+853) 2882 2001 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 Suite 2001,

20/F, Tower Two, Times Square,1 Matheson Street, Causeway Bay, Hong Kong

= BT HABBREIEMREARFSEA TR - 535 (852) 2863 5708 (EF78) T (853) 2882 2001 (HF9) BIEH M BFRHES PR - WIRHE FHIRERR -
REPFEREZZAR O RA - BRMBRAXHE—HER - FRFILRAEREFAA RN R EREMBETINE 1R E52820182001% -
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