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Global Health Plans
General Claim Form for Hong Kong Customers Only
Please complete this form in BLOCK CAPITALS using black ink, following the instructions below.

Section A must be completed by the claimant, or by the claimant’s guardian or legal representative. Section B must be
completed by the treating physician. We cannot settle your claim unless Section B is fully completed by the physician. All
claims must be submitted within 6 months of the date of the first consultation.

If the total amount you are claiming is less than US $500, please return the form to us by email, fax or post, attaching a copy of the
invoice breakdown and the receipts as proof of payment.

If the total amount you are claiming is greater than US $500, you must return the form and the original receipts to us by post.

You can find our contfact details at the end of this form.

n SECTION A

Section A is to be completed by the claimant, or the claimant’s guardian or legal representative.

Your personal details
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Please state the name and address of your regular physician.
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Details of condition being treated

PleaSe AESCIIDE YOUT SYMIDTOMNS: ...ttt e sttt sttt b e £ 1 & ebeeb b e e s e R bR Rt 441 £ £t & 14 Sh e b s £ £aba et bbb bbb

When were you first AWOITE Of YOUF SYMIDTOMIS? ...ttt 14t 411 s ehrebisb s+ e £ eb et b bbb bbb £ £ £t £ enbees 4 een e
When did you first consult a physician with regard 10 These SYMDIOMIS? ... .oiuiiiis i e s

What is yOUr PRYSICION'S CIOGNOSIS? ... ittt ettt et ettt ees £ £t 4 e 48 £ ekbees £ atb bbb bR bR Rt 48 441 € £ e & ehbe b b s bt bbb £ s bbb

Have you ever suffered from this or any related condition before? |:| Yes |:| No

If YES, when did you suffer from this or the related CONAIIONT ....... ..o e £ e st £ et
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A greater degree of expat protection

Is your claim related to injuries sustained in an accident? |:| Yes |:| No

If YES, please provide details of the accident and iNjUes SUSTAINEA: ... ...iviiiie e s s e srieies s sresessssssenns

Please list the bills for which you are seeking reimbursement

Please attach separately the original and fully itemised bills.

Date(s) of Details of the bills you have enclosed for reimbursement Please state currency
treatment and amount paid

How you wish to be reimbursed

|:| Payment to your VISA credit or debit card

Please note we can only make payment to a visa card. Seftlement can be provided in US Dollars, GBP Sterling or Euros. If we have
previously reimbursed a claim, you will need to complete again the details below, because, for security purposes, we do not store
card information.
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Address 10 WhIiCh YOUT CAI IS TEQISTEIEM: ... .ot 141 st et ettt b 16 e e s et e et s e bbbttt

|:| Payment to your bank account

If you have previously submitted a claim, and you wish to receive reimbursement fo the same bank account as before, you do not
need to complete the fields below.

Currency in which you would IKe T0 108 FEIMIDUISET: ...t e e e e e e e et s
NaME Of DANK: ..o e ACCOUNT NOIMIE! L
ACCOUNT NUMDET: ..o e IBANL L e s e e
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[ (O aTU T a'a] o1 R FUIl address Of IDANK: ... et
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A greater degree of expat protection

In order to consider your claim, we will need fo obtain copies of your medical reports and/or records from your physician. We can
only obtain these with your consent and therefore need you to complete the declaration below.

Under the Access to Medical Reports Act 1988, you have certain rights in relation o reports and/or records requested by us which
have been prepared by your physician, and these are summarised as follows:

1) You can indicate in the declaration below that you do not wish to see the reports and/or records before they are sent to us. The
physician that has treated you, or is planning to treat you, will then send the reports and/or records directly to us.

2) You can indicate in the declaration below that you wish to see the reports and/or records before they are sent to us. When we
request your reports and/or records from your physician, we will inform you. You will then have 21 days to contact your physician
fo view your reports and/or records, and to give consent to your physician fo send the reports and/or records to us. Should there
be any charge for providing you with a copy of the reports and/or records, it will be your responsibility to pay the charge. If you
do not contact your physician within 21 days, the reports and/or records will be sent to us directly. You can ask your physician if
he/she will amend any part of the reports and/or records which you consider to be incorrect or misleading. If your physician is
not in agreement, you may attach your comments before the reports and/or records are sent to us.

3) You can withhold your consent. However, if you withhold your consent we will be unable to proceed with your claim.

Your physician is entitled to withhold from you some or all of the information contained in the reports and/or records if: (@) he/she
considers that it may be harmful to you; (b) it would indicate his/her infentions in respect of you; or (C) it would reveal the identity of
another person without their consent.

Your personal information will be processed by William Russell Limited in accordance with the Data Protection Act 1998.

I hereby confirm that | have been informed of and understand my rights under the Access to Medical Reports Act 1988. | hereby
authorise any physician, doctor of medicine, hospital or other medical professional who has attended or examined me, to furnish
fo William Russell Limited or to its authorised representative any and all information with respect to iliness or injury, medical history,
consultation, prescriptions, medical investigations or treatment, and copies of all hospital reports and/or medical records.

D I wish to see a copy of the reports and/or records before they are sent to William Russell Limited
|:| | do not wish o see a copy of the reports and/or records before they are sent to William Russell Limited

| consent to use of the information by William Russell Limited for the purpose of data processing, electronic or otherwise; for
assessing my claim(s); for medical underwriting; and for disclosure fo other medical professionals involved in my freatment or
care, to William Russell Limited’s medical officers and emergency assistance service providers (including those based outside the
European Union), to my medical insurers and reinsurers, and to the plan holder (if other than myself).

Do you have any other insurance cover?
|:| No, | have no other health insurance cover. |:| YES, | NAVE COVEI WITN: .o

I hereby give William Russell Limited the authorisation to correspond with me by email regarding my claim. | understand that these
emails may contain reference to my medical condition(s) and financial payment information.
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Signature of ClaiMANT: ... ———————————————— (70 | (=

*This should be completed by the claimant’s parent or guardian if the claimant is a child under age 16, or by the claimant’s next of kin if the
claimant is unable to provide properly informed consent due to cognitive disability or otherwise, or if the claimant is deceased. Please also state
your relationship fo the claimant and provide contact information.
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Section B is to be completed by the claimant’s physician.

Patient’s details

FUI O it e e s et 4 o1 s et et et e e et et e e e e e e bR 1 eb bbb AR b bbb bbb bbb bbbt ne
DAtE OF DM v vvve v oesesssssess NGHONGIY: st Gender. [ Male [] Female
Was the patient referred to you? |:| Yes |:| No

If YES, please state the name and contact details of the referfing PhYSICION: ...

Dates of tfreatment received

Please confirm the date the patient first registered at your faCility/PraCHCE: ... ..o e
On which date did the patient first consult you for this pariCular CONAONT ........ciiiiiciii e e e

Please give a short description of the patient’s SYMPIOMIS/INJUIIES: ... bbb

In your professional opinion, for how long before this date would the patient have been aware of their symptoms? ...,

Your diagnosis

WHat iS YOU CINICAI QIOGNOSIS? ..cuvi et ettt ettt et e e et e et e et et et ettt et et st e e et et e e

Please give details of any fests performed and attach the Test FESUIS: ... e

Your treatment plan

Please provide a treatment plan including details of medications currently being prescribed to the patient: ...,

Medical information

Please answer all of the following questions:

1) Has the patient previously suffered from this or from any related condition? |:| Yes |:| No

If YES, please give full details of the previous condition/related condition, and the dates on which it first occurred: ...
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A greater degree of expat protection

2) Does the patient have a history of any of the following:

High blood pressure, high cholesterol, heart or circulatory disorders?

|:| Yes |:| No
Dicbetes? [ ]ves [ ] No
Asthma, respiratory or allergic conditions? |:| Yes |:| No
Spine, bone, joint or muscle conditions? |:| Yes |:| No
Cancer? |:| Yes |:| No
Psychiatric, psychological or mental disorders? |:| Yes |:| No
Any other disease or injury requiring in-patient treatment? |:| Yes |:| No

Declaration by physician

| declare that | am the patient’s treating physician, and that the details given above are, to the best of my knowledge, full, frue,
accurate, and complete.

Signature of PRYSICIAN: ... —————————————————— Date: ...
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PLEASE VALIDATE THIS INFORMATION WITH YOUR STAMP BELOW:

N
NAVIGATOR
Insurance Brokers Ltd. X

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 Global Health plans are insured by Allianz Benelux N.V., an EEA insurer registered in the Netherlands. Williom Russell Ltd.

The Global Travel plans and Global Personal Accident plans are insured by SHUS Insurance PCC Limited - Cell William Russell House,
SHUS, a Guernsey-based Protected Cell Company registered under the Companies (Guernsey) Law 2008. The Square, Lightwater,

William Russell Limited is the administrator of the Global Health plan range, and is authorised and regulated by the Surrey, GU18 5SS, UK
Financial Conduct Authority, registration number 309314.

T. +44 1276 486460
F:+44 1276 486476
ANS/2015/hk_claim/vi 5 E: claims@william-russell.com



