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Tel: (852) 2815 1551 Fax: (852) 2541 6567  E-mail: info@hk.cntaiping.com  Website: www.hk.cntaiping.com Customer Service Hotline: (852) 3716 1616

HOSPITALIZATION & SURGICAL CLAIM FORM
EhR R FiEERER

This form is applicable to both inpatient and outpatient surgical claim ZZ=1&E AR ERR S PIR2 F il pE(E
PART | —= TO BE COMPLETED BY THE PATIENT

B 8- BRAER

Policyholder
REFAARE

{REESRES
Policy No.

Employee/Member Name =Rt WS LT -
1 5/RL 5 1 & (BAXIER) E-mail Address Contact Tel. No.

Patient's Name H.K.1.D. No. Plan
R AL (HEIIER) BEBMERE BEER

Relationship to the Employee/Member Client Code(Member Ref)
B S/ME 2% BEFMRR(ETHRR)

Correspondence Address
B it

(1) a. Iscondition congenital? ILE2&E K IERRRE ? O No& O VYes 2

b.  If confinement is due to childbirth, please indicate the commencement of Pregnancy.
NERZEREEEY - FRERKEZEE

c. Have you had any prior treatment for this or related conditions? BT 2& S &EE—mRAMEZARE ? O No 2B DOYes B
Doctor’s Name Contact No. Date(s)
BEug . MisERE HE :
Address
3Lk

@ If you need to file this claim with another insurer, please specify the name of the insurer.
MRFEQEMFRBRATRE, FESEMRB AT ZERIRERS -
Name of Insurance Company

[ YNSIE Y
Policy No. Policy Type
REESRAS ! REESRAI

Please note we will only return certified true copy, original receipt will be kept by us.

FEBARBASREORERS - BREWREAASRBASIRE -

(3) Was the hospitalization/surgery a result of an accident? IR ER/Fili2EHNR—FREIHISIR ? O No& O Yes 2

Date HHA: Time FERE: Place itf#h:
Brief Description EIMEIEKIGE:

Did the patient report to the police? {§&EETREL : O No 8EF 0O Yes, send us a copy of the police report 7 - B XA HIEZREA—

DECLARATION & AUTHORIZATION EARE#EE :
| hereby declare that the statement and answers given above are true and complete to the best of my knowledge and that | have withheld no
material fact. | understand that any misrepresentation of the above statement and answers will cause my claim invalid.

| hereby authorize any hospital, physician, clinic, insurance company or other organization or person that has any records or knowledge of me
or my health, to furnish to CHINA TAIPING INSURANCE (HK) COMPANY LIMITED or its authorized representative any information relevant to
this claim. A copy of this authorization shall be as effective and valid as the orlglnal

ARNIRZBR EFHERNE I B IR T ERRE - K/\Z%%HHEQDJ:L SRARNAE - DJREERARARBESRFEY -
RANGERSTAMNERAREBELASBIScir 2Bk - 2R R AT S EMEEF AL - TR PE R RE(EE)BRATHE
BREZAREHBEAANER - KEEEZR EDKE—%EKEH%};UJ

Personal Information Collection Statement {EAZRUIEERR

| have read and understand the Personal Information Collection Statement on the last page of this claim form. | understand that | have the right
to obtain, to access to and to request correction of any personal information concerning myself held by your company and requests for such
access can be made in writing to your Manager of the Office of the General Manager.

FACHARTRAARERSEE—_SNRERABRER  URBAABEERREXRELREATNFAEHAAANBAER - IBFE - JLE
HEAREARREERATEBRY -

Signature of Patient JEAZRZE Date HEA

(B/B/EE dd/mmlyyyy)
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China Taiping Insurance (HK) Company Limited
PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT’S OWN EXPENSES
Z B - BEZBEAMRNBEER - AEERABRREABTEIE

Name of Patient Name of Hospital
mAER Bl

Date & Time of Admission Date & Time of Discharge
A BEREE HEEHERESE -

Level of Hospital Ward 5/ % 5l:

O Deluxe E# El Private A% O Semi-private *¥fZ% DOWard &3 O Clinical Surgery 2Pl il
A. Clinical History #Z2FRifmE

1.  Date on which the patient first consulted you related to this illness/injury IERIFEZERKZEE :
2. Chief Symptom(s)/complaint(s) of the patient relating to this hospitalization/treatment/investigation/surgery Itb=R {EB57/8 B /4% 56/ F T i = ZE R EHAR:

How long had the patient been experiencing these symptoms before the first consultation? JBATEE R KZAIEEBBIERZA?
B. Hospitalization Details {¥PrzE{E

N

1.  Final Diagnosis of conditions FZET%ER :

2. Date of operation FiliHEA : Nature/Classification H&/4R Al :
Name of the procedure(s)
Fi2HE:

3. 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.)
AiIRHERRE (BERERERIEREIRERIFER - RIEE TERERERGER - 8K - FERIREE)

4.  Has the patient taken any home leave dunng this hospitalization? RAEHARE - MABEBEBRIML? ONo & OYes 2
Please state the date, time and reason #5BFEHER « BREIKRER :

5. Please provide reason(s) for hospitalization if this type of cases can be managed on day care/out-patient basis.
EIbAEMEN R HEEEEZET  FREERREA -

6. Has the patient consulted other physician during this Hospitalization? If “Yes”, please provide the following: O No & OYes 2
BABERERPESBEIEMEBEZE ? X ‘2" FREUTER
Name of physician consulted Reason
Baes RHA :

What treatment had the physician performed JAEEIE :

C. Professional Comment E¥E8R
1.  To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto? O No & O Yes =2
If “Yes”, please state dates and describe. EBE TN - WALRIEERBERERR ? NMEXRZR" - FnPOUREERET -

2. In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous complaint / diagnosis. If "yes",
please provide date of the first episode and details. 0O No & OYes 2
BETER  BARRERAREEREZMSEMERNUENERERMSIRM - EEER" - FRESE 1 REFEPRFS -

3. Was the condition due to or associated with the following?(Please tick the appropriate boxes) BB EHR U TREES I ? (BEBEEEE)

O Accidental bodily injury BN 58515 O Self-inflicted injury BHS= O Congenital condition X %/E & O Pregnancy 82
O Abuse of drugs or alcohol ;& FZEH) =1 EHE O General check-up —#% 53212 O Developmental condition 2B/ O Contraception &%

O Mental or nervous disorder #5131 4< 2l O Infertility or sterilization AE=,#E O Hereditary condition & &M &

O Treatment for cosmetic purpose =& M &A% O Refractive error 18 AEJSALE O Vaccination & i 118

O Venereal disease, sexually transmitted disease or AIDS / HIV related illness 1455 - M EIEEREZHIE LR B BNER
Please use any separate paper with the physician’s signature and chop on it if more space is needed.
EBSEEE B EEELHEERESIESE -
D. Others Efth

1. Was the patient referred by another doctor? JEARELEMEE®EN? DONo & O VYes &
Name and address of the referral doctor
ENBEENESZ R
2. Are you the patient’s usual physician? B TEERABEEE? ONo & OYes 2
In-hospital Doctor Visits Fee charged FiR#RNEBEKEER : day H @ /day EHER Total Fee #2%] :
Specialist Consultation Fee charged SR B4 EEA: Each Surgical Fee charged ZEFMER :

°

| hereby certify that all information given above is accurate and true to the best of my knowledge. ARA4FIEERR - FAA AFREN_ LA S Rl R ER

Signature and Chop of Attending Physician/Surgeon FZ2EBE4/IRBEZEREE Address and Telephone No.ittilE & EE SRS
Name of Attending Physician/Surgeon & Qualifications EZ2BE/INRIBEEN R ERFE Date HEA (H/B/E ddimmlyyyy)
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WEBAERIEI PERSONAL INFORMATION COLLECTION STATEMENT

BRSPS (B ) HIR AR (PR “AAF" ) W ARAE (EAER AR %61 FotEANZRIGIE., #5G . BRI aamET. MR

PEA TG Bk B R A N R (CFE 5 HT R RI DAE I RACE) , R4 T AR R MRS T, AR 71306 T AEAEH ET A8 N BRME DA i

(1) ATAATERCREG A I ) o IR CELAG R T S I R N R &5E PR, RBUMHRBATE 8 TR, REFAES T SRRRIPT IEIRTEIT 2 (&
F e 75 BB L F R I S R R AT D AR B RIS . BUEZSE A W B AT S O, S T A

(i1) AR FEATAAEATACALHRE

(1i1) BELA - FEESS BT

(iv) e RS E EEREN N HSg, K&

(v)  AEEE R, R A S R AR S

Ay B IR TR bk R & e AR R AR T R AR s > AP N B EAT S BT 2 AT Lk H M ZAB VT A AT S A IS L k)

(@)  [AAFRMTE Rl B AR R RTINS =07 R RBRRERN, SR R ek R e A B AR, 2
NIOEREE AN AT PREEEESNSUR AR R/ AT, s Al RER ST A7 B 10 AR RS P2 (1t 3 5

() (R BEEISENL: BB watE WBERE A BSRIESER RAK RO AE PIREEALA b REE A R (IR B,
BB AR A B R A A L) s B RIGRRR SRR B ROBHIT S T SR L 0 R 2B AR B R RO (R
BHE)

(¢)  AAFMEEAF CL CAmMEE N E R AYE)

(d)  BUN K85 a2 AT (1 O b SE B A B+ ORI BCRJR I RN DR BB MRS . A REEI S (BRI R A R ) Rter R

(e) VAR B AT I BURT HE R QLR T 2

P

T IR BOR T e B R H S B 4G DL EATATHERE (FE B BINERETAL) . Tt S, PR FERH  E TR = A,

B Al G RERE R A R & / B E A AR FEE A BE R OEANER . i HE, S SRR AL = A A E I, Hhhk 2 L
1& 1855 1544 8¢ & Blinfo@hk.cntaiping.com. 3 432 5] FABRBUR 1) 42 3 2 _E# A www.hk.cntaiping.com, #Gd #RY .

AN R TGRSR SRR RGN R, 155 2 Blwww.hkfi.org.hk/ifpcd/en/index.html.
A W (¥ PP ST AR S A U SR BN — 5K, A LA D SRR A e

China Taiping Insurance (HK) Company Limited (the “Company”) understands its responsibilities to the collection, retention processing or use

personal data under the Personal Data (Privacy) Ordinance. The personal data you provided in this form (including credit information and claims

history) is collected to enable the Company to carry on insurance business. The Company may also use your personal data for the following
purposes:

(i) any insurance related product or service (include processing and evaluating your insurance claim, settling claims, providing administration,
financing, claim investigation or analysis work, detecting and preventing fraud (whether or not relating to the policy issued in respect of this
application) and other services in relation to your insurance policy), or any alterations, variations, cancellation or renewal of such product or
service;

(i) exercising any right of subrogation;

(iii) contacting you for any of the above purposes;

(iv) other ancillary purposes which are directly related to the above purposes; and

(v) complying with applicable laws, regulations or any industry codes or guidelines.

The Company may disclose / transfer your personal data to the following persons who may collect and use this data only as reasonably

necessary to carry out the purposes described above:

(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services, or
any company carrying on insurance or reinsurance related business or your insurance intermediary (if you have one) or claim or investigation
adjustors/companies, or other service provider providing services relevant to insurance business;

(b) 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 information provided against existing information;

(c) the Company’s related companies (as that term is defined in the Companies Ordinance);

(d) Government and industry recognized insurance regulatory bodies: the Insurance Complaints Bureau and similar insurance industry bodies,
the Hong Kong Federation of Insurers (or any similar association of insurance companies) and its members ; and

(e) government agencies and authorities as required or permitted by law including the Transport Department.

Your personal data may be provided to any of the above organizations, located in Hong Kong or outside of Hong Kong, for the above purposes,
and in this regard you consent to the transfer of your data outside of Hong Kong.

You have the right to access and/or request correction of any personal data concerning yourself held by the Company. Requests for such access
can be made in writing to Office of the General Manager at 15/F, 18 King Wah Road, North Point, Hong Kong or email to info@hk.cntaiping.com.
Moreover, the full version of the Company’s Data Privacy Policy can be found at www.hk.cntaiping.com.

The Company is a member of the Insurance Fraud Prevention Claims Database, please go to website www.hkfi.org.hk/ifpcd/en/index.html for
details.

In the event of any discrepancy or inconsistency between the English and Chinese versions of this statement, the English version shall prevail.
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