For hospitalisation and day-case surgeries E5t)a% « Ebz Kk B DO T

Bupa Hospital & Day Surgery Claim Form {RiA{E 5k BIEF i EHER ”H" ml” | ’l” ”” ||||||‘| V
OP/BCFH-HH/1M7

Please complete in BLOCK letters and preferably in English. Patient’s membership number is MANDATORY and MUST be provided. i AR X IEPEIAE » MBREFAS BRI -

Part | - To be Completed by Patient or Parent / Legal Guardian if Patient is below 18 years of age

E—# — HBEAESE - MHBEART18EE  FHRARR/ SEHEAESE -
Membership No. of Patient 5 A & & 479 (16 digits{i) Name of Employer (for group contract only) 1B &% (RIERKEEA L)

Occupation (For Bupa Hospital cash scheme only) Date of Hospitalisation / Day Case Surgery : From to
BE (REANREERRSREE) Bt / BAEF1lT A &7 £ z
) DDH  MMA  YYEFE DDA MMJA Yy E
Mobile Number Email Address
RENE ERIE BELI
If hospitalisation was due to illness # [ & M £ % If hospitalisation was due to accident % & & 5P £ Bz
1. Describe symptoms leading to hospitalisation Date when symptoms appeared a. Please provide details of the accident 3Rt E HNaElE
B E AN EGBRIR AL AEAHIER B EA
Date Time Place
H A B h2h:
2. Post medical consultation history - Name & address of: b. How did it happen? E/MNIO{aIE%4E?
BARDICEE — AN KL
a. Doctor who recommended this hospitalisation First consultation date #1%2 B i
ERRRAREE A

c. Injured area, type and severity of injury S2{5ER(L - FER| K155

b. Other attending doctor EfthF %2 First consultation date ¥)22 F i
A PN ) - N d. Has the accident been reported to police? E4ME A RE?
c. Usual medical doctor 18 i 84 First consultation date ¥ B £ [ Yes £ (please provide a copy of the police report F1E{ 5 BIfEZEIA—17)
[INo 7
If this claim has been / will be filed with another Bupa contract or other insurer, please specify below 202 /OAEE /IS F BFRAEMA O HMRB AT RE - F7IHO T~
Name of Insurer Policy / Membership No.
REBREIET : RE | GERR

Declaration and Authorisation 2B {B#E=

| hereby declare that the above information given is true and correct. | also authorise any medical practitioner, hospital, clinic, by whom or where | / the Member have / has
been observed or treated or any insurance company or organisation that has any records or health information concerning me and / or the Member for any reason, to give full
particulars thereof including prior medical history to Bupa. A copy of this authorisation shall be considered as effective and valid as the original. | understand that if | and / or
the Member fail to provide any information requested in this claim form, it may result in the inability of Bupa to accept or process the claim. . ‘
RAGEUER - DA LFTAR — AR - YBERSEHN - AAY ARBEEAAAA / FEBRIOENELE - Bl - 207 SUSAARAR /G BEFREMER 2R BSHEE A
%}% {;%?;{%%%%Bﬁﬂ (RIERE) 2XFRIA - NEFEEZARNBEREBRENT] - AABH  MAAR /A& ERERABERBRAMBIRETHER - AJREFEIRMIEES
NERIEAREHERGR ©

Personal Information Collection Statement 18 A & ¥}k £ 2285

| have read and understood the Personal Information Collection Statement on the last page of this form. | understand that | have the right to request Bupa to cease using my /
the member’s Personal Information for direct marketing purposes by writin? to Bupa's Data Protection Officer or calling the Customer Care hell%desk. N .
RABHBHAAARERE - ENEAERKERR - THARNABRIHRBHNREEHFTEINERFPIREES - UERRBEFELEAA/GENEABHEERTISHERS -

(MANDATORY M/E%E) X

Date HE}: DDH/MMA/YYE

X X

X
Signature of Patient / Parent or Legal Guardian (if Patient below 18 years of age) Name (in BLOCK letters)
WARE | FELAEEEAFZEART\ZA T ZHA) R (FAEREXER) HKID / Passport number %78 & 778 / i FREEHS

Remarks: before sending in this form, please read below Claims Submission Guidelines to expedite the process of your claim reimbusement. % < ARG IEE .2 EE7 - BRE BB HEFAAME P2 S EEZES
Claims Submission Guidelines 123 i {8 H 515 5|

Please tick against below items submitted with this claim form. Please note that no reimbursement of claims shall be made for (1) Claims submitted after 90 days from the date of
discharge/ treatment, (2) Claims with missing / insufficient information. FE/ 1R B ERFRF N TFIEE N Ev 5 - HIERBEUTER - BERFZHNEIHE — (HEFERF
RKIWARBIORMEBIER - QFHERTR °

Document List 5 Reminder on common missing information &% &R E#
[Z1 Claim form Part | (completed by patient) BFERFE— 5 (ABEAER) Membership number has been provided

[Z1 Claim form Part Il (completed by doctor) BiEERE — 25 (XL BEIEDS) 4 BIRE R

[ Original receipts TEZRUHE / Patient has signed on Claim form Part |

0 y RAERBRER LE—HHEE
Certified true copy of receipts (if original kept by other insurer) and/or claims statement advice . .
BEEANE (MEAKEE R B MRRAR) RAREEE BN 7 Doctor hasfilled Claim form Part I

BABEZBAERNE_ID
["] Hospital Authority (HA) discharge summary / slips with diagnosis, if any . ) .
BREERELNHRG / DEARBNE (0E) / Doctor has signed and put chop in Claim form Part Il

BEEREER EE-HHEBRED
["] Copies of all lab test / medical reports {F.& / 1% R 45 &Il A<
[_1 Pre-authorization confirmation, if any ¥ {REZE R (101H)

Request return of certified true copy of receipt(s). Originals will be retained by Bupa and not be returned. [ Yes 2 [INo &
ESRBIWIRHZBRIA o RIDEHRE BIRER -
Send the completed form & supporting documents to Customer Care helpdesk &S IR#H4z
5 RGN &R Bupa Members R & B Hang Seng Bupa Members {84 RA% &
Bupa (Asia) Limited - Claims Dept. Individual Scheme fELAZE| (852) 2517 5333  Group Scheme E#E:TE| (852) 2517 5988
RAE GEN) BRRATE - AU Group Scheme M#Ext#I (852) 2517 5388  Essential #i% (852) 2517 5588
18/F, Berkshire House, 25 Westlands Road, Quarry Bay, Hong Kong Bupa Gold RiAE &E (852) 2517 5383 Excel/Excel Plus/Global #/8i%/%% (852) 2517 5688
BB SRR EMK2SER KE 8 Fax & (852) 25481848  Fax {HH (852) 3973 6948

OP/BCFH-HH/1M7-2K



Part Il - To be Completed by Surgeon / Attending Physician £ =% - HEX 2

Remarks: Please attach copies of histopathology, endoscopic, diagnostic / laboratory tests report, operating theatre summary
i : WERRES - MEH  BEELE  RREE  FHERERIFXE -

Name of Patient AR E: HKID Card No. / Passport No. & 5105715 / RS
Admission Date ABzE[E: Discharge Date Hifx B #:
DD H MM A Yy # DD H MM A Yy #

A. Clinical History FIs2 /%

1. Date on which the patient first consulted you for the condition or related illness / injury which led to this hospitalisation / treatment / diagnostic tests?
BABRF LR ERRBERZE - MABRRIER /685 / DEE LRz RP B2

2. What were the patient’s chief symptom(s) / complaint(s) for this hospitalisation / treatment / diagnostic tests? FWARKXEERAERK B FALR « B EBEHDEHLER?

3. How long had the patient been experiencing these symptoms before the first consultation? FEHBABRRZE - ZEHCBESRER?

B. Hospitalisation History &% E

Final diagnosis SHiE4R: When was it made &2 EREAELDE
Operation performed Fii &#&: Date of Operation F1if BHi:

Surgeon / Assistant Surgeon name NEIE& 4 / BhIESMRIBEAE 1B

Recommended treatment, diagnostic tests and the reason
for the treatment #2365 @ DEMEH LR EBRRE:

1. If you have referred other doctor to the patient during the hospitalisation, please provide the following relevant information.
FMERREIR - AT ESBAENERAEE  BRMETIERES -
Referred doctor name B4 % Referral reason BN RE What treatment the doctor performed JaE %1

2. Brief discharge summary (including onset and duration of sign and symptoms / disease, etiology, types and results of major examination, treatment, complication and
follow-up plan). HRRE: (EHEHABRFRFERANFEREN  BE - BREEEER  BRAE - HEERRERE )

3. Has the patient taken any home leave during this hospitalisation? RM{ERER - BmAEBERBIMNE?
No # Yes & Please state the date, time and reason #5185 B « BRI RE

4. If hospitalisation has been arranged for scans, diagnostic testing or a procedure that is normally carried out as a day case, please explain the reason.
MR ER RERETDERR - BB —MBEFM - FRBLHBAERZRE -

C. Professional Commenty H¥ER

1. In your opinion, was the hospitalised illness a recurrent episode or a chronic disease? If so, when would be the first episode?
RETER  RRFREEAERMEFERSIEFE? N2 - ARAERFRAM?

2. Has the patient ever had the same or similar symptoms(s) before? E A LA E & BERER?
No # Yes & Please state when and describe details ##8 A #i R 15

3. Was the condition due to or associated with the following (circle the right answers) LiliER2EEATEBERE? EEHERER)
accidental bodily injury / the abuse of drugs or alcohol / AIDS / HIV related iliness, veneral disease or sexually transmitted disease / pregnancy, infertility or sterilisation /
refractive error / treatment for cosmetic purpose / mental or nervous disorder / congenital condition / hereditary condition / developmental condition /
self inflicted injury / general check-up or vaccination / NONE OF THE ABOVE
SRBHNZE  BEAEYER | ERRENIRZE (BER)  RARREHRIEFE HIV) - WHEIREEBRRZRE /B2 - TARBE ( RAOTER | RRAR B ERE / ERMER /
BEEMRE RBERE/BRET/ —RIVBERHOES / U EZBTH

4. Had the patient been previously treated or hospitalised for this or any other disorders? If so, please give a brief summary (including onset and duration of sign and
symptoms / disease; etiology; type and results of major examination; treatment and follow up results)
BABEGERMRFLEMFENFEZIDARAREZAR? WEE  BRBHRE FEILERFERRFANFERREBAS - FE - BRUEEREER - AR - SIUERREE -
Dates BEf Disease / Disorder / Complaint 3% / %3 / H15F Details of treatment / hospitalisation &% / {Xf #UzE1E Name of doctor / hospital &M & / B &

(Please use any separate paper with the doctor’s signature on it if more space is needed EEZHIES ' BREANBEELENEEMES)
D. Others Hit

1. Are you the patient’s usual physician? BT 2&BEANRIEE?

i. Yes® please fill in question 2 FEBEE 2
ii. No& Does the patient have any other usual / family doctor(s)? if Yes, please give us the name(s) and telephone no.

FARDEHMHRE / REBE? M2E  FRUMEREENRS

2. Please fill in the date of consultation and the symptoms and complaints of the patient for each consultation FEEB®A AR 8RZENHEEHK BR
Consultation date 34 B Symptoms / Complaints 55 / F5f Recommended tests / treatment BE N HREFIEHE

3. If you are referred by other doctor, please provide the doctor name, contact number and address. MBI T3 E B4 - FRMEZBENMS - BESFRBIE -
Surgeon / Attending Physician’s particulars 32824 &%

Name of Doctor B4#£: Telephone No. &3: Email Address & &Bitiit:

Address #hiit:
Signature and Chop of Surgeon / Attending Physician X2 B4 ZEREE Authorised Signature and Chop of Hospital RSt EREE

X X

Date H#A : Date H#A :
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Bupa (Asia) Limited (the “Company”’)
Personal Information Collection Statement (“Statement”) relating to the Personal Data (Privacy) Ordinance (the “Ordinance”)
In compliance with the Ordinance, the Company would like to inform you of the following:

1

2.

3.

8.
9.

10.

n

From time to time, it is necessary for you, or the Member, to supply the Company with certain personal information when you apply for insurance or financial products and services from
the Company, or when you apply to make changes to your policy, or when you renew a policy;
Failure to supply personal information requested by the Company may result in the Company being unable to process your Application and/or provide products,
services and other related services to you, or the Member;
During the course of your relationship with the Company, further personal information relating to you, or the Member, may also be collected in the ordinary course of our business, for
example, when you lodge insurance claims with the Company.
Personal information relating to you, or the Member, may be used for the following purposes:
a. processing, assessing and determining any Applications for insurance products and services;
b. offering and providing products and services to you, or the Member, and processing requests made by you, or the Member, from time to time, including but not limited to requests for
addition, alteration, deletion, maintenance, management and operation of insurance benefits or insured Members;
c any purposes in connection with any claims made by or against or otherwise involving you, or the Member, in respect of any products and/or services provided by the Company
including, without limitation, making, defending, analyzing, investigating, processing, assessing, determining or responding to such claims;
d. performing any functions and activities related to the products and/or services provided by the Company including, without limitation, audit, reporting, market research, general
servicing, maintenance of online and other services, identity verification, data matching, research and statistical analysis, and reinsurance arrangements;
e. provision and design of products and services of the Company;
f.  exercising the Company’s rights in connection with provision of insurance products and services to you, or the Member, from time to time, for example, to determine any amount of
indebtedness from you, and collecting and recovering owing from you or any person who has provided any security or undertaking for your liabilities;
g. communication with you or the Member in relation to any of the purposes set out in this Statement;
h. enabling an actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part 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
i.  making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company.
Personal information collected or held by the Company relating to you, or the Member, will be kept confidential but the Company may provide such personal
information inside or outside the Hong Kong Special Administrative Region, for the purposes specified in paragraph (4) and (6) to the following classes of
transferees:
a. the Company’s group companies (“Group Company”);
b. any insurance intermediaries authorised by you and the Company;
c. any re-insurance companies authorized by the Company;
d. any agent, contractor or third party service providers who provide administrative, telecommunications, computer, payment, data processing or storage, printing, research or other
services to the Company in connection with the operation of business (including without limitation insurers, banks, lawyers, accountants, claims investigators, debt collection agencies,
data processing companies, research agencies and professional advisors);
any actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business;
any person to whom the Company is under an obligation to make disclosure under the requirements of any law, rules, regulations, codes of practice or guidelines binding on the
Company including, without limitation, any applicable regulators, governmental bodies, industry recognized bodies, credit reference agencies, the Courts, and where otherwise
required by law.
Only with your consent or with your indication of no objection, the Company may use your, or the Member’s personal information collected from time to time, including name, contact
details, gender, health and family status, to provide you, or the Member with marketing communications relating to the following of the Company, Group Company, or co-brand partner or
business partner of the Company, including:
a. Insurance, medical, healthcare, financial and related services and products; and
b. donations and contributions for charitable and/or non-profit making purposes.
The Company will not disclose personal information relating to you, or the Member to third parties for marketing purposes without your consent.
Under and in accordance with the terms of the Ordinance, you have the following rights:
a. to check whether the Company holds personal information relating to you or the Member and to access such personal information;
b. torequire the Company to correct any personal information relating to you or the Member which is inaccurate;
c. toascertain our policies and practices in relation to personal data and to be informed of the kind of personal data held by the Company, and
d. torequest the Company to cease using your personal information for direct marketing purposes.
Requests can be made in writing to the Company’s Data Protection Officer at the following address:
Data Protection Officer,
18/F, Berkshire House,
25 Westlands Road, Quarry Bay, Hong Kong
In accordance with the terms of the Ordinance, the Company has the right to charge a reasonable fee for the processing of any personal information access or correction request.
For any enquiries about this Statement, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.
Nothing in this Statement shall limit the rights of customers under the Ordinance.
In case of discrepancies between the English and Chinese versions of this Statement, the English version shall prevail.
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