Bupa Clinical Claim Form {R{AF952 B {E RS

Only completed original claim form is accepted R EF EIEZ 2 fEEHFERIEA Claim Form No.
BRERBRETR
Name of Subscriber / Employer & A | EEX47 : Day Time Contact Tel. No. A B4 E5 :
Name of Employee (for group contract only) EE# 4% (REEREERAEY) : Date of Birth {4 R :
Name of Patient (if other than Subscriber / Employee) BAKZ (MFHREATEE) : Email Address ZEAL

To be completed by Member F18 S5 Membership No. of Patient FABE#RSE (16 digitsfir)

Please fill in the nature of claims and breakdown of charges & FREHE R R EWE A Y Y S el Y I Y N I N B

Must be completed %/EHE

Nature of Reimbursement Z{&1E (Please put a " in the appropriate box E1EEREFHRAML V")
Date of Physiotherapy /* |  Diagnostic * Chinese # o ) )
No. treatment GP Specialist * Chiropractic Imaging & Herbalist / Other (pls. specify) Ar:r(])g;é Lr;(i:iatted Elrr;tcz wfg:etg; patient had these symptoms
FPek OGR! LENEE | FREL WEREE | Lab tests gfnesgé:;r Hit () i %@p b /\EQ?EJ BEREEATRR ?
DDH / MMA | WY BEORE | ZERERER| TE/ BT o ) ’ e
1.
2.
3.
4.
5.
* Doctor's referral letter is required %/EiE[R B A BN EER # Chinese Medicine prescription is required 247817 %4877 42
Post hospitalisation follow up visit &2 E#EED : O Yes @ O No & Date of hospitalisation %t H # : From & DDH MMA WE to & DDH MMA YYEE
Have you ever made or will you make any claim request for compensation from any organisation as a result of this treatment? FEEAH » BEATHLAEARBEEREE? OYes &8 ONo &
If Yes, please specify the name of the insurance company / organisation : Policy No. / Membership No. :
WA - BIIBREAR | AR RENGSRR

Please tick "Yes” for return of certified true copy of receipt ZIFEEEMIEHIZERIA » R “=” ML “v” OYes 2 ONo &

Declaration and Authorisation EEA R IRHEE
I hereby declare that the above information given is true and correct

I 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 this claims

RANGEULLRRE - DA EFTAR 2 — AR 1M E R

RAY BEREEMABEA I FEBR TR BRET  2FT BSAEAAR / AR BRRREMERZRBRARIEEEAAR / R 82 2 BEREERE) 2R TR AREE 2B ARIERARS™RS

RABE - MAAR [ 5& KRR AR ATHR IR (LR 308 B AT At @ M BURIA T A iR XSl SRR AR R 55 o

Personal Information Collection Statement

Purposes: | understand and agree that all personal information relating to me / the Member collected or held by Bupa, whether contained in this application, or obtained in any claim processing procedure or otherwise from time
to time, may be used by Bupa for the purposes of (1) processing this application and providing subsequent services; (2) processing any claims analysis and/or medical or other insurance*re\atecr]checks; (3) provision and design
of products and services of gupa or any of its group companies; ?4) marketing of products and services of Bupa or any of its group companies (but not other persons or organisations); (5) data matching, statistics and research; (6)
communication with me / the Member in relation to any of the purposes set out in this statement; and (7) satisfying any applicable legal or regulatory requirements

Classes of data transferees: | further agree that such personal information may be transferred for the purposes as specified above to any of the following parties (within or outside Hong Kong): any group company of Bupa, any
insurance intermediary as authorised by myself, any reinsurance company, any claims investigation company, any service provider providing services to Bupa, any association or federation relating to the insurance industry or any
person or organisation as required by law.

Consequences of non-provision of personal information: | understand that Bupa may be unable to process this application if | fail to provide any information requested in this application or otherwise by Bupa.

My rights in respect of my personal information: | further understand that (1) under the Personal Data (Privacy) Ordinance, | / the Member shall have the ri%ht to request access to and correction of any personal information
concerning me / the Member provided to Bupa; and that all such requests can be made in writing and addressed to the Personal Data Privacz Officer of Bupa at 18/F DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong
Kong or by other means as Bupa may notify me from time to time; and (2) I/ the Member can contact Bupa’s Customer Care helpdesk on 2517 5333 (individual members) / 2517 5388 (group members)* for any enquiries about
the gersopa\ Information Collection Statement.

EPN =gt e 3= L]

R AN E R R ERIA SIS  (EARERRFRE R ETE R RS EEMANGBOEAAR - ATERIDEL T (1) BIRILERE AR ERIR ¢ (2) RIBEAREIN /R ARFRAMRBERNER
(3) BB R RAT IR S SR M R EE R R IRTS + (4) R RIA S LS Mg 0 E f RIS (B TR B REEMATSHE) « (5) ERZE - St RIAT ¢ (6) BEM A ATl &) A EA A/ SR - R(7) BFERIEEENK -
%gg?égﬁiﬂiﬁégﬁﬁ%‘&%/\ﬁﬂﬂi%ﬁ?ﬂE%ﬁi\%tk?%%(&%i%%?@i%?\\) CEARENERRE AAZENRBTNOA - BRBAF - BEFAEAF ARNEREEOHERERE  RexHasme %
7 SkEN{Em HEE -

REERBEARNNER | RAPROERATRRMU RFRRIOERNEMER - RIOTREEITUL R -

AREABRER  AABB) RIBEAERFLR)IGP] KA /2 SEREM RMEERMATTERRAA/ S ENEREAER - ABERERNRIAEAERILE T ER i AEBHSBEMBK25RABTHEDLI8E &
FRARAA NS 3B AR A E MR TR AT & (2) AA/ZBNHEAE R EBAFERNESH AT RERANTFRBHR2517 5333 (AAFTE®E) /2517 5388 (Mt RIgE)” -
X
Date HE Signature of Member EE5ZE
Remarks: before sending in this form, please read below Claims Procedures to expedite the process of your claim reimbursement. fiz# : BIIREIER T2 BEEE » AR EE B X ARE TEC EEREF
/Claims Procedures RERER
Please check if you have done the following before claim submission: HEERBEPEN > ERETIREZECHR :
1. Sign and complete this claim form. 1. FERAZIEEERGR -
2. Attach all original medical receipts and supporting reports. 2. NLEPTEBERUIRIER » AR H -
3. Original receipts must clearly indicate the following information and be 3. WHRIEAXWESBIIELITER  WAREDEESEE [ HH0:
signed / stamped by the attending physician: . waEY C AR
*  Treatment date * Name of patient . B . BRWEBER
*  Diagnosis *  Breakdown of charges )
4. Attach referral letter provided by your Medical Practitioner for the claim of 4, MHAFER - DERERIMCBESRE EE o BN EBEENME - BN
Specialist Consultation, Diagnostic Imaging and Laboratory Tests or Prescribed EREZHHENEAANDBEZEEERE  HABN - MEDARERD
Medication. A referral letter is only valid for the same or related condition for a s —¥EE » AR EMET T BEE—E M .

period of six (6) months from the date of issuance. Treatment received for a
new or unrelated condition will require another referral letter.

5. Attach Pre-authorisation confirmation, if applicable. 5. WRREEFTUSRESEY BN VS RESRER -
FREMENZERR BRI RREERRRL -

6. Please indicate in the claim form if you require us to return the certified true 6.
copy of receipt(s).

No Reimbursement of claims shall be made for: RIBUTER - BEPESTEWE
Claim(s) submitted after 90 days from the date of treatment © BERBERNARHIOREIER
Insufficiency of required information c FIEBEEAE

Please send this completed claim form with attachment(s) to : JEZ 2 B {EeRER K& T30 :

Bupa (Asia) Limited - Claims Dept.  {R48 (ZE;}M) HR AT — BB

18/F. DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong

ERHIAREMI 25 RAETHXRL 1812

Customer Care helpdesk &5 % ERE :

- Individual members (EASEIEE (852)2517 5333 BU a 1R
- Group members H#85+3|€ 8 (852) 2517 5388 p

- Bupa Gold members RiHEEESE (852) 2517 5383

Facsimile &E: (852) 2548 1848

www bupa com hk
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