NAVIGATOR
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A\ /4 Policy Number fREE4R5%

' redefining / standards

GIObaI Ellte Health Plan Financial consultant’s code:
= o SEE & = BB RER AR SR
EFHERERE

Medical Claim Form (In-Patient) Crenee opsunts rame

EREEHR
Financial consultant’s

Part | — To be completed by the Insured/Policyowner contact no.:

DARBRA/RERE AEE EHBIBARE

Important note :

1. This form is to be filled by the Insured/Policyowner. Please do not sign on blank form and use the same
signature as policy record.

2. No fees, commission or charges of whatever nature are payable to Financial consultant or Employees of
the Company in respect of this claim.

3. To enable us to process your claim promptly, please answer all questions in this form as fully and “The company”
accurate as you can. “wxna” w ‘gag’
4. Please submit a copy of the identification document of the Insured and/or Policyowner, unless ) .
submitted before, together with this form. AXA China Region Insurance
EEEIE: Company (Bermuda) Limited
. N / e (incorporated in Bermuda
1. HHEFBRERFERA/REFEA - FVETEHFRLER > MESXRARRENR AR - with limited liability)
2. EEEZIS%E{ B FESGSUHERF4 E ReIEMEMEENERTARINEHERSEMES - ZERIRR (E5E)GRAR
3. FBOEMEFERLENETARRE U ?deﬁ%ttffF%ﬁTE’J%aEﬁuﬁ ° (MEFEIMAIMBR
4. MEZBIARFEZWRAR/LREFEANSBERM > EREILRFBR—HHER - RF)
AXA China Region
o - 3 222 iy Insurance Company Limited
1. Details of insured # & A & #} el
Full name of insured #H{RAZE & Gender 1£5]
National ID/Passport No G137 /&R SR 15 Date of birth 4 HEj

(dd/mm/yyyy)(H/ B/4F)

Contact number B#4&8E 5 Email address & Bt

2. Cause of hospitalisation [z /5

1) If caused by illness & FEFRER 2) If caused by an accident & & &3]
Date symptoms first noticed SR ENR HIZHEA : | Date & time HEARZAFR :

First consultation date B XKz2 : Place ih2h :

Symptoms of illness FEmEHIFEE Description B4\ :

3) Have you previously suffered from or been treated for the same symptoms or disability in the
past 5 years? If “Yes”, please provide details below.

BEAFEEERA LRERIM LR ERERIAR?

Date Disease/ Disorder (Details of | Medical practitioner/ Contact Details
HE# treatment) & (JAEFETE) Hospital B34 /2R I 4EFEE
(dd/mm/yyyy)

(B/B/%F)
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3. Details of current hospitalisation {750 £

Date of admission | Date of discharge Name and address of medical

NG ke B #3

practitioner/hospital

B4/ B BB

Diagnoses & date
of diagnosis
PR EA RS E

Please provide name & address of other regular (usually visited) medical practitioners

FAIRHAMEEMD R 2 B Rk

4. Other insurance coverage Hit{R[EZE#l

Name of Company

TRER /A B) 28

Policy No. Benefit Amount
REEARS RIS SR

Claim Status
EEEAER

5. Settlement method 73X 773"

By Cheque ¥ &

(To be drawn in Hong Kong i &2 15)

|:| Pay to Insured - F#1RA
[ ] HKD

D By Autopay B Eh#Eik

|:| Pay to Policyowner i F1REHFH A

|:| Policy Currency {RES &5

Name of bank account holder $£4TF OB A&

Name of bank in Hong Kong ZE#IR1T 278

Bank account number $R1T P O 58H%

IR RN RN RN e

Note:
* Settlement Method

1.

The settlement amount
will pay to the Insured or
Policyowner.

. The settlement amount will

pay to the Insured, except:

(a) Insured is below age 18,
OR

(b) Insured do not have any
bank account.

. The settlement amount will

be in policy currency, unless
specified.

EE

* ORI E

I BRESEIN FARRARR
ERAA-

2. BESEENTAEREA K

ElS
(o) BIRAR AR &

(b) WRA L ARFER (ETIRIT
FH -

3. BRIESTR - BESEEMN

REEMEST

206



6. Guidelines for document submission

E X RIERRRT A 6 5]

Please tick against the documents you have submitted together with this claim form. We will notify
you or your financial consultant if we need to obtain extra information from you or from other parties
to assess your claim. As the time required for obtaining the information varies, the processing time
of your claim will likely take longer time.

AR RERAIER S Z AL A5 - MHZRE TREMRBRE—TERMEF T 2R
R AR RS EEME TN T 2R - EEE"LISZ‘iﬁ@ﬁzéﬂrﬁfﬁﬁ,\,%ﬁTZ%EEﬁ BRE
AR REA L MER -

D 1. Claims form which is to be completed fully (original)
EHEZMNRERBR(EAR)

D 2. Itemized Detailed Bill with Cost Breakdown (original/certified copy)
S IAYI PRI E AR AR (IEA/1ZEEIA)

D 3. Result of the diagnostic test (Laboratory result, X-Ray/MRI etc- original /certified copy)
(where applicable)

PEHARER (LBRER ~ Xt~ BOAREF S EA/ZEEAK) (NEAH)

D 4. Prescription upon discharge (original/certified copy) (where applicable)
HBERFERET (IEAS / ZRERIA) (2038 )

D 5. Hospital discharge summary (where applicable)
oE B s (903 )

D 6. Medical reports associated to the existing medical condition (where applicable)

FE R AE A B B O B e o (20 )

If you have any questions regarding this form or any other aspects of the coverage, please contact our
Global Elite Customer Service at (852) 3723 3008 quoting your policy numbers.

Claims must be submitted along with all supporting documents within 90 days from date of service.
Send this claim form together with all supporting documents to Global Elite Customer Service at
Room 702, 101 King’'s Road, North Point, Hong Kong.

EETHARBERSREMREENEE BT -
PR EIREE THRELRSE -
REFFENRIEZDAE 900 KA - BRIFBHEMAXG—HER o B RERERGHEP G
&= EFFH “%Jﬁﬁﬁi% Hibh : HAILAKEE 1015 702 F -

B (852) 3723 3008 Hf&HMNETFIHER

Note:

Please submit copies of the
identification document of the
Policyowner and the Insured,
unless submitted before,
together with this form. This

is in accordance with the
Guidance Note on Prevention of
Money Laundering and Terrorist
Financing issued by the Office of
the Commissioner of Insurance
which requires that copies of
the identification document of
customers should be collected no
later than the time of payout for
identification and verification.

FE:
WEZM%% 32 G158 B,
R AR R—HERRERE
A&%&ﬁ)xﬂ’]%ﬁ?iﬂﬁﬂ%]
o #E?F%T%B;x“%ﬁ*ii)ﬁ?éthm
[ BhIE R B L R FEER
§:‘Ma§u T%BAAjZ\/ET—TLH"
AR SR P S5 38 B I
JZMM’EV HRE -
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7. Declaration and authorisation =M &I

| HEREBY DECLARE AND AGREE on behalf of myself and other persons referred to in this application/form (hereinafter
referred to as “Relevant Persons”, “We”, “Our” or “Us”) (for the avoidance of doubt, the expressions “Relevant
Persons”, “We”, “Our” or “Us” include myself and such other persons) that (1) all statements and answers to all
questions whether or not written by my own hand are to the best of my knowledge and belief complete and true; (2)
the Company is not bound by and is not required to rely on any statement which | may have made to any person if not
written or printed here; (3) any information and personal data of the Relevant Persons collected, compiled or held by
the Company from time to time (whether contained in this application or otherwise), may be used, stored, processed,
transferred or disclosed to and/or shared with individuals, entities and/or organisations associated with the Company,
reinsurance companies, claims investigation companies, industry associations or federations, fund management
companies, financial institutions, government authorities and/or the Company’s appointed service providers, in each
case whether within or outside of Hong Kong, for the purpose of: (i) processing and evaluating this application and
any other application for insurance or policy change / service; (ii) providing subsequent services to Us including but
not limited to administering the policies issued or direct marketing of insurance and/or other financial products or
services and data matching; (iii) evaluating Our potential financial needs; (iv) conducting market research for statistical
or other purposes; (v) marketing other financial services and/or products to Us; (vi) complying with the laws of any
applicable jurisdiction; and/or (vii) other services in connection with the operation of the Company’s business; (4) I/
We understand that |/We have the right to obtain access to and to request correction of my/Our personal data held or
controlled by the Company. A reasonable fee may be charged for processing any data access request. If I/We do not
wish to receive direct marketing information or materials, 1/We will notify the Company in a written form specified by
the Company. All such requests shall be addressed to the Head of Customer Service of the Company at 16/F, Tower
One, Times Square, 1 Matheson Street, Causeway Bay, Hong Kong. If We fail to provide any information requested in
this application / form, it may result in the Company’s inability to accept or process this application.

| HEREBY AUTHORISE on behalf of the Relevant Persons that (1) any employer, registered medical practitioner,
hospital, clinic, insurance company, bank, government institution, or other organisation, institution or person, that
has any records or knowledge of me/the Relevant Persons and/or who has attended or may hereafter attend to me/
the Relevant Persons to disclose such information to the Company as the Company may request; (2) the Company
or any of its appointed medical examiners, paramedical examiners or laboratories to perform the necessary medical
assessment and tests to evaluate the health status of myself/the Relevant Persons in relation to this application and
any claim arising therefrom; (3) the Company to give either the Hong Kong Federation of Insurers or other parties, as
required for proper administration of the Code of Practice for Life Insurance Replacement, a copy of the Customer
Protection Declaration and any related records or information. This authorisation shall bind the successors and
assignees of the Relevant Persons and remains valid notwithstanding death or incapacity. A photocopy of this
authorisation shall be as valid as the original.

| HEREBY DECLARE AND AGREE that | have the full authority from and consent of the Relevant Persons to make the
above declarations, agreements and authorisations.

FANERRFANEH AR RERREEZAT (T8 MEEAL] 5% T3 (BRfFsE . THEEAL] =
MMM EEEAARLRFERECHEMBAL) BRRER (1) ER—IRATMENRAEER » THEEAA
TS BAAFHE  HAFEZMEEREN ; (2) AABEAAELAERER - RGN RFE
HEEHEY - BERARRAZHEAR ; (3) BERAALER - #F B BERNEL/ HHZE A AMAEK
& RERIFE 2 EMHEBEATHEAER R HIE LR FS SR RS SRS T RN RREARESEAR
EHNREARBRERAL  BUEEER /HHE -  BRAF BRASAF  XAEAMNES  BeEEA
Al M  BUSHM R/ RERARREZREREREUTHZ (1SRRI PR R AR R
HREER/RIFEGFE (1) AEBEATRMEEENRY  HOBEERRNEEHRELEE  RRE /S HM
ERERSRG  BETISHEELENZE AR ; (i) SWHEEATNMERE ; (V) BIHSHARTSEMA
2 (v AREATER SRS L / RER ; (Vi REFEMEANREESERRE ; &/ (Vi)RHERS
A RFEHBEFERBOEMGRE ; (4 AA/BAPEAN/ BMEEREAAFEREERMEANBEASIHRE
EEREENEK - ERATHEEEMNERENNZREMEEER - MAN / RETEERLEETIGERES
ASHER > AN/ BAFFUESQRAEEEERABNELR - MEARERLRARREBWEEDME S5k
RESE6ZEARFRETERN - URMATRRBEMLERFEAHFNER  BARNTEESREIRILAG -

RAELRFAEAALREN) EMREE - EMEEE - BBk - 20  (RRAS) © 117 ~ BUTHARE - SEAM - #%
WAL NAESFEEMERAAN / HEALZTE &/ ABZSRATRGTLHRAEAN / HEALE - 57
REEADNBRGZEERRMEEAR ; (2) BARREMHEEEZRIEE  BRARR(ERAT - TR RER
EMEL AR FRERFEAAN / HMALETHE BRTE » EAERAAN MARA LRI ; (3)
BRAERERER - OEEREERGREMATERERTANEE Rt FRERAERL - UREMER
LHEER - WREEEMA L ZBRARZRARGANRN ; BIEAERALIECRETRE N WIRENAX
71 o WIREEN AR ERIERERN -

FAERERLAEEEAMATRERRRRAERIA LB - B RIRHE -

Name of claimant ZR{E A& National ID/Passport No S 55 /3 Fa 5k 7% Note :

Claimant refers to Insured or
Policyowner or the person who
filed a claim against the company

Relationship to insured E2¥%{R ABA{% Signature of claimant Z{EAZE 2 Signature date ZZ2HHA

EE
RENEBRRARREFHAK
EARRENAL

Mailing address/Contact tel no. Bfi4&ithit & &5

Name of financial consultation/witness Signature of financial consultant/witness
R EER/ RAEAEZ AR/ RS
Financial consultant code ¥EEfBERI4R5% Signature date 22 HHj
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Part Il - To be completed by the attending medical practitioner at the Insured or Policyowner’s expense
REXRBEZMG - L EAREZBYEERS EHHERASKRERFAZM

8. Patient’s details /5 A & £l

Full name of insured IR AR

National ID /Passport No B {45 /7R 5EHE

Date of birth 4 HHA

Gender 5!

(dd/mm/yyyy)(H/ B/%F)

9. Known history with patient &5 A K22 & #

Date the patient first consulted you for condition related
to this admission B R ERERKRAE XK B H

Name and address of medical
practitioner who has referred
this patient to you for this

injury or illness

HA BT H ALY

10. About the hospitalisation & [z & £}

Name of hospital

R

Date of admission
UNSA=E:

Date of operation
FhrHH

Date of discharge

(dd/mmy/yyyy)(B/B/%)

Hikz B3

(dd/mm/yyyy) Diagnosis
(H/B/%) Bzl

(dd/mm/yyyy) | Type of surgical
(B/B/%) procedures FiTiE 5|

(dd/mm/yyyy) | Nature and results of the
(H/B/%) operation FirEBERER

Chief complaint of the patient relating to this hosptialisation or surgery &)X ¥z sk Fira R A

Brief discharge summary e (BIF6% - 2ERF ~ SR - (18 ER/SREH#)
(including treatment, investigation procedures, results, and/or any complications and follow up plans)

Did the patient take any home leave during the hospital confinement

ARSI TR HR BERT 2

|:| Yesi2 D No#&

If yes, please specify the reason for home leave

WE - R R R

Period of home leave BEFRRRES

11. About the medical condition B 5E &E I

|:| Due to an illness FIEHEE

Diagnosis Date of
e Diagnosis
ZETRHA

Date of the first
consultation for
this condition

BERKZEH

Symptoms presented during
the first consultation

BIRRZHRE

Duration of
symptoms

PR IR

Has the patient ever had the same or similar conditions or symptoms in the past 5 years? If yes,

please elaborate. IEABEAFEEBFEERR ? NF - FBFEARE -

50f6



I:l Due to an accident FE 1 EE]

Date and time of incident Signs of bodily injury e.g. visible bruise or wound

sSANE st SEPERRAGR

Was illness/injury related to the following condition ¥&B/ 22 EHM TIERIE ?

1. Congenital anomaly YesE NoZ | If answer is “Yes”
3 o0& ,
HRMEEE D D please state details
- W FEIRGEE A
2. Self inflicted = \ ’
o Yesi® NoZs | &gy
b [Jves [[INom | g
3. Psychiatric condition Yes2 NoZs
i il [Jves2 [INo
4. Influence of alcohol, drug or intoxicant I:l Yes2 I:l NoZ

EIICERYEZ

5. Obesity, weight reduction or weight improvement Yes2 NoZ&
Pl [ves2 []

6. Pregnancy, childbirth caesarian section, abortion D Yes2 |:| NoZ&
or miscarriage %2 ~ A% ~ EERRASURE

7. Treatment related to infertility D Yes2 |:| NoZ
RERE

12. Progress of recovery REEE

Date of last Physical findings Treatments JAE Indication for
consultation SEER Follow-up E=2HER
RERZHE

Current physical or mental impairment Factors there may have contributed or lengthened
RE SRS AR the period of disabilityZE 2% {558 B A R A

If the patient is still unable to return to regular occupation, what is the future treatment/
rehabilitation plan? And what is the expected date he/she may engage in any other occupation?

WRAMRATEEERREIE  2EAHMABR/EES ? Bt AT EEEAAEMIE?

13. Medical practitioner declaration and agreement

BRARZE

| HEREBY CERTIFY that | have personally examined and treated the Patient in connection to the above
condition and that the facts as given above present my opinion of his/her condition. | declare and
agree to make the declaration on this claim form.

RAENBRHBRBAEHDA U EHRNEEENDAARERU ENERMRERR - AAE
WEALEE LR R EENTEERIRFE L 2 LET R

Name of medical practitioner 524 Z 7% Qualification 2282254 Specialty HHEEH

Contact Tel. No. & Mailing address B 4% 8 55 & Motk

Signature of medical practitioner 284 25 2 Date HEA
(dd/mm/yyyy)(H/R/4F)

N
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