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All questions must be answered; no liability is admitted by issuing this form.

Claim submission
Please mail the claim document to the below address:
23/F, Guangdong Investment Tower, 148 Connaught

. =2 | JEET Partl-C leted by | d Road Central, Hong Kong
F— B HRNER Par ompleted by Insure Asia-Pacific Property & Casualty Insurance Company Limited- HK Branch
1. Z{FEAZE¥El INSURED DETAILS
& ¥ / ERafafE ZhrfE &
Name of Employer / Policyholder Name of Employee
TREARSR 2R HE / BELRTE
Policy No. Certificate / Staff No.
WAL Bl7 (rie B 2 Bk
Name of Patient Relationship to Employee
H ks s ah BB
Daytime Contact No. Email
ARAZICEHE, BT AHGHFLERE? UAE/U"®

WA - FEREZ R AT/
ARAIRESRISECE B 4R

Do you have any other insurance or compensation claim as a result of this treatment? [] Yes/ [] No

If yes, please specify name of such Insurance Company / Organization:

Policy Number / Membership Number:

2. REHHIZEEIZL REQUEST FOR CERTIFIED TRUE COPY OF SUPPORTING DOCUMENT(S)

O EAX AR A ERE o WAEIIEA ML ERIA > SEEMNE R TV | 9% -
[] The original supporting document(s) including receipt(s) will not be returned Please “v'” this box if you want a certified true copy of original

supporting document(s).

ZRHIBIEAZ Claim Submission
HZBZEHERE, EERPTR BT 2 RERE E 5 EE k.

Completed this claim form, please submit it together with supporting documents to the mailing address stated at the top right of the claim form.

3. EXEEIRL MEDICAL CONDITIONS

FRIBLUT T - RiE R~ e No reimbursement of claims shall be made for:
> REHERNKEZ / J8EH 90 HEBIER » Claims(s) submitted after 90 days from the date of consultation/treatment
> FTERERIAR R ARE e DU B NS R (L B R Byt - » Insufficiency of required information Please note that the final decision on the

claim(s) will be subject to policy coverage, terms and conditions.

B4
Name of Doctor
BHREZHE B K2 HER (DD/MM/YY) / / BRI HTHEA (DD/MM/YY) ;o
First Consultation Date of First Consultation 15t Date of Symptoms Noticed
S A
Description of Sickness
SRS ¥ R El — AR LTI BE AR 2 ( 40T ) L1 GHEEEEFN) Yes (Please ill in doctor info)
Have you had any prior treatment for this or related conditions? (If applicable) ] & (GEHEER TEPM7) No (Please fill in the rest)
BEAEA R FTECE b s
Name of Doctor Address of Clinic or Hospital
WER B HR - SEIRALTHAE (WEH) -
If treatment is due to pregnancy, please give expected date of delivery (if applicable).
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BRELB(AR/BEEEMHMIRERHE IN-PATIENT//DAY'SURGERY'MEDICAL CLAIM//FORM

4. UTEE(E AZRIEZ  PERSONAL INFORMATION COLLECTION STATEMENT

R TR ILHVE ) - AN TR ALORIGSERS TS » 0 ATRE (LA A EArT B R b Bl 15 R Y i s %S - B% S RS A B 4 ~ BB

HOH ~ @8 ~ RIESERE DT KT EEH BRI B B IE R A E] > SUE M A R IR s R B AR A ]

SCEORERSE B A R P NEUR (E BEE SO A IR B FR L - SUEIORbR A BV & el - B N AR AR K BT KM E R A
RAE-FEDAERA B TEAER A IEZER - SR MR E A& £ -

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of any insurance or
financial related product or service or any alterations, variation, cancellation or renewal of them and any claim or analysis of it; and may be transferred
to any of our related companies or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or
investigation or other service provider providing services relevant to insurance business or any association or federation of insurance companies that
exists or is formed from time to time. You have the right to obtain access to and to request correction of any personal information concerning yourself
held by Asia-Pacific Property & Casualty Insurance Company Limited — Hong Kong Branch Requests for such access can be made to our Data Protection

Officer.

5. FiEEC{EfSE] DOCUMENT CHECKLIST

R o0 HEREN T 2B A SR ERER o Claim form completed by yourself and your attending doctor
AL o BEEE B EA (BiE7EUE) o Original payment receipt(s) of medical expenses (including deposit receipt)
Basic Info 0 BURREREA H 2 BERERIA (BEE | o Copies of statement for breakdown of hospital expenses (including daily
must be Hficse -~ FEas i ERR) charges, meal charges and package charges)
submitted 0 R PRER A B 2 AR A - S8 O Settlement advice from other insurer, if any
o HEERE (WAFEEREREE T AIIEBE | oDbischarge summary (If the patient is confined in ward level of government
2R o HhtRE R R R EHFER 2 | hospital that managed by Hospital Authority, the discharge
—H4y) summary would replace Part Il of this claim form)
— o {bEaE4 o Laboratory test breakdown
(4138 F) 0 SEYIEE( BEEEY  ME - BEREH) o Drug list (include drug name, dosage, quantity and amount)
Other Info o RHEER - NELEE - 2Tt B e SCF | o Copies of histopathology, endoscopic, diagnostic/laboratory tests written
(1f applicable) WERFMERERIARX LR ~ EENIRR % report, operating theatre summary (X-ray film, ultrasound
FHIERR) photo are not required)
o e/ FirEEEME » WEH O Hospitalisation/Surgical package charges breakdown, if any
o BRI A EMFEIA o Referral letter(s) for any specialists

6. EZEHK¥%HE DECLARATION AND AUTHORIZATION

AN FAFTHERE R B EE - IEMER TR - AR ETRA A NS R ER O 2 Bt » B8 - R EIskRE > mTLL
Kb s M AR A NG 2RI - 2R - 8807 B0GIRR TR Bt s B R A SR AL B R K BRI A IR A S -F A AT S
N o BLIEE 2 ETABLIE AR FEFR] -

I hereby declare that all of the above information given is true, correct and complete. | hereby authorize any hospital, physician, insurance company

or organization that has any records or knowledge of me or my health, to furnish Asia-Pacific Property & Casualty Insurance Company Limited -

Hong Kong Branch or its authorized representative with any or all information with respect to any illness, injury, medical history, consultation,

prescriptions or treatment and copies of all hospital or medical records.

valid as the original.

A Photostat copy of this authorization shall be considered as effective and

Z{E NEZ Signature of Claimant

i AZZE Signature of Patient

HEHH Date

EAMERBRAERAR - EBSAT: THETHIET 14857 EER¥ AE3ME B5E: (852) 2881 1697 {#H.: (852) 2881 8463

Ref.No.: GMI2021009
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BEEBAR/BEFEM)ZEHEEH IN-PATIENTT//DAYYSURGERYYMEDICALLCLALM/IFORM

E - H 4 T2 B4 IEHE Part Il - Completed by Attending Doctor

1. —f%E Kl B K & GENERAL INFO AND CLINICAL HISTORY

e Bt

Patient Name Name of Hospital

AbtHEf (DD/MM/YY) ke B (DD/MM/YY)

Date of Admission Date of Discharge

e Gl o FI2 il o % o —5FE o0 =%&%
Level of Ward Clinical Surgery Private Semi-Private Ward

B X ER Hi (DD/MM/YY)

Date of First Consultation for This Condition

BHREZRHIRE

Symptoms Presented During First Consultation

HHRBRS B B w2 AR

How Long Had the Patient Been Experiencing

These Symptoms Before the First Consultation

2. {EBzs¥H% DETAILS OF HOSPITALIZATION

Fifi H A (DD/MM/YY) Tl 1
Surgical Date Name of Operation
idta )
Final Diagnosis
FEHER AR A TP 2 o L Yes
Iﬁ - bl th A hE p ST ! fih EX{EFRER Reason for this admission:
it that the treat t tigati t
s it possible that the treatments/investigations of the 0 FHE[ L No
) L -
patient be managed on an out-patient basis? JEFA Reason:
YR G MR HAR o [ A B2 A5k 22 - S5 HE L LU N &K If the patient has consulted other physician during this hospitalization, please provide the following
BEn JRA
Name of Physician Reason
TR AR
Treatment Details and Result

3. B2 2 H PERFESSIONAL INSIGHTS

TR RRREGTER R RGNS AT, BN 2" et 0 E4ne

Was the hospitalization a result of recurrent episode/chronic iliness or related to a previous condition in your view? If “yes”, please provide dates and details.

FikfE IR TS B LT IRE A B ? Was the condition due to or associated with the following?

O EAMGHEZ15 Accidental bodily injury o ¥ ZELMental disorder 0 REBAEE Infertility or sterilization

o % EME Developmental condition o JEYeAIE Refractive error o EEYEGE RS Abuse of drugs or alcohol

o e RPEER/EE Congenital condition o WA Vaccination o ERMEENIEHEE Treatment for cosmetic purpose

o %% Contraception o BEEF Self-inflicted injury o YRR, VRN B /B A TR A B (5

o — RSB T General check-up o 1¥2%% Pregnancy Venereal disease , sexually transmitted disease or AIDS/HIV related illness
(] & Yes R B A i 47 Ry ik 40178 - Referring Doctor Name and Address, if applicable

BT EEmamrEEEd ?
Are you the patient’s usual physician? [ % No

4. X834 B0 K $35# DECLARATION AND AUTHORISATION FROM ATTENDING DOCTOR

z{g)\t%:ﬂ;trg%ﬂﬁ s mhAS AP 2B JNFIBE 4 25 4 B ZEE Signature or Official Stamp of Attending Physician/Surgeon H HH Date (DD/MM/YY)
LA BRI RS

| hereby certify all information

282 JNRIBR A4 4 44 Name of Attending Physician / Surgeon

given above is accurate and true

to the best of my knowledge.

EAMERBAERAT - BBSAT: EHTHET 1485 EiEIE RE2318 T % (852) 2881 1697 {HH: (852) 2881 8463 Ref.No.: GMI12021009
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