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HOSPITALISATION & SURGICAL CLAIM FORM iR K FiiREHZE

Claim Notes HEEIREE

1. This form is applicable to hospitalisation and day case surgery in hospital/clinic claims. 1. EREREAMNM IR P92 AR iy -

2. Each claim form is for one Insured (Patient) only. 2. BESEA (FA) EBIIET RS

3. You can find the Policy number and Insured number on Blue Cross Certificate of Insurance or R TTHABE L (A S PR =B S EE L S ER 238 = BETE | IR
Blue Cross Healthcare\/ Card, you may also visit www.bluecross.com.hk/supercare to view 3 %%é&%ﬁi&im&%i%%%t@i’gii%%%%gﬁ%ﬁﬁ)\ﬁﬁ =

1.

account information after logging in. RN y R e o | s
Please send the original receipts and this claim form to Medical Claims Department of Blue Cross 4. FBRVARETIRE 90 KA ﬁEHQ}EEKEJ&%EEﬁEEQEQ@%'F—?— (5

(Asia-Pacific) Insurance Limited within 90 days from treatment or discharge date. X) RIGBRARSERRBIZIEES -
Claim Instructions RIRBEET
Attach the original receipts issued by the doctor and/or hospital or certified true copy of receipts 1. [t B4 K /BB fr 8 SR IE A R EL R A B S H KB R E
issued by other insurers (if applicable). Each receipt MUST state the following information: B (Z05ERA) - SRBHEEAREFIELITIER :
= Full name of patient = Date of treatment = Diagnosis u Breakdown of charges . AL = BEAE » JRIERTE » WBIEEMRA
= Doctor’s signature and official stamp = Name of surgery (if applicable) . BEERT R = FiliRiE (aEm)

. Complete and sign this form. : A ) B
. Provide copy of claim settlement advice from other insurers, if applicable. 4. WEA - FRHEMGRRARZBERERMERE -

. Please tick the appropriate box if certified true copy of receipt is required. Blue Cross will retain - ﬁ%%ﬂYWﬁKZ&?gﬂg R EETRAE VR - IR EARTFHEMNE
=

. For confinement in government hospital, please attach the original receipts issued by the hospital 5 == 2 (FpyFEeRs , 512 4o BIRFEErE 88 H AOINIB E AR HASIR B R4 - BB

together with a copy of discharge summary. If no diagnosis is provided by the doctor, the insured £ ) JEEA LSt o :
(pgtient) is requ[i)l}:ed to sugp[ement ¥he exact8 diagnoFs)is (e.g. Lypertension) on the %ﬁgﬁgﬁl%?gﬁ%%%(ﬁk) AR B Xk EAEFERE R AE BT

abovementioned documents and confirm with a signatory.

3. BRILFRFERREE -

the original receipt for record purpose.

Part | FBEE — To be completed by the Insured (Patient) S REA (FAA) EE
(or his/her parent if the Insured is aged below 18 EZEAZ FEHTE 18 LT - EHEFRIES)

To avoid delay in I_Pliﬁlrocessing our claim due to inconlplete information, please complete all the below information in English BLOCK letters.
N

AERENAZTMEEEERE T 2REPE - BUAXEEZ TIIFREER -

Name of Policyholder/Employer Staff No. (if applicable) Policy No.

REFEARR RBEIRE M S MReE (20EA) RESRNS

Employee’s Insured No. Name of Employee in English HKID Card No.

BEZZ RIS BEZHEXE% ERSHERS

(if applicable) (Z03#A ) I (if applicable) (Z0iEA )

Patient’s Insured No. Name of Insured (Patient) in English HKID Card No.

RAZZRAIRE ZHRA RA) ZEX S BERSHERE

(must be provided) CaAZEIRMBt) || ||| -|__|_|_]|

Name of Hospital Date of Admission A7z HEA Date of Discharge Hifz HEA

Biraig (DDIMMYY BB/ %) (DDIMMYY BB/ %)

1. Have you ever had any prior treatment(s) for this diagnosis or related conditions? B FBA & FE—2EsiiBRIR R MES A& ? OYes@ ONo&
Date(s) HEi (DD/MM/YY BB/ %) Name of Doctor(s) E&4#44 Contact No. BH&ES

2. Have you ever made or are you going to make any other insurance claim(s) resulting from this treatment? FRALLERE - B THS SiCe 2RSS RAH IR
BE(Y 2 OYess2 ONo &
Name of Insurance Company {Rf&/A 5 &1H Policy No. {REESERE

3. Was the treatment a result of an accident? /X ABREEHEKR—REINIEL? OYes g ONoZ&
Date HHj (DD/MMYY B/ B/ &) Time B3 Place Hh®h

Brief Description #&3i@&

[ Please put a "v" in this box for request of certified true copy of receipt for other insurance claims. t(l]'ﬁ;_.%%HEHSZ}E,Z&EEIJZ]K?}JHE;E\J&{%B%%{:E" , E%ﬁéﬁﬁ?q%i "V ?ffL o

Declaration and Authorisation B RISEE

1. I/We have obtained all necessary authorisation from my/our dependents (if applicable) to supply their information to Blue Cross (Asia-Pacific) Insurance Limited
(“the Company”) or its authorised representative if my/our dependents are parties to the claim request(s). I/We also understand that the information requested in this
form is required in order for the Company to process these claims.

2. I/We hereby authorise any hospital, physician, medical practitioner, medically related service provider, insurance company, person, party and/or authority that has
any records or is holding any information of the insured person or me/us to (}/isclose to the Company or its authorised representative, any and all information with
respect to the insured person’s or my/our loss, disability, claim history, medical history, police statement made and the like for the purpose of assessing the insured
person’s or my/our claim request(s). A photocopy of this authorisation shall have the same effect as the original.

. I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and
belief. I/We have not withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of
all material information may render the Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited. 1/We
understand that the issuance or completion of this application does not constitute admission of Iiabiﬁty or guarantee payment of the claim on behalf of the
Company.

4. 1/We confirm having read and understood the Company's Personal Information Collection Statement as accompanied with this form.

AN BRI KB AREREZ 7 AN/ BFEARXBIG—UIMERE (@A) AE+F (EX) FRERERAR ("EAF ) SERMEARRERE
BAEH - AN/ BFITFABARAFRHNEHZREARFRELAA AMIREZAE -

2. AN/ BIGEILREEAEEREASEA  BMEMEIFNEHAIER « BE  BBRYEAL  WMESFGRNRISHER  RieAT  BRAAL -« HiE

=R - ﬁﬁﬂﬁ]EEE}%#ET’:‘?E?E{#E@ESZPEEFE?QT%AEEZK)\/ HfIzBX - 1815 BEZE  RE  DRSEFEEEREIEREASEN/

/AR

HPRBRERAZAE - HEEZ EAREIFEARF

AN/ BIEELER  ERMERENEEETEEN LM EERER  ABRATEZEN WHERAA /HFIFAIRFEMER - XA /Rl
RERREMNEESHRERNREREHEE BRGNS A I GRILLIEERF L EREH » IS eSS AR MRS e RIE L RERE
REAMEEREEDZEN - AN/ RFIABRHEUAZ WRERBETAREQRMBEERERE -

- AN/ B ERE KRB OREAREN L BRE ARMNMERAEHER -

w

°

w

S

Signature of Insured (Patient) ZREA (JAA ) HE Date HH# (DD/MMNYY BB /%)
In the event of the patient aged below 18, this form should be signed by his/her parent. {$FRAZ FHRTE 18 BELLT - AFRBRBHAREEE -

Blue Cross (Asia-Pacific) Insurance Limited MC035/06.2015

E+7 (EX) REERAT




Part Il —To be completed by the attending physician/surgeon at the claimant's own expenses

ZE - MERBE IIFELIER - MRERABREABTRE

Full Name of Patient (please fill in English BLOCK letters) A 2% (BTN FHIEE) :

Date of Admission ABtHES (DDMMYYH /" B/%) :__ Dateof Discharge i HE (DD/MM/YY B/ B /%) :
Name of Hospital B&f7 78 :
Level of hospital ward jEE#RR! : O Private LB O Semi-private ¥, E 0 Ward E3@E U Clinical Surgery P3a2/\F il

1. Clinical History 5k3250$%
a) When did the patient first consult you related to this illness/injury IAFLLLER  2151% - BXAB T RkEZEHE (DD/MMYY BB/ &)
b) Symptom(s)/complaint(s) of the patient relating to this hospitalisation/treatment/investigation JRARLLL R ERT /7B, 16ERFT HIRAVAERIER R EEF -

¢) How long had the patient been experiencing these symptoms before the first consultation ? IATE B X KZRIS BB UK S X 2

2. Details of Hospitalisation {Efz5¥1%
a) Final Diagnosis Ex#&RYE2ER : Date of Operation Fif B (DD/MMYY B/ H /%) :
b) Operation procedure(s) performed F1ij& 5§ :
c) If the patient has consulted other physician(s) during this hospitalisation, please provide the following 20j& A FA{EBRHARI L M E B4 K32 » SBIRMLITER ¢
Name of physician consulted B4 14 Reason JREA :
What treatment had the physician performed j5#&5%15 :

d) 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) FERHHERE (LIERRRRIFEHRNEIK ER - RE - TEREREERER  BF  HEHEREZHE)

e) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/outpatient basis % M X R EAETE B MEIE /AT EITIAR SBiREHERER :

3. Professional Comment %5 R

a) 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. FETER » WARREFTARE TRBRIEISIERATS I BEELAMNER . ZEERH » BEER "2, & HiffE
REER B ERREHE

b) Was the condition due to or associated with the following ? E5#ii&: R 27 HAL BB LU T RIRERSE » OYes & ONo&
If “yes”, please tick the appropriate boxes ZHZEZEAR "2 |, & » B EETIRIELV 5
o Accidental bodily injury B 588215 o Pregnancy €22 o Congenital condition e RXME&ERK,/ EF
o Self-inflicted injury BHEE o Infertility or sterilization T B ERE o Developmental condition 3% &8
o Abuse of drugs or alcohol & BB o Contraception ¥#Z2 o Hereditary condition #E{Z4FEE
o Mental disorder ¥&T#35EL o Treatment for cosmetic purpose EEIEEAIA o General checkup —fi% 5 8816%E
0 Refractive error FEXEAIE 0 Vaccination & #1%1&

0 Venereal disease , sexually transmitted disease or AIDS/HIV related illness 145/ * MH{ERERBE LR,/ T E RS ERBNER
o Others EAth :

4. Others Hfi
a) If the patient was referred by another doctor, please provide the name and address of the referring doctor. 207K A FBREMEEEES » FEIRHEN B2 Mt :

b) Are you the patient's usual physician? B TF2&E LR ARIERESE ? OYes ONo&

I hereby certify that all information given above is accurate, true and complete and are given to the best of my knowledge.

RAGELLER - AN LGfrRMAFE BRI EERER ABRATEZEE -

Signature and official stamp of attending physician/surgeon E28E /IMFIBELEREREE  Address and Telephone No. it R EBEEIRHS

Name of attending physician/surgeon and qualifications E8E4 JIHEERERRERE  Date HE (DDMMYY BB/ &)

Note: Part Il of this claim form is drafted by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers, and
subsequently revised by Blue Cross (Asia-Pacific) Insurance Limited.

5L : ARERFRCHDETEBLGREAFRENTE TERRRIHERMDE  #EE+F (TBX) FRBERARERT -




BEt+¥ (EX)

l Blue Cross B+ =

Member of BEA Group RIZ#R{TEBK S

BAEH (L) &6 - KKREASHER ( "REH, )

RBERQART ( "AQT, ) DREBTHERABDNZERBA

B AABRPR RODRTARATDVERNEWBARLBEATERAES "R
RIRITEEL -

RIEKGEBAER (ALRB) 5&REI (

(M

(2)

(3)

THREL ) AREREBMNETUTEE

EHRBEREZRBRERNRBE  RERNQTRMEREERRREAE
ZEMRBER - BTARERNRAAQRDREEAEZR - BEETREREG
ZEEN  JEEVAQATEERERTHRRFABNAE T RHAIES
EHREERIRE L/ SEMABERYE - AABDITAUREEEEEBE
ERBENRETKRESY  INEBRTRAAQABRERBRENEET—
REATUOBRNEEATNEAQAREE

BAERKBEBMN
ETHEABERFATGEERETIIRE :
(h ERBREREREBRBHRE

(i) AETRUKRERRRBRERE TRAATNRRKRESRRER
HEER  AEEREREREN - EXIMBRREERAZRA
8 S EBN KRS RIREIY - B RN

(i) RE - HRRBRAERARERS - QEETEAKSRE

(V) STRFRANRRESRRRBEBNHERED  ARESH &
B RBRRZ RS ;

V) ATERAA TR A T AR A R 2 RS T S A A
ATERRR

Vi) BIHRBERRBELUEAEADNREEES

BEBE RETHR

(vii) BRIRT - ERREMEN EEASEABBEEWR) ;

(0 BERETANKLAR ARTRTRBASORNERARE

BINRBEEREAERINES - HER/ TR -

(@ FARBEESATRE ("5, ) EAREHRAHEAISE
SO L ER A RN OB R AR

(b) R EEHERIES RN B AR EAR « B
BB BT BUESEIED RIS RR T SRR
BRBERT ARG A F B I3 e =

(© AATHRBHTEBMEEAHDRIAADRIMEAEE - B
BB BT BUETEAIED - RIS BB SRR
HRBENTEAAIHONADEERBAMNSH - M - 2
B EMR R o M RREAMDI AR - BE - K
FE~ B35~ SUASUADISED  SUERIMARBENTEERT R
R T S A0 £ B BSOS R & KOS AR

X BFRGRTEMAFAHARBEHREUEHLE - BHHTRE
SEHR MBS RN R BRI EENL AN AR
R/ AR RERN AR A ME RO A MRS « B - BE -
R - BiESEY ;

) RHFAATNESIEBOERDREREA  BHA - 2RADH
B2RA > RESROEE - SHAWBSHENIBETH
f R

(xi) B2 ERABHEAAS -

BAERNEE

ERARBDNEABRSERE  BARBATRE

BHEARBRIAZE Q) RAIEAR

(i) FEAREBA - ABASRAQRBDZEBEF  BETH - BA -8
P~ A58 EREIE -~ f#F - AEMKERT - St ERRRE MR
%W%ZE@%%-ﬂ$£7k&%%%”fﬁ$%#ﬁ% LU

BREE - WBAT - EREEARNREERERM)

(ii) Eﬂﬁ$®7%$ﬁﬁﬁ%@ﬁﬁﬁwAEMEMAi BEAER

PREFENNRERTEEEAREQT

(i) EANTHIHAMETRNBRIRAT
(iv) AABKREFTRERBETEMERRE - IRFERE - BE K

- B35~ SUEASKEMKE - SRR SRRBHERNEREES
TEABSBEMFEHABHERADRRERTEBAEBORIN

» BlgnE

(vii)

ERUTRHERZTE

Blue Cross (Asia-Pacific) Insurance Limited E5+57 (52K) IRFEBRAS
29/F, BEA Tower, Millennium City 5, 418 Kwun Tong Road, Kwun Tong, Kowloon, Hong Kong &8 fLREERIEIE 11895 AIAC 2 4 S HASR SR SR 1T 0 2948
Tel B 5% © 36082888 Fax{EE : 36082938 www.bluecross.com.hk

(4)

(5)

BRI EEETRIARR ~ R~ ?%#ﬁ' %\EX?‘E‘% C SUREBA
AT IRAT R A A SN A - ~ BT~ B R
S EABI%EE - @?ﬁﬁ’*i%%ﬂﬂ&%ﬁtl@ﬁﬁ@E&Eﬁ%@?ﬁ%%ﬁ%ﬁ%%@

HEME A EMARE (M ERBNEBBERIRIN LA B I
REEN)  MAEBIUEMS NRERFEFHRENEAAL
SRS
(v) ZK’ATE’J%@W%%%E’JEH?@?XL FAGEAN S ZEA -~ BEAZK
B2EA
vi) FZHRE - FFAER - MEGFERESEIHERS
(vii) RABR/HREFTEBEAREATDNRIRE(EBE (RERE

BIFBHENEEE
B\ &
(viii) R AT BB REZE (2)(viii) ExﬁﬁﬂEﬂﬁﬁﬁ%ﬁﬁﬁﬂgﬁﬁ’]%#mﬁxﬁiﬁgﬁ
(BEEBARNEFAGT - ERAF - SEHEMEERHELE -
%%%$0\%%ﬁﬁﬁﬂﬁémﬂﬁﬁﬁ)o
REER T RERERERBEN -
EHERHPERABAZR
AATAELETHNEAABRAREEREE  BRIEAQATNERBETHR
B (BERTARY) » SHARARUAATLUNGERETHEAER
BIRGIFTIEIAMER R BRI o Fhltk - FHEE ¢
() ANAFAEEAADAEHEE TS - BEER - ERKRBA
BER - RGEXARITHR - UWBEEERAOKTEERANEERS
(i) ANARATEER TIIRY - EoRIEHENEITESH ¢
(@) fRbg ~ B3 ~ SRITRHBRBRESD ;
(b) ¥ - BFNGENEETEREBARBEER ; X
(0 AABAR/FREBITEEFEFAKRELNTDNEESIERBHEIREZ
RBELRER (ZEFRESFEBHNZBEEERRBNERNS
BERER/FAEEENLNA)
LR - ERREHEENATREBHAARR /K TE SR
(@ RDP|ITEEEMKENT ;
(b) B=HEE -FFHEE - RESFEIEETEHER ; R
(0 AABAR/FREBITEEFEFAKELNRDZMESIEBE (FF
BESFEBENEBEEERRENEMNBERERR /XEE
B EFIE) -
MEATAFEFRQASEABRTHEMELIEERRHAS BTTEASR
AETERTHEIZEIEERY - BT URIBAZIHE G) BRFRREMES
FENEAAFAASHNEAZRRETERUEEAER  ANEHAMNBE
KEARFTATREFATELBREHFOSTME (MER) -
HRERMNESHER
RBGORE BT ERTALRQRAREFEETHEAAERNRERRER
ZEENMNER (BERERER) » WERAADRNERNERHEL K
IE - BATORTEREAESN » FLUEALKLUTHBE S EZRARATNEAE
BHRE R -
BEBNEEEIEE 418 RAIAZIR S AR RITH O 2918
E+F (2X) RBRERAR
BAERHREEE
fHE : (852) 3608 2938
REBEGHD  NRARERBINETAESEHERNERUNEEER -

BT TERREABRPEE (G) RATRMAEARETERAQATDEAERRE
FERDAQAAERBEAAERNLEBNBRRLEES - WEESHNARQRTRHEN
BABEB RS

AABRERELAEMARE LNREFENERIEN KRR ENHH
REETHEAZR -

MENHARPEEMALER - FREAQABDNEFRIBER 3608 2988 -
REPRNEREEFFEGITAZHARIER
RATMRBERAZFBHVER o

EBBRBEMEMNRBERRE/ NEEER LT

(iii)

2013448
HARDRITEELS -EAF (2X) REBRATZEH

MC229/04.2013
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NAVI GATOR

Insurance Brokers Ltd.

Unit 8E Golden Sun Centre 223 Wing Lok St Sheung Wan HK
Tel. (852) 2530 2530 Fax (852) 2530 2535

Email: crew@navigator-insurance.com
www.navigator-insurance.com

The Personal Data (Privacy) Ordinance -
Personal Information Collection Statement (the "Statement")

Blue Cross (Asia-Pacific) Insurance Limited (the "Company") is a wholly owned subsidiary of
The Bank of East Asia, Limited. The Bank of East Asia, Limited together with its subsidiaries
and affiliates are collectively referred to in this Statement as the "BEA Group".

In compliance with the Personal Data (Privacy) Ordinance (the "Ordinance"), the Company
would like to inform you of the following:

M

2)

3)

From time to time, it is necessary for you to supply the Company with personal data in
connection with the application for and provision of insurance products and services as
well as the carrying out by the Company of other services relating to these insurance
products and services. Failure to supply such data may result in the Company being
unable to process your insurance applications or to provide or continue to provide the
insurance products and services and/or the related services to you. Data may also be
collected by the Company from you in the ordinary course of the Company's business,
for example, when you lodge insurance claims with the Company or generally
communicate verbally or in writing with the Company, by means of documentation or
telephone recording system, as the case may be.

PURPOSES FOR COLLECTING PERSONAL DATA

Personal data relating to you may be used for the following purposes:

(i)  processing applications for insurance products and services;

(i) providing insurance products and services to you and processing requests made by

you in relation to our insurance products and services, including but not limited to

requests for addition, alteration or deletion of insurance benefits or insured
members, setting up of direct debit facilities as well as cancellation, renewal, or
reinstatement of insurance policies;

processing, adjudicating and defending insurance claims as well as conducting any

incidental investigation;

(iv) performing functions and activities incidental to the provision of insurance products
and services such as identity verification, data matching and reinsurance
arrangement;

(v) exercising the Company's rights in connection with the provision of insurance
products and services to you from time to time, for example, to recover
indebtedness from you;

(vi) designing insurance products and services with a view to improving the Company's
service;

(vii) preparing statistics and conducting research;

(viii) marketing services, products and other subjects (please see further details in
paragraph (4) of this Statement);

(ix) complying with the obligations, requirements and/or arrangements for disclosing
and using data that bind on or apply to the Company and/or the BEA Group or that
it is expected to comply according to:

(@ any law binding or applying to it within or outside the Hong Kong Special
Administrative Region ("Hong Kong") existing currently and in the future;

(b) any guidelines or guidance given or issued by any legal, regulatory,
governmental, tax, law enforcement or other authorities, or self-regulatory or
industry bodies or associations of insurance or financial services providers
within or outside Hong Kong existing currently and in the future; or

(c) any present or future contractual or other commitment with local or foreign
legal, regulatory, governmental, tax, law enforcement or other authorities, or
self-regulatory or industry bodies or associations of insurance or financial
services providers that is assumed by or imposed on the Company or the BEA
Group by reason of its financial, commercial, business or other interests or
activities in or related to the jurisdiction of the relevant local or foreign legal,
regulatory, governmental, tax, law enforcement or other authorities, or self-
regulatory or industry bodies or associations;

(x) complying with any obligations, requirements, policies, procedures, measures or
arrangements for sharing data and information within the BEA Group and/or any
other use of data and information in accordance with any group-wide programs for
compliance with sanctions or prevention or detection of money laundering, terrorist
financing or other unlawful activities;

(xi) enabling an actual or proposed assignee, transferee, participant or sub-participant of
the Company's rights or business to evaluate the transaction intended to be the
subject of the assignment, transfer, participation or sub-participation; and

(xii) any other purposes relating to the purposes listed above.

TRANSFER OF PERSONAL DATA

Personal data held by the Company relating to you will be kept confidential but the

Company may provide such data to the following parties for the purposes set out in

paragraph (2) of this Statement:-

(i) any agent, contractor or third party service provider who provides services to the
Company in connection with the operation of its business including administrative,
telecommunications, computer, payment, data processing, storage, investigation
and debt collection services as well as other services incidental to the provision of
insurance products and services by the Company (such as loss adjusters, claim
investigators, debt collection agencies, data processing companies and professional
advisors);

(i) any other person or entity under a duty of confidentiality to the Company or the
BEA Group including a member of the BEA Group which has undertaken to keep
such data confidential;

(iii) reinsurance companies with whom the Company has or proposes to have dealings;

(iv) any person or entity to whom the Company or the BEA Group is under an
obligation or otherwise required to make disclosure under the requirements of any

(iii

Blue Cross (Asia-Pacific) Insurance Limited B+ (55K) (REGBRAS
29/F, BEA Tower, Millennium City 5, 418 Kwun Tong Road, Kwun Tong, Kowloon, Hong Kong &8 fLREERIEIE 11895 AIAC 2 4 S HASR SR SR 1T 0 2948

Tel &

E % 1 36082888 Fax{EE : 36082938 www.bluecross.com.hk

@

(5)

law or rules, regulations, codes of practice, guidelines or guidance given or issued
by any legal, regulatory, governmental, tax, law enforcement or other authorities, or
self-regulatory or industry bodies or associations of insurance or financial services
providers binding on or applying to the Company or the BEA Group or with which
the Company or the BEA Group is expected to comply, or any disclosure pursuant
to any contractual or other commitment of the Company or the BEA Group with
local or foreign legal, regulatory, governmental, tax, law enforcement or other
authorities, or self-regulatory or industry bodies or associations of insurance or
financial services providers, all of which may be within or outside Hong Kong and
may be existing currently and in the future;

(v) any actual or proposed assignee, transferee, participant or sub-participant of the
Company's rights or business;

(vi) third party reward, loyalty, co-branding and privileges program providers;

(vii) co-branding partners of the Company and/or any member of the BEA Group (the
names of such co-branding partners can be found in the application form(s) and/or
promotional material for the relevant services and products, as the case may be);
and

(viii) external service providers (including but not limited to mailing houses,
telecommunication companies, telemarketing and direct sales agents, call centres,
data processing companies and information technology companies) that the
Company engages for the purposes set out in paragraph (2)(viii) of this Statement.

Such information may be transferred to a place outside Hong Kong.

USE OF PERSONAL DATA IN DIRECT MARKETING

The Company may use your personal data in direct marketing. Save in the circumstances

exempted in the Ordinance, the Company cannot so use your personal data without

your consent (which includes an indication of no objection). In this connection, please
note that:

(i)  the name, contact details, products and services portfolio information, transaction
pattern and behavior, financial background and demographic data of you held by
the Company from time to time may be used by the Company in direct marketing;

(ii)  the following services, products and subjects may be marketed:

(@) insurance, financial, banking and related services and products;

(b)  reward, loyalty or privileges programs and related services and products; and

(c) services and products offered by the co-branding partners of the Company
and/or any member of the BEA Group (the names of such co-branding partners
can be found in the application form(s) and/or promotional material for the
relevant services and products, as the case may be);

(iii) the above services, products and subjects may be provided by the Company and/or:
(@) any member of the BEA Group;

(b)  third party reward, loyalty, co-branding or privileges program providers; and/or

(c) co-branding partners of the Company and/or any member of the BEA Group
(the names of such co-branding partners can be found in the application
form(s) and/or promotional material for the relevant services and products, as
the case may be).

If you do not wish the Company to use your personal data in direct marketing as

described above, you may exercise your opt-out right by notifying the Company. You

may write to the Corporate Data Protection Officer of the Company at the address or
fax number provided in paragraph (5) of this Statement, or provide the Company with
your opt-out choice in the relevant application form (if applicable).

DATA ACCESS AND CORRECTION RIGHT

In accordance with the Ordinance, you have the right to check whether the Company
holds personal data about you and to require the Company to provide a copy of such
data (data access right) and to correct the data which is inaccurate. Such requests can be
made in writing to the Corporate Data Protection Officer of the Company at the
following address or fax number:

The Corporate Data Protection Officer
Blue Cross (Asia-Pacific) Insurance Limited
29" Floor, BEA Tower, Millennium City 5,
418 Kwun Tong Road,

Kwun Tong, Kowloon

Hong Kong

Fax : (852) 3608 2938

According to the Ordinance, the Company has the right to charge a reasonable fee for
the processing of any data access request.

You also have the right, by writing to the Company's Corporate Data Protection Officer at
the address or fax number provided in paragraph (5) of this Statement, to request for the
Company's policies and practices in relation to personal data and to be informed of the
kinds of personal data held by the Company.

The Company keeps your personal data only for a period reasonably necessary for any of
the above purposes or as prescribed by the applicable laws or regulations.

Should you have any query with this Statement, please do not hesitate to contact our
Customer Service Hotline at 3608 2988.

Nothing in this Statement shall limit the rights of the customers under the Ordinance.

(10) The Company retains the right to change this Statement.

April 2013
Issued by Blue Cross (Asia-Pacific) Insurance Limited, a member of the BEA Group
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