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MEDICAL INSURANCE - HOSPITALIZATION & DAY SURGERY

Claims Document Checklist H{EX{#2£%

Basic Requirements (must be completed or submitted)
[0 Part| completed by you with member cert number and Patient Signature
[0 Partll completed by the doctor with Signature and Chop
[J  Payment receipts with patient's name, treatment date, diagnosis and breakdown of charges:
First Claim: Original receipts
Secord Claim: Certified true copy of receipts and claims statement advice by other insurer, if applicable
Additional Requirements (if applicable)
[0  Referral letter for Specialist consultation /Private nursing /
Home nursing/Home healthcare / any kind of therapy treatment
[0  Copies of histopathology, endoscopic, diagnostic/laboratory tests reports, and surgical summary
No relmbursement or claims shall be made for:
° Claim(s) submitted after 90 days from the date of discharge / treatment
o Insufficiency of required information

IR - ABAEE
PART | - TO BE COMPLETED BY THE PATIENT

BFER (BEEZHIRM)

0O BMREZE—EMY, BEBAMRERBISSRBRBARE

O HMSEEZE N, GERERERES

0O BEEEREWIR: B AitSs. 2iakh. mERSWEER
EDRER(E: IEAMEE
BREER(E: FEbRIBASIEEICZERIAKIE N BEEEENE @A)

ESMEK (WniEA)
0O M ESHBEER/MREE FEEEREMSEER
BZBEENE

O M EEES. NEs, SEES/ RREE R/ SFHRERA
RIBLATER, RREREEAENE:

o BMEEEERHIR / ARENEEES

o FREETE

KEEEBIERELFIZ FUHEEE

This form Is applicable fo both inpalient and oulpatient surgical claim

REFEAN / BESE
Name of Policy Holder/Employer

RE / MEKS S
Name of Employee/Member L’f%"ﬁﬁﬁ
(For group insurance policy only) olicy No.
BEIRI/BEIRE (EA) B EHiE E R
Certificate No./ Staff No. (if applicable) Daytime Contact Tel No:
BAE SO RIS
Name of Patient I.D. Card No.
EES 4 TE5 Sex
Occupation Date of Birth Oswm O«F
BRBIEFEARER
Relationship to the Policy Holder &N self [J&{8 Spouse O child
OEe / 52 stafffMember & / 8% E Dependent
() MTREBEE—mRMmEZISR?
Have you had any prior treatment for this or related conditions ? |:| 2B NO D B YES
e
Doctor's Name
bihils
Address
HEA
Date(s)
(2) BRLLXER / FiH, BTEDHBEMERMREEE °
Are you making any other insurance claim as a result of this hospitalization/surgery ? D 2E NO D A YES
REBNBETE IREBSRTS
Name of Insurance Company Policy No.
(3) WRER / FHREHR—REINIE ?
Was the hospitalization/surgery a result of an accident ? O *& Nno = ves
HHR {53 HhEL
Date Time Place

Brief Description

EZEEIE IMPORTANT NOTES

Any personal information collected by the Company may be used, stored or disclosed to any individual or organisation to evaluate this application, to provide our services and products to you,
including administering, maintaining, managing and operating such services and products, or to provide subsequent services. Requests for personal data access or correction may be addressed to
Data Protection Officer of the Company;

KRBTSR EHAEAER, AR, FEMTTEAREBIUBZERS, REURBRERGEEE. M5 RENREFERRBNRER, MEHEERBENMEE, BTIBEALTNEAE

FHREEE, BRELHORFAREDIEANER,

It is our policy to comply with the requirement of the Personal Data (Privacy) Ordinance (Cap. 486) of the laws of the Hong Kong Special Administrative Region. The applicant read and agreed the
Personal Information Collection Statement (“PICS”) at Appendix | of this application form.

AATRETF EAGR (FAKE) 1561 (BSEHIEE406S) . HBACHBELRSMIRIRIEA G HCERSS (PICS) .
E P K %1% DECLARATION & AUTHORIZATION

| hereby authorise any hospital, physician, insurance company or organisation that has any records or knowledge of me or my health, to furnish to Asia Insurance Company Limited or its authorised
representative, any and all information with respect to any illness or injury, medical history, consultation prescriptions or treatment and copies of all hospital or medical records for claims
application and underwriting purpose. A photostat copy of this authorisation shall be considered as effective and valid as the original.

RANEZESEANRRITOER B, B4 RBRFNEE, TLUSHREHERAANGERIRBE. LERERESSEETRMNMRIRERATHERBEAERERBIXRZA.
R 2 ENABIEARAREN A,

X X
Signature of Patient/Parent or Legal Guardian (Applicable for age below 18) 5% % &/ o & EE N EE (RN 18HEIUTZHEE) Date H

P.T.0.5EEE
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CE — MEZBLEB FEERAHREABITAE
PART Il — To Be Completed by Attending Physician / Surgeon at the Claimant’s Own Expenses

Patient Name (in full) s A\IEZ (28 ):

Date of Admission AftHES(DDH/MMAB YY) Date of Discharge iz HEA (DDH/MMA /YYHF)

Name of Hospital B2z FE:

Level of hospital ward EE4%3!: O Private 88%55 O semi-private —%%75 [ Ward =%5% O clinical Surgery P92/ F447

1. Clinical History SR 050 8% :

r—*ﬁE;

a) Are you the patient’s usual physician? B FREBARNIEFEELE
a) i. Yes2 [] please fill in question b i5EESRIE b
i. No 7~2 [] Does the patient have any other usual / family doctor(s)’? if Yes, please give us the name(s) and telephone no.
BARBBEEMIR / REELE? NRE, FRMHUEREFRS
b) Please provide all the consultation date(s) and the brief summary of the related disorder/illness. EIEE2 A HEIN BRI FERRBZIRE.

If you are referred by other doctor, please provide the doctor name, contact number and address. U1 F/7EthEa 448, SIRMZERAMINEE . BHEBAER ML,

b) Date on which the patient first consulted you related to this illness / injury B A RGNS / ZEE, EXREE T~ KZHIEEA(DDE/MMB/YYE)
c) Symptom(s) / complaint(s) of the patient relating to this hospitalization / treatment / investigation 5 ARiLtAERR / A% / BERFT HIRAVERIER R 3R

d) How long had the patient been experiencing these symptoms before the first consultation? % A TEBENA KL RIS BB IERZ A2

2. Hospitalization Details {EBEs¥15:

a) Final Diagnosis SE1I2H Date of OperationF#7HHA (DDH/MMB/YYE)

b) Name of the operation performed F#HIZTE

c) 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) 7512t HFRIRE (BIERB RIFERIRAEIL / K. HE. T2REOEENER. BE. fEHERESFE)

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

BIREAEREE AR / ZPMETIaE, BiRERRE,

e

-~

Had the patient been previously treated or hospitalized for the same or in related disability? If so, please give a brief summary of the following:
HmABEBBYERESERREMB RIS AN R AR 2, HRPRE,
Dates HHf  Disease / Disorder / Complaint &% / 253 / EB5F  Type of treatment / hospitalisation &% / {£fzHI5£15 Name of doctor / hospital FE2514 / Ef=2FE

f) If the patient has consulted other physician(s) during this hospitalization period, please provide the following:

WM B e 4 ske2, BRI TER:
Name of the physician(s) consulted 584E8443 Reason [RE
What kind of treatment did the physician provide to the patient? E84E12(t441 A 2 AR ES?

g) Was the patient hospitalized as a result of recurrent episode or chronic illness or related to a previous complaint/ diagnosis.
If “yes”, please provide date of first episode and details.

WARREaE R AR IE MRS [EE BRI LR/ E BRI EEER =2, HEIRE R AR,

h) Was the Medical condition due to or associated with the following? (Please tick the appropriate boxes)

RIEREE HR e L FRIERE EEgiE V)

[ Accidental bodily injury E4M582545 [ Pregnancy 5% [0 Congenital condition SeRMIERIRES
[ Self-inflicted injury BEAISE [ Infertility or sterilization ~&ai4BE ] Developmental condition &5 E5R57E
[ Abuse of drugs or alcohol i &5k TR [J Contraception &tz [] Hereditary condition E{E4RIRE

[J Mental disorder #5258 [ Treatment for cosmetic purpose =2 MHEATAE [] General check-up —f&Sstnes

[ Refractive error [EYRIE [ Vaccination & i@

[ Venereal disease, sexually transmitted disease or AIDS / HIV related illness {4555, MHEEEHLERE /| BksaE0ER

Signature and chop of attending physician / Surgeon 22884 / HMRIBEA SR EDS Address and Telephone No. itE41E % ZE7ESRHS
Name of attending physician / Surgeon & qualifications 258415 ~ IMIE8EMEE R E DateHH3(DDH/MMB/YYE)

Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Assoaatlon of The Hong Kong Federation of Insurers.
FAREFEOPOEETBRESNEBRIBENSE TEEREH SR,

L-142-001-M3000 072025



ASIA INSURANCE COMPANY LIMITED — PERSONAL INFORMATION COLLECTION STATEMENT ("PICS")

1. Your personal information and particulars may be required
by Asia Insurance Company Limited (the "Company") in

connection with our services and products. Failure to provide

the necessary information and particulars may result in the
Company being unable to provide or continue to provide
these services and products to you.

2. The Company may also generate and compile additional

personal data using the information and particulars provided
by you. All personal data collected, generated and compiled

by the Company about you from time to time is collectively
referred to in this PICS as "Your Personal Data".

3. "Your Personal Data" will also include personal data relating

to your beneficiaries, dependents, authorised representa-
tives and other individuals in relation to which you have

provided information. If you provide personal data on behalf
of any person you confirm that you are either their parent or
guardian or you confirm that you have obtained that person's

consent to provide that personal data for use by the
Company for the purposes set out in this PICS.

4. As detailed in this PICS, Your Personal Data may also be
processed by the Company's subsidiaries, holding compa-
nies, associated or affiliated companies and companies
controlled by or under common control with the Company
(collectively, "the Group").

5. The Company may use the personal data the Company
collect about you for the following purposes:

(a) processing and assessing of applications or requests
for any insurance products and daily operation of the
related services;

(b) administering your insurance policy and providing
services in relation to your insurance policy;

(c) investigating, analyzing, processing and paying
claims made under your insurance policy;

(d) exercising any right under the insurance policy
including right of subrogation, if applicable;

(e) detecting and preventing fraud (whether or not
relating to the policy issued in respect of this

(f) application);
developing insurance and other financial services

(g) and products;
developing and maintaining credit and risk related

(h) models;
carrying out and/or verifying any eligibility, credit,
physical, medical, security, underwriting and/or

(i) identity checks in connection with our services and
products;

(j) for statistical or actuarial research undertaken by the
Company or any member of the Group;
complying with the requirements under any law and
regulation, industry codes, guidelines, requests from

(k) regulators, industry bodies, government agencies

(I) and court order;
contacting you for any of the above purposes;
other ancillary purposes which are directly related to
the above purposes.

Version: 05.09.2019

6.

10.

Your Personal Data may be transferred or disclosed to the
following parties in Hong Kong or overseas for the purposes
set out in the above paragraph:

(a) any insurance adjusters, agents and brokers,
employers, healthcare professionals, hospitals,
advisors, contractors or third party service providers
who provide administrative, telecommunications,
computer, payment, debt collection, security, data
processing or storage or related services or any
other company carrying on insurance or reinsurance
related business, or an intermediary, or a claim or
investigation or other service provider providing
services relevant to insurance business, for any of
the above or related purposes;

(b) organisations that consolidate claims and underwrit-
ing information for the insurance industry;

(c) fraud prevention organisations;

(d) 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;

(e) any association, federation or similar organization of
insurance companies ("Federation") that exists or is
formed from time to time for any of the above or
related purposes or to enable the Federation to carry
out its regulatory functions or such other functions
that may be assigned to the Federation from time to
time and are reasonably required in the interest of
the insurance industry or any member(s) of the
Federation;
any members of the Federation by the Federation for

(9) any of the above or related purposes;

(h) regulators;

(i) lawyers;

(j) accountants, financial advisors, auditors;

(k) other members of the Group;
any assignee, transferee, participant or sub-partici-
pant of all or any substantial part of the Company's
business;

The Company undertakes to keep the information confiden-
tial and solely for the purposes set out in the above
paragraph.

(f

=

If you do not agree to the use of your personal data for
above purposes, it would not be possible for the Company to
process your policy and/or claim application and render the
services.

You have the right to ascertain the Company policies and
practices in relation to personal data, obtain access to and to
request correction of any personal information concerning
yourself held by the Company and the Company has the
right to charge you a reasonable fee for processing your
data access request. Requests for such access or correction
can be made in writing to the Personal Data Protection
Officer, Asia Insurance Company Limited, 8/F, 118
Connaught Road West, Sheung Wan, Hong Kong SAR.

In case of any discrepancies between the English and
Chinese versions of this PICS, the English version shall
apply and prevail.

The Company reserves the right, at any time effective upon
notice to you, to add to, change, update or modify this PICS.
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