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HospitalSurance Claim Form ¥R B 2R EZES

Policy No. Claim No.
IRE IR RERIR

(For office use only f: AN ARIARE 2 )

In the event that you or your family members are hospitalised while insured under the HospitalSurance plan, simply fill out this Claim
Form and return it to AXA General Insurance Hong Kong Limited within 60 days from the commencement of such confinement.

To ensure fast payment of your claim, check that you have filled out and signed all sections, and that you have attached all the
original neccessary supporting documents.

BERTRERZFAEARRARBERA - I“%iﬁfﬁ%ﬁ&ﬁ,ﬁ ﬁﬁ%%%‘ CFEZERBRARAT
IR REESERNBHEMARPX 2 EALEEARARZE0RAZ REAR
REETEREBREZ THIFIR XM LB BREAXX 2 B %T%%W$EH@¢ RERTE

SECTION A - INSURED INFORMATION 2R &l

1 Name of Insured
| BIRAKES (English, please 5 A2 ¥ [FHHEE )
Res. or
Usual Address Difret 1.
2. Gt No
FELMBA
=B
(English, please 7B A R IFHEEE )
Address for
correspondence
3 regarding this claim (if Tel. No
| different from above) B
AL (G5 B stk
&)
(English, please 7B A H S IFIFIEE )
SECTION B - PATIENT INFORMATION %5 A & ¥}
Iiull Name of Insured Patient
ERBALA
1.
If the patient is not the insured, copy of documentary evidence such as marriage certificate, birth certificate etc. showing the
relationship with the insured should be submitted together with this form.
RANLIEIRRA BHEARBEN LBRFRN M EEFEE  HAEBRES  ULFERARARZRA ZBER
2 Date of Birth 3. Occupation
“| HAEBE S
DAY A/ MONTH A/ YEAR %

AXA General Insurance Hong Kong Limited
ZERRBARLF
Mailing address: P.O. Box 91012 Tsim Sha Tsui Post Office, Kowloon, Hong Kong
il BBENERDEEBBBHEBIEMHE 91012 57
Office address: 5/F, AXA Southside, 38 Wong Chuk Hang Road, Wong Chuk Hang, Hong Kong
#ﬂ# DHE: BEESTIEMIE 38 SR RKE S 12
: (852) 2867 8678 & : (852) 2285 6222
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SECTION C - CLAIM INFORMATION Z{EREER

Describe Injury or Sickness
B S E K s i

If Injury, please detail the
circumstances of the accident
WA EINZERERT - BREIN
BEMNFABERE

Has the patient ever seen a doctor for this or any similar condition in the past? & A% Al & F B4 3k 1B U 5 M k22 2

If YES, please give dates Yes [ ] No []
3. | and names and addresses of Gl =)

doctors and/ or hospitals
WME FESLEBRER/ B
Bt & 2 78 K b ik

Period of Hospital
Confinement for which claim
is made {EBTHAR

4 Date of Admission Time
. = ES
AB B DAY A/ MONTH A/ YEAR ]

Date of Discharge or expected Time
duration of hospitalisation B FS
BB B E B B A DAY H/ MONTH fi / YEARF | IR

Name oj Hospital
Bl aHE

Address
Ik

Country/Region/Place
Bz / bl / o Bh

WEFLBEREZRAAEFEBAIMNGE 2 B FEE THER

If patient to whom this claim relates is or was hospitalised outside Hong Kong, please give the following additional information

a. Patient's usual address

mAEBELL

trip destination

b. Purpose of the overseas c. Intended itinerary or

RIFESME < B #Y TERE 2172 B Vit

d. Intended duration of the
. From To
overseas trip e =
&1 EI7E M= 2R HA R DAY A/ MONTH A/ YEAR

DAY B/

MONTH A/

YEAR

Patient's Usual Doctor Name

BABREREZEERH

Address
o3k

Patient Card No. Tel. No
RS 5

If the Insured Person to whom
this claim relates is or was at
any time during hospitalisation
confined to an intensive From
care unit, please advise the 2]
following information

AERGE LT R 1E 2 i A AE BB
Z/%tﬂ/él\;%\?;zﬁ E%iEETﬁJ’ﬁﬂ DAY B / MONTH B/ YEAR &

1B gt

DAY B/

MONTH A/

YEAR

Any concurrent claim about
this hospitalisation with other
insurance companies? Yﬁ_es |:| QLO D
BE UL E BT RIF R E b RBE A -
EiRHRE?

If Yes, please state the name
of the company and the
policy number

A FEIREAR A ERRE
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SECTION D - ATTENDING PHYSICIAN'S STATEMENT 2 B4 5E

This section must be completed by the attending physician at the claimant's own expenses

Sy =z
V=N

NENERTIRBREER MHEARREABITAE

Patient Name (in full) fiE A 2%

Name of Hospital Z2fx %78

Date of Admission AftHEA

1. Preliminary information of this patient AL ER :

(a)

N

Clinical diagnosis K%k

(b)

Treatment Plan j&5&a1 2| (i) any therapeutic medication/treatment? o -
AR BB S HA R ? Yes2(O No#&

(i) any operation?
A mEEXFMm?

If yes, specify name W& HE * et Fili2H

(c)

Date on which the patient first consulted you for this medical condition (s)/injury

WARZGR &R ARRZ A

(d)

Symptoms and complaints for this hospitalization/treatment

BEIRERT/F T HIAEA Je = B

(e)

According to the medical history given by the patient, how long had he/she been
experiencing these symptoms before the above first consultation?

BRERARENRELE RAEERXKZAERE TZRBEZA?

Additional information of this patient 5 ABEE &K -

(a)

Final Diagnosis

RIZHZE

(b)

Date and Name of Operation(s) performed

FirryatE RS

(c)

Underlying cause of this medical condition for the

hospitalization 1t/X ABthE Ak FIE AN R

(d)

Has the patient been treated by other doctor(s) for similar or related iliness in the past?

MABERBUSRARERES LB LA

Yes2(O No&QO

If yes, please specify treatment date and name and address of the doctor(s)
BT A G X HA B AR BB - st (e B8 AE eV 2 Rt ik KB B AR

(e)

If the patient was referred to you by another doctor,
please provide the referring doctor’s name and address.

IRZEA R REME A RSB AR Rt -

(f)

If you have consulted other specialist during this
hospitalization, please provide the following fisF& A AR
TREE i m A s B ERL B A - IR A T E R

Consulted Specialist’s Name ZZE R} 84 fhit 4

Reason [R &

(9)

Brief medical summary to show treatments,
investigations, result and/or any complications (histo-
pathologic report to be attached) ;540 210518 5E A FME
FTEE SR /A RS  ARNAR R E LB OFEE (&
FlRIE R & B A)

(h)

Woas the condition due to or associated with the following
(please circle the right answer)? B HE A S BRI
AEFT S| BURE & 2R I IE)?

Sexually transmitted disease 1£5% [ ]
pregnancy 122 [ ]

infertility & [

none of the above Eff, []

| hereby certify that all information given above is accurate and true to the best of my knowledge. AN AZRE2RA _+ it FE 3R E KL 15 7 7 40 M IERE L o

Name of attending doctor (in full and in block letter) 224 tht 4

Address & Telephone No. #h i & & 3% 5515

Signature of attending doctor with Practice/Hospital Stamp
FRBENELRHALERNNE

Date (DD/MM/YY)
HE)

When making a HospitalSurance claim, return this Claim Form and oriﬁ)inal supporting documents to AXA General
I=]

Insurance Hong Kong Limited. 555 [{FRE 2R | BER  BiHUHRESEL &

HospitalSurance Claim Form ZRE2REEE
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CLAIM PAYMENT METHOD B&{&X A=

1. If the claim payment method “Autopay to bank account” is chosen,

(a) please provide Insured/Insured Person/Eligible Person/Claimant’s bank account proof showing account holder name and
account number (e.g. copy of bank book, ATM card or bank statement etc).

(b) For Insured/Insured Person/Eligible Person/Claimant who is an individual, only personal banking saving/current accounts will be
accepted by AXA General Insurance Hong Kong Limited (“AXA").

(c) For Insured/Insured Person/Eligible Person/Claimant who is a corporate entity, only commercial banking saving/current accounts
will be accepted by AXA.

(d) AXA will only pay/transfer Hong Kong Dollars to the designated bank account.

(e) If the bank transfer payment is rejected, declined or unsuccessful, a cheque will be issued to Insured/Insured Person/Eligible
Person/Claimant and posted to address stated on the claim form instead without further notice.

2. If the claim payments are settled in currencies other than the policy currency(ies), the payment amounts would be subject to
change according to the prevailing exchange rate determined by AXA from time to time. The fluctuation in exchange rates may
have impact on the payment amounts. You are subject to exchange rate risks. Exchange rate fluctuates from time to time. You
may suffer a loss of your benefit values as a result of the exchange rate fluctuations.

3. AXA reserves the right to determine the claim payment method at its absolute discretion.

1. LEEBN [B8EERRTFA] HREBRETIR
(a) BRIFHERHBRREA I ZRAIABBALIRE /\i%%&ﬁﬁ}fﬂﬁﬁﬁ%ZﬁD SE (WRITHFEN B EE R RHIRT ABERIA

£) o

(b) TRAIFZRAIEEBAL I REALRBEATE  TRRBRERAA ( [AXAZE] ) REZEARTHEE/XZEF0 -

(c) BRAIZRAIBEBALTIREBALRABETE @ AXA ZEAEZ A AIRITS %ﬁ/ﬁzm)ﬁm °

(d) AXA LB/ ERRB TR ERRITERS ©

(e) LNERITEEBRIMIBABI TR mlﬁﬁﬂﬂ&ﬂﬁt%%&ﬁ/\/11%/\/A£T§/\i/% I ATRREE FATREAIE - MBTSITEA -

2. MEREFBNEETRREEE  ZFEAESZ AXA TR TEETHERMNE - EXZESHSHREREBRTE - LARTE
KRR o [ERSREES) - S eRER ZFESMBRIBHHFSEE -

3. AXA ZRRBEMNBITREERERBNONRKAR o

I/WE hereby request and authorise AXA General Insurance Hong Kong Limited to pay benefit due in respect of this claim by any of
the following payment methods (Please”v” the appropriate box to indicate your choice):

B/ BMEREREEELRRBEBRRAAUATARAZIARETE B v EHEE)

[] Cheque (to be drawn in Hong Kong Dollar)
XFE (ABTHEEZNFIE)

[] Autopay* to bank account (by Hong Kong Dollar)
BEERZRTPO CABTREE
* Please fill in the part below FFEZ A5

Bank Account Information $R{TE O&#$

Name of Bank 817278

Full Name in English of
Account Holder(s) )
RITE ARA AR

R A

()

Bank Account No.

TP OB
RITE OIS Bank Code | Branch Code | Account No.

RITHRR DITHRR B OISR
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PERSONAL INFORMATION COLLECTION STATEMENT UR£{E A E I 281

AXA General Insurance Hong Kong 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, 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;

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

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;

0. 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.

SOENOO pWN

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. *The Hongkong and Shanghai Banking Corporation Limited (“HSBC") for any of the Purposes and for the following additional bank
related purposes: ensuring ongoing credit worthiness of customers, creating and maintaining credit and risk related models, providing the
personal data to credit reference agencies for the purposes of conducting credit checks and other directly related purposes, determining
the amount of indebtedness owed to or by customers and collection of amounts outstanding from customers and those providing security
for customers’ obligations;
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;
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;
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 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.

oNoo A~ W

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 General Insurance Hong Kong Limited
b/F, AXA Southside, 38 Wong Chuk Hang Road, Wong Chuk Hang, 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.

* This is applicable only if you are applying for a product and/or service of, or making a request to, the Company through HSBC as the
Company'’s distribution agent. Your personal data will not be provided to HSBC for any of the Purposes and the additional purposes and for
direct marketing by HSBC set out in the paragraphs above if you do not apply for the product and/or service of, or make a request to, the
Company through HSBC as the Company'’s distribution agent.
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ZRRBARRDA (T "FRT") FAEM CEAER (FLEB) KO (BB ERIE 486 ) (RH") Ik - 5 - B2 - RN REBEAEH
FrEBENEL - ARREKASZFIHEBNENBEREALE - WHEKR B TOLR - BRARFMFEAEHOERIE - ARG
—PHIEAITTHAR  BREAERNZ2NE - MESEEREREXERBIMBENSG - MRISTEREABERNIER

Wim s MRETARAARBREETHEAER  RAOATEEERUETHAENER  ERZURT - SUBERERTHER -

BEY : ARRTRE L EREE THREABR (BIEEMAERMAERREE)  LARETIISEEN CRREN) MRALRER - 7/ B2
HY  REXAZZFEARR:

1. EETHEN  RENSHEARF  ZREENHGAT ("RRABS ) AFAATNBEAERHEIER RS - ARREM - H5F - TEMR
ez EEm,/ RIS

BRIBF A TR AR R RZEEE T TRt 2 ER/ REELNEARERESR

AETREEERS  2RETRNNT,EEEHHNRE

G ANRIF, S B AR S IRV E R, R T B B TR B T IREARE Kt RE TOERNREEENERNE N - BERERS
ERFPTESFETR (SRR AR E AR AR R R Mu T iRHOERREEH )

HER TR BF R

REFPHRFER/ RS

TEBLAERSRPA IS B B TR A SR N A B EMER

0. {EHEMERERE - RA - AP BEETRIRIESIMERKNOEEABHEEBRE BN M )7 09E 5 sk Kt BT sk BB BB HUE ST
HE

1. ETHNM RERREN, LEBHBYK

12. BTEERMEEEERADER

13. RRERABEBELEANEMRE &

14. B EAREMNBENEREROEMBED -

SOENOOAWON

BAZHNER : EABHETURS - BEETEMEREEGEXORRT - AR

1. URBBRBEBASNE M7 O EM L BT - ARBNEMAMEREBAL  EABRRAR  REABRE BT 2RREL  TEBREH
BE ESEBEARRSEBEE  UEBLITEME  MTRESBTHNENEBREEEEN

2. *FEMABEMAMTIERRTERNEINEMRFEEETE DEELRTEARLF ("ER")  BMREPEEEEERERI - EUMERE

ERRBHEBER  RETEAREULEMERBBENBENMAEEENREEBBRABAZN  BERMREFPNEBXELARES

MEFURATENATS R FIREERZ NBUCREFR

EAFE AN R)FN, ok 22 B R 5 R A V(AT b, ARG T e B T Sk ST TR IR A s E B AL R TR A REEENEAA L (RELRER)

EEERFEIAINE I T AR BN, SRR RIATH - BTREMRBTHEAER 8 EREEHHEARE ARQFRE=F

EEEMBES (EHREREFTNERT) B RRAF

ARFRENKEGOEMERSZRNFREA - ZF)7 - PEEIRBHEE

EREBHE B NINEAL T AT AR PIs A 2 O BUT BB R - &%

EEABRREBTEMLLABEAENERE2 3, 4 X5 2ZIERT  UTAL : RBEHEA  REMLL  EX BEEEXAL B 2560

FISEER - A0 - BARBERFAAREROEL - BIFFAS - HtRRAR (BEREEER LR BENRFFASKARTIERNEMD

AL) ER - MREERREERMEMREENEMEEASM RSN BIBERELM (REELE) -

© N oKW

BATHEABMSES EXFREN—EXZEFRE R OMRKES -

BEABHBEEMELRE : RBGH - BTAEREAARAREHEATHEAGE - ERZEMOEIA - URE EEMFEENER o B TR
ERARFEME T AR BIFEAERNER -

EHRMEIEMNESR - SAEBEREE BEREAQFMMFOENERNER  HEASEIABRE

EREMIEIE 38 R HIE 512

RRRBRERAT]
AABRREEE
ARABAIRER A TRRAENER  MEHAR R RATE THENERERMIRNTRNERER -

*WEEARETERES (ERARRNDHREA ) REARRMNERN, LRBERESBES (EAEXARNDHRIBA) MARBRHER
BIER - MRETLREBEL (ERARANDHRIZA ) REARANERMN,HRBIEEBEL (FAXLTNAHRIEA ) AAQFRE
2R WTIHEAERE ISR XA ER AR - BN SRELETERREMERGESR -
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DECLARATION AND AUTHORIZATION ERRZiEE

1. I/WE HEREBY DECLARE AND AGREE that (1) all statements and answers to all questions whether or not written by my/our own
hand are to the best of my/our knowledge and belief complete and true; (2) AXA General Insurance Hong Kong Limited (the
“Company”) is not bound by and is not required to rely on any statement which I/We may have made to any person if not written
or printed here.

2. I/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 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.

3. I/WE ACKNOWLEDGE AND CONFIRM that I/we have read and understood the Personal Information Collection Statement
(“PICS”). 1/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
the Company in accordance with the PICS.

1. AN/ BFZEEERRRE() B — B REBNMBER - THRESAA/BFBRFIE  AA S/ KMOMKAE - HAFER L
BEEN QA RAEEAAELATMER - SEENFAFE HEFNRDE - ZRERBERAR [EAR] VTEZELAR -

2. AN/ BB EAEE AR BEAS Bt 2T RIBAR] - RI7T - BITSHIE B2 BUTERE s AL BB AL LA
BYRRAERARA B2 L8E B EZEERRMIGERR (QBRBREAEIRTE 2B AR AT ERBEERA BRI
1IPTRR 2 BERERTE SORIR  ERBEAA BRI RME o WBAREH AN B2 AN B BRI EMERA B 5 M RITREE N IR
R - AR BN AR R EARGBERIZERT]

3. AN RMERAA/ BMEHELHAABEBAALHNER GRBBE) - AA/BMBEREA RMABEBNARABIFIBFERE

GZER) - MAA/BMEFHMEE (ZBH) HERARMBERIEZEAA BMNEAAEHOZE(THEDT LRSI A
BRICETER) o IBRIELA EATIR - ARABRAVEFHE#RTRAZE R AIRIE (GRER) FRAREBEAA BRMANEAER -

Date (dd/mm/yyyy) Signature of Insured
BEA(RR/F) RIRAEE

Signature of the Patient
MARE

NOTE: If the insured is claiming on his own behalf or the patient concerned is a child under 18 years of age, only the insured's
signature is required.

I RRARBEH TR T T RRFEEE  EFESIRRA M -

Important Notes EEE 1 :

The above policy is underwritten by AXA General Insurance Hong Kong Limited (“AXA"), which is authorised and regulated by the Insurance Authority of the
Hong Kong SAR. AXA will be responsible for providing your insurance coverage and handling claims under your policy. The Hongkong and Shanghai Banking
Corporation Limited is registered in accordance with the Insurance Ordinance (Cap. 41 of the Laws of Hong Kong) as an insurance agent of AXA for distribution of
general insurance products in the Hong Kong SAR. LA FHRE R ZBRRBERDE ( [AXA RE] ) AR AXAZBROEESRBEEETRBELZHLEE - AXA TR
BERREBGERACRMRBREARGBRERF - 5 DSEQRITARABDNRBRBRERD (BEEME 41 F) ZMA AXA ZEREBRRITEE D #H—RIRE
Emz BHEREBAIER -

In tht}aﬁevent of any inconsistency between the English version and the Chinese version, the English version shall prevail. #1782 X i 28 89 {65808 £ 0] 2 1%+ A ZE X HR

e

Issued by AXA General Insurance Hong Kong Limited f &8 1R5% &R 7~ 7] 7| %
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