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X redefining / standards

GIObaI Ellte Health Plan Financial consultant’s code:
= o SEE & = I B R R AR SR
RFHERERE

Medical Claim Form (Out-Patient) Foancil constants rane:

MR R ERE

Financial consultant’s

Part | — To be completed by the Insured/Policyowner cgg;%ct noﬁ.i:i% u
\ s ag . 352 A R Y T A S
HERERA/REBEAES

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 accurate as “The company"
you can. ”ZE/L-\\—J _Y, “i/'\j” .
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
EEEE: Company (Bermuda) Limited
i ted in B d
1 HEEREERRA/RESEA - BOERARHRLER - TE SR ERRENTEI - ihsbeiitaia
2. BRMARE  EFRBIMEMFAE - ASREMETNE AT AL DNEYREIRR LIRS - R BRI (E50E) BRA S
3. REELRFR LA EME  UHRAZE T RERS - (REFEAMAZNER
4. WMEZBIRBEZIWRAR/SREFAANZHEBM > FRELRBR—HHE AH)
AXA China Region
H H 7 2y Insurance Company Limited
1. Details of insured xR A Z £l R SMARAT
Full name of insured X {RAZE & Gender 17!
Note:
* Settlement Method
National ID/Passport No 51378/ B 515 Date of birth tH4E B 1. The settlement amount
(dd/mm/yyyy)(H/B/%) will pay to the Insured or
Policyowner.
Contact number Ff#4&E 5% Email address S EHiiit 2. The settlement amount will
pay to the Insured, except:
(a) Insured is below age 18,
OR
(b) Insured do not have any
bank account.

2. Settlement method 171' %i' 7?;%* 3. The settlement amount will
be in policy currency, unless
specified.

D By Cheque X Z

(To be drawn in Hong Kong it &R H) EE
N * /i
I:l Pay to Insured f~FFHE4RA I:l Pay to Policyowner S F1REZFH A ki
. | BESTHENFRERARR
[ ] HKD g [ ] Policy Currency {8 £t BRAA -
2. BHESEENFHATREA K
ElH
[[] ByAutopay BEbEA (o) BAR A+ 3
Name of bank account holder $R1T A B A& (o) WIRA I ARG (EAIRIT
FQ -
3. BRIEBITHR - BESEGZIU
REEIEST -

Name of bank in Hong Kong & #H$R1T 278

Bank account number $R1T P %855

IR RN RN NN EEEN
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3. Guidelines for document submission

EX RERREAX 6]

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.

AN R R R AR A2 T A A 0L A5 o

BB

REEFEBAMETRE T ZIEMER - BRNREERCERNFHER BT ZRERS

ATRRULTIER -

MFHEE TSR EMEBR T — S ERHER TZ%

Dl.

Claims form which is to be completed fully (original)

BIRZMRERER(EX)

l:’2.

Itemized Detailed Bill with Cost Breakdown (original/certified copy)
FADIES BRI E AR AR (EAS/ %5 EIA)

DS.

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

PEDRABAER (LBER - Xt - OHBRER S EAR/ZERE) (MEA)

D4.

Prescription (original/certified copy) (where applicable)

BR75 (IEA/#ZEA) (A F)

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.

EE

ﬁDEZﬁuﬂ%ﬁLxﬁﬁ}‘ A,
AN RS R —HHEZRERE

}\&%&"ﬁ)\ﬂ’]%fﬁ EX IR

A o R R ERIEEE N

[ IR BE R RS FHEE

BIE5]) REARBAETER

R SR S SRR XX i
B AV R -
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4. About the consultation K=

To be completed by insured/policyowner for claims below HKD4,000,/USD500
#E#4,000/37T500 L THRERZLERBERA/REBEGAES

Name of clinic

2R

Date of consultation &= Diagnosis
(dd (B/B/%) g

%2 B 3 /mm/yyyy) o=

Date of Previous (dd/mm/yyyy)( B/ B/%)

Consultation
(for similar condition)

SRR HIA Amount Claimed
(BRMERER) RESHTE

Symptoms of Insured /Policyowner relating to this consultation #H{R A IREFE AR K K2 HHER

Details of Treatment given/Name of Medicine Prescribed A£G R EY) 21
(E.g. Injections, ECG, Laboratory test, X-ray, Minor Surgery. Please provide the test report(s) if any)
(Gn5E5T ~ DEE ~ LEBRAER ~ X ~ NEF - MF - BERAUARES)

Have you ever had the same or similar conditions/symptoms in the past 5 years? If yes, please
elaborate.

BEAFEEBERERI ? WE » FFERT -

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.

FRETHEARRBRSIEMREAREE B IR - FBHE (852) 3723 3008 HifsH MM EF1HEE
PR - LIRHE THRERS

RIEBFENETZZAE 90 XN - ERAMBEEBEXXE—HER - AL REREREERX 4%
E EFREEFRY > Hhith  HEILAREE 1015702 F -
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5. Declaration and authorisation =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.

BANEHARFANEHMARRFERREEZAT (T8 MEEAL] =% T30 (BRefFsE . THEBEAL =
MM EEEAARLRFEREZHMAL) BRRER (1) LE—TRERMENREER  TREEAA
BMTME > MANRAAE  WAEERMAMERAN ; (2) KAABEMAMELNEMER  WEEHELRFES
BEERET - BEARRASHAR ; (3) BERAAANER - #F B BERNELR/ HZEAAMTEK
& RERFE ZEMHEEATHEAER R HIE LR FS R RS SRS FEMRREARERENR
ENREARBRERAL  BUBEEE /HHE - BRAF BRASAF ENEMNEE  BeEEA
Al M  BUTHM R/ RERARREZREREREUTHR (1SRRI PR R AR RS
HREEL /PRI (1) AEEATRMEEENRS  HOFEERENEEHRELEE  RRL/ SHM
SRERSRBF L EETISHEELENZE AL ; () SWHEEATNHNERE ; (V) BTHSHARHTEMA
(V) AREATERMERRE L / RER ; (Vi) RESHEMERANREESERRE ; &/ (Vi)RHEERS
A REBHEERBOEMBRE ; (4 AA/BRMPEAN/ HMFEREADFEREERMEANBEAGRHRE
EEREENER - EREUHEEEMNERENNEREMEEER - WAN / BRETEERLEETISERS
AHER > AN/ BAFFUSQAAEEEERABANELR - MEARE RV ARREEWEEDMEH 5k
RESE6BER FRE T ERE - URATERRMEMLERFABNER  BARRTREESREIRILAG -

ANELRFABATRIEQ) ETRE - M - 8 - 26 RRASE  RIT ~ BUTHE © HMDAR - #
WAL NAESFEEMERAAN / HEALZRE &/ ABLSRATEGTLHRAAN / MEALE - 57
REFADNBRGZEERHRMREAT ; (2) BARARNEARIEECRIEE - BRABRERAT » TR RRESR
EMEE AR REREEAAN / A LETHE BRTEOR » ERERAAN /MARALZRERR ; (3)
BRARNATEE  BEERREBSIAMPITEREERTRNBE  RUEEFREZHERA - DREMER
LA - WREEEMA L ZBRARZBRARGANRN ; BIEERALIECRETRE N WIRENAY
1o WERAEEN AR EABRERT

FAELERLAEEEAMATRERRRARAER L LB - B RIRHE -

Name of claimant & A& National ID/Passport No S5 /# B 5ETE

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

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

Name of financial consultation/witness Signature of financial consultant/witness
EEEER/ RAEAEZ AR/ RN E
Financial consultant code HEBiEERI4RSE Signature date 2 HHA

Note :

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

gz .
R

REANEERAIREFAAR

BRRREHAL

46



Part Il - To be completed by the attending medical practitioner at the Insured or
Policyowner’s expense for claims above HKD4,000,/USD500

HIERIGE M - HEEFEREE4,000/%£57T500 L EAERFSEREEE
ERAHRBRARREREAZN

6. Known history with patient & A K22 & #

Date the patient first consulted you for condition related (dd/mm/yyyy)(B/B/%)
to this visit ENRAERRIERN K2 HER

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

BB E AR

7. About the consultation &2 E

Name of clinic

R AT
Dgte of visit (dd/mm/yyyy)(B/ B/%E) Date qf previous visit (dd/mm/yyyy)(B/ B/%E)
k2 HER wIESRZ A

Chief complaint of the patient relating to this visit 38X K2 & £ EHFR

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

please elaborate. HABEAFEEEBRIERER ? W0F » AR -

Type of treatment or medicine prescribed (including treatment, investigation or procedures)

RFTEARENRT (B5Fa% 0 2EHERF)

Was illness/injury related to the following condition Y5/ S 2B MU TIEREIE ?

1. Congenital anomaly Yes£ NoZ | If answer is “Yes”,

HRMRE D D please state details
A R

2. Self inflicted [Jvest [Inoa ﬁﬁ AT HREA
BHGE :

3. Psychiatric condition Yes& NoZ
T3P [ []

4. Influence of alcohol, drug or intoxicant I:l Yesiz I:l No&

SEREYZE

5. Obesity, weight reduction or weight improvement |:| Yess2 |:| No#&
BERZR

6. Pregnancy, childbirth caesarian section, abortion D Yes= l:’ No%&
or miscarriage %% ~ Sk - BERRZRE

7. Treatment related to infertility |:| Yes2 D No&
SBEAE

50f6



8. Further treatment plan or follow-up appointments

e

Please give details of any further treatment plan or follow-up appointments

FERARD H E AR R B B e R

9. Medical practitioner declaration and agreement

BRAREZE

| 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.

AANEHRBRDABAELRZE - U EERNEEENTDAARRU LNBERMRHER - AAE
WERAEEE LR —YRERMENRTEERIREE MU REEM

Name of medical practitioner B4 &% Qualification B&22 & 1%  Specialty B &K

Contact Tel. No. & Mailing address Bf4&E =% X sk

Signature of medical practitioner B84 22 Date HH

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

NAVIGATOR

Insurance Brokers Ltd.

Unit 8E, Golden Sun Centre, 223 Wing Lok St, Sheung Wan, Hong Kong

Tel : +852 2530 2530 | Fax : +852 2530 2535

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