HSBC <X> ?& % redefining / standards g3

HOSPITALISATION & SURGICAL CLAIM FORM
ERERFHRER

Please “v” the below box (Must Select) EfE = AE L [v | 95 (SEBIE)
O MediSurance & 2R [ Medicare Visa JEL{Z A~ EB&EstE] O MediCover B F{EfR
O Health Care f2E=REsTE] O HealthSurance FE{EEEE{RE

Part | - TO BE COMPLETED BY THE PATIENT B —HI/BAHE
1. INSURED DETAILS Z R A E§

*Mandatory %78IES

Name of Insured” Name of Patient”
ZRALS " mERE "

Policy No.” Mobile No. (Patient)
REESRES FHRES (&)
Email (Patient)

BT (HE)

If you would like to claim the balance payment of this medical expense under other insurance policies you have with AXA (if applicable), please provide policy details below
and indicate the order of preference you would like the claim processed under.

MBRBRRREEFEARERSE — A ZBRZRE LIRERE (WER ) BEATREREERNZEELLT

1. Policy No. fRE5HHE Product {RFE 51 &
2. Policy No. 1RE I Product {RFE 51 %]
3. Policy No. {REESRHS Product {RFE 51 %

2. CLAIM INFORMATION & {E %18

Have you had any prior treatment for this or related conditions? (If applicable) B T A& &R E —HRMEZAE? (WMEH)

O Yes 2 Date (dd/mm/yyyy) BH§ (B / B / &) Name of Physician B4 &

Address tthilk

Are you making any other insurance claim as a result of this hospitalisation/surgery? (If applicable) BRI XX / F147 - BT AT R BEMRIREE 2 (2EA)

OVYes & | Insurance Company 1RE& A T Z Policy No. {REESRTS

O Please “v” this box for return of certified true copy ( “CTC” ) of original invoice(s) and receipt(s) after claim processing.
MAREEEWRZNPBREXNZFREAR , FEERREL [v] 5
Note X% : 1) Certified True Copy will not be returned if the claims are fully reimbursed unless request is for other purpose
MERFEEEHEE  EXRIFIAETEERRD - RIFEXNDBERAFERELMAR
2) The originals will not be returned IEZAS X -#§ AEERE

Date (dd/mm/yyyy) BEB (B / B / &) | Place 12§ |
O Yes =

Brief Description &8
If treatment is due to pregnancy, please give expected date of delivery dd/mm/yyyy
(if applicable) AR AR ERZ S| 2k - FHIRATEER (EA ) B/B/%

3. DECLARATION AND AUTHORISATION £ BA K i% 4

|/WE HEREBY DECLARE AND AGREE on behalf of myself and other person referred to in this form that all statements and answers to all questions are to the best of my /our knowledge and belief complete and true.
|/WE HEREBY AUTHORISE 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/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 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.

|/WE ACKNOWLEDGE AND CONFIRM that I/we have read and understood the Personal Information Collection Statement ( “PICS” ) stated on page 2. I/We confirm that I/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, |/we hereby give my/
our acknowledgement and agree to the use and transfer of my/our personal data by AXA China Region Insurance Company Limited/AXA General Insurance Hong Kong 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.

AN/ BEUARRAAREMELRFRRERZATBAREBE LR —IRRREENFEER  BAAN/RPMAME - 9ASE2 ML ETEL

AN/ BRI RARBIA T4 (1) EMIEE FIMAEE BT A CRBAR RIT BUTHGE SRS BRI LNESRIFEEMNERAAN/RMAZTEE GRS AR EREZEERRMAEAR,
(2 BRRREMEIEE RS BE « BEASRLEFT » AR FREAEL AR BERFEAA / RIETHEZBETERNE  EREZAA/RMZREIRR o WIREHEA L 2 BRARZEA
BENERS  BMERBATRTRETREENE - WIREDAYD - HIREENFONARRERIBERZYD

RN/ RN/ BN BN B AR E - ANBEEAERNER (ZBH)  RA/RFERAN/BAEBARN/RMEFMER (ZBB) - MAA/RMSHAMHA (ZRH) HEQAMKERS
BzAN/BEMNEAERNEE (THRDUREMEIREMBEHIEG ) o RIFUULPTR - AA/EMABEBRRIVEZZEBSHERAE)/ ZERREBBRABRE (ZEH) EAREBAA/BRMNEALR

AP EE S ARA MR B A D I - A RA B -

Signature of Patient Or Signature of Insured (if patient is under 18 years old)

BEBENE RABE (HEAH185) Date (dd/mm/yyyy) B3R/ B/%)

AXA General Insurance Hong Kong Limited (“AXA”/“The Company”) ZEXRMAEFR AT ( “AXA BB / “&RAQ7" )
Mailing Address: P.0. Box. No. 90854, Tsim Sha Tsui Post Office, Kowloon, Hong Kong ERiE it : &8 hEEL IR ERIN/S (558 90854 %5 & (852) 2867 8678 INAHO77R1 W
Office Address: 2201-2206, 22/F Manhattan Place, 23 Wang Tai Road, Kowloon Bay, Kowloon, Hong Kong ‘X Blithilt : HBNEENFEEESRIE 23 55 22 42 22012206 £ Page B)X 1/3



4. DOCUMENT CHECKLIST Fi i 3 #355|
Below is a list of documents required to proceed with your claim. In certain circumstances, more information may be required to process the claim.

BT o RARBARERERERERE— D HEE » UEBERERE -
Documents Required (Please v/ against the documents you have submitted.) fTE ¥ (3B/EFHERHSH)

Basic documents for all claim types | O  Signed and completed claim form EZ It RIEREE
(Must be completed and submitted) | O  Original receipt(s) S5/& % B it #5 [E 7

FTE RIEBRI R E AR O Settlement advice from other insurer, if any FiRHEAMRB AT 2 BELEBELN - WEA
( BATRIIER )
Additional document (If applicable) O Copies of histopathology, endoscopic, diagnostic/laboratory tests report, operating theatre summary
HEANSZ A (2E A ) BERREE > REE 0 DEER / BRBRE - FHEREAIARE
O Meal Breakdown Record fE R0 8%
O If the patient is confined in government hospital (managed by hospital authority, ward level), discharge summary would replace

the completion of claim form part Il
WMATEBEREERETAVERZEERE  LRBETERESRERZZH
O Hospitalisation/Surgical package charges breakdown, if any X% / FHEBREME » MEH

5. PERSONAL INFORMATION COLLECTION STATEMENT Wt £ {8 A = ¥l 587

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) (“PDPQO”). 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). processing and evaluating any applications or requests made by you for products/services offered by the Company and, other companies of the AXA Group (“our affiliates”);

2). providing subsequent services to you, including but not limited to administering the policies issued; 3). 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; 4). evaluating your financial needs;

5). designing products/services for customers; 6). conducting market research for statistical or other purposes; 7). matching any data held which relates to you from time to time for

any of the purposes listed herein; 8). 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; 9). conducting identity and/or credit checks and/or debt collection; 10). complying with the

laws of any applicable jurisdiction; 11). carrying out other services in connection with the operation of the Company’s business; and 12). 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 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 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 Limited/AXA General Insurance Hong Kong Limited, 2201 - 2206, 22/F, Manhattan Place, 23 Wang Tai Road,

Kowloon Bay, Kowloon, 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.

AAR A ER CEAER (FAR) RG] (BBEGIZE 486 F) (RGN WE 156 RE - EAN/ AEBBEAERFTEENERE AR TEKREENIEENE NREBEAER

WASERE — VDB AT R - BRAD R FAIFEAERNERY - AARGRN—IINEATHSE  BREAERNZ2M  RERBERCERRERZNMEEIE

MR BT EAEAERER

BEEEE  WRETTARARRMETHEAER  RMUEELREBTHRENEN  ERURE > EEEEETHER -

B ARRTRELEREETHEAER  YAEE THREEN ("BREAEMN" ) MEALRER - 76 EE - BB EERH=ZZZEAAER

1). BEMFEETHARARZRERNEMLAR ( "RBREAKS" ) FRHZER / RBRHEOEMRFRER ; 2). oA TRHZERY - SFETRNINIT / BB R

HEVRE ; 3). EFRAQNRN / FZREH S RUENETER/ REMABTREHEATRENREE T RETWENRBEENEMERN  BRERERET ; 4). FHEETH

BI#E R 5). AR RTEMR/RIE:6). BETSEME MEITTISMER 7). TRERAMEFTIIINEMNE WY FrisENEE T ARBENEMER ). FHEMEREE - RA -

R BEFRRIESIMEROBEER G EEEREBUNM M S HESREMBUNREERBHERETHASE ; 9). ET5MHMN / REAREN / REBHEBW ; 10). BF

HEANREEBERREE ; 11). BREAQRBEBCEFREANEMRY ; & 12). HEREMENEEEENEMEN -

EAAERNER  EAERNETURE » BEEFEMBRAEEREINATRT @ AlRALHS

1). UABBHEB U T WM RERER S - ADRNEMEREEA L (EAEREAR -REFAELR BT 2RBEL - TEGEAHE ESEBNRNEHEE

LURFEFEmMS @ BTRESETHERNEBREEBIRIN ; 2). EYRAQAN / ARBEBHFRUNVENER / REMBEBTHHEBTRENIEL M RETWETRE

HEMEAA L (BIEFEARER) ; 3). EREREEBUNEMB T RAQ TN / RELREM S RETE - FiTREaRELHEAEHSERBERBFOHEMTRE - AEFRE=

B 4). FEERNEES (EEREXERNBERT) BIXRAR ; 5). XAREBANSXBENEAERREZNAZA - TS - SEEFRBEE | R 6). BEBREEUIN

H a5 (R BAESPI S E B E N BUF R EEHE -

BTHEAEREES EXPREN — B2 EEEE HMRER -

gfgﬁfgﬁgggﬁém IREBGRG) BTARERALAREHERTHEAER  ERZERNEA  URFEEAMTERNES - BTETUERAQARSHNETARR
i StHYIE3H ©

ERMEENER - PEERIEBEE - ERARAQARMSNEMNESNER  YRUEEFAHEE :

ZEEHERNE / RERRBERAE - AAERMRET(E  BBAENEEERE 23 97 2218 2201 -2206

AARTREEEETHREENER  LIEHEAADRITETHNERSRERMSIBNTBANERER -

6. CLAIM SUBMISSION PROCESS iEX REEF

Submission Steps Z{EL B

(1) Complete and sign this form HE R HBREXR

(2) Prepare the relevant documents listed above 12#tF A (B2E LX)

(3) Please submit the incurred claim within 60 days (as per policy wordings) from the date of treatment and send to P.0. Box. No. 90854, Tsim Sha Tsui Post Office,
Kowloon, Hong Kong 574358 BT 60 B (ARIEMREGR ) EXGRAREHRE - WHFZE - FRAEKRBBEEEHE 90854 i

Important Notes EEE15 :

1) No Reimbursement of claims shall be made for #R#E LTI » BRE R FAS TREHHIE
> Claims(s) submitted after 60 days (as per policy wordings) from the date of treatment BH{EH ERFAER 60 REER (RIBREKER)
> Insufficiency of required information FFEER T2

2) Please note that the final decision on the claim(s) will be subject to policy coverage, terms and conditions. AR EKEUBE T 2 REABTRREERALE

3) The company may contact you in connection with this claim at the email/mobile details provided on this claim form. Your email/mobile details present in the system will not

be updated based on this submission MEFE » AR AKEBBARER L 2B FHKBFEMTHE - RER L EBMU PR EFETSERILRIEN

HOSPITALISATION & SURGICAL CLAIM FORM {XBz | F i =& %

AXA General Insurance Hong Kong Limited (“AXA”/“The Company”) ZEREEMR AT ( “AXA ZB” / “AAT7")

Mailing Address: P.0. Box. No. 90854, Tsim Sha Tsui Post Office, Kowloon, Hong Kong ERiE it : &8 hEEL IR ERIN/S (558 90854 %5 & (852) 2867 8678 INAHO77R1 W
Office Address: 2201-2206, 22/F Manhattan Place, 23 Wang Tai Road, Kowloon Bay, Kowloon, Hong Kong A Blttadit : &8 hWEE N EEE R 2R1E 23 3 22 12 22012206 & Page E)X 2/3



Part Il Z&B

If the patient is confined in government hospital (managed by hospital authority, ward level), discharge summary would replace the completion of claim form part Il
MAGERERETERETANERZEERE  HRBEETEARBRERZZEH
TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSE

ZH - MEBBE / MHBEAN  FRRARRMKASTRE o
1. GENERAL QUESTIONS —f¢ =15

Patient Name Hospital Name

AR BiEE

Date of Admission (dd/mm/yyyy) Date of Discharge (dd/mm/yyyy)

ABRBEI(B/ B/ %) HixE®8 (B/ B/ F)

Level of hospital ward O Private 0O Semi-private 0O Ward O Clinical Surgery
55 B BERE —Z£RE =£E S

2. CLINICAL HISTORY Bk m B

) ; . - How long had the patient been experiencing
Date of first consultation for this condition (dd/mm/yyyy) .
EREDEM (B, B/ E) these symptoms before the first consultation

BELRBERABRBEDASERRE

Symptom(s)/complaint(s) presented during the first consultation

BREDHHRENRE
3. HOSPITALISATION DETAILS {¥PR3¥18

Date of operation (dd/mm/yyyy)
FMAM(B/ B/ )

Final Diagnosis &% K2 i Operation procedure(s) performed 34 #) %8

ICD 10 Codes CPT Codes

If the patient has consulted other physician during this hospitalisation, please provide the following 215 A AT BRI Z M H B4R » BIRMELUT &R
Name of Physician B4 £ % Reason /& H Treatment Performed A &=E15

Please provide details of the hospitalisation, including
treatment, investigations, tests conducted, on-going
treatment and recovery plan. .
BIRGRREREE - BEEEAE BT OUEER
R EER S -

Please provide details of the period of hospitalisation
including reasons for number of days as in-patient.

FRUEERSHEBRASRARR -

Is it possible that the treatments/investigations of the O No, please provide reason(s)
patient be managed on an out-patient basis? & EREARER

RARER / MERBAEFIDET ?

O Yes, please give reason(s) for this hospitalisation

BRERAMNEGRZABEZRE

4. PROFESSIONAL COMMENT ¥ %R

In your opinion, was the hospitalisation a result of recurrent episode/chronic iliness or related to a previous condition? If “yes” , please provide dates and details.

EARRRERERAERN / RERFEIZANERE / B2 "R |, FRE B BB

Was the condition due to or associated with the following? E#lifE R 2R EU T REEERE 2

Accidental bodily injury SN HEEZE
Selfinflicted injuryB RIEE
Abuse of drugs or alcohol At Ee 7 =ik

Pregnancy 1E2 O Congenital condition &R E&Im/ B
Infertility or sterilization B HEE 0 Developmental condition 3% & 528
Contraception %% O Hereditary condition E{?ﬁﬁé
Mental disorder ¥&383 &L Treatment for cosmetic purpose ERMEERAE O  General checkup — R B EERE
Refractive error fJE X IE Vaccination & & #i&

Venereal disease, sexually transmitted disease or AIDS/HIV related illness 1455 @ MEEERSRE LK/ DL HRsSEBNER

5. OTHERS HE

oooooo
ooooo

Are you the patient’s usual physician? BT 2 BZBEANIEEEE 2 OYes 2 ONo &
Referring Doctor Name and address, if applicable /B84 ik & At - 203E
Name of Physician B84 & | | Address Hbiit |

6. DECLARATION AND AUTHORISATION B3 5 i% 18

| hereby certify that all information given above is accurate and true to the best of my knowledge.

FAFRER AN DAY ERER -

Signature and chop of attending physician/Surgeon Address and Telephone No.
EOELE /IBEEERER ik | B RS
Name of attending physician/Surgeon & qualifications Date (dd/mm/yyyy)
ERBENE / IMIBERERERE R (A/A/%F)

HOSPITALISATION & SURGICAL CLAIM FORM {¥fz & Fifi =8 %

AXA General Insurance Hong Kong Limited (“AXA”/“The Company”) ZEXRMAEFR AT ( “AXA BB / “ARAF

Mailing Address: P.0. Box. No. 90854, Tsim Sha Tsui Post Office, Kowloon, Hong Kong ERiE it : &8 hEEL IR ERIN/S (558 90854 %5 & (852) 2867 8678 |NAH077R1 w
Office Address: 2201-2206, 22/F Manhattan Place, 23 Wang Tai Road, Kowloon Bay, Kowloon, Hong Kong A Blttadit : &8 hWEE N EEE R 2R1E 23 3 22 12 22012206 & Page BE)X 3/3



