For hospitalisation and day case surgeries {Efe/a%  B&f ke HAEF 0 FAMT
Excluding Bupa Safe Critical lliness Insurance Scheme {RIAfEEE R 51255

Please complete in BLOCK letters and preferably in English. Patient’s membership number is MANDATORY and MUST be provided. 55257 [EFS1EES © %\/Ehaié‘{f')\ BIRSE ©

Bupa Hospital & Day Surgery Claim Form {2t iRk BiE F iz H “‘ “ “ NM
=6

Part | - To be Completed by Patient or Parent / Legal Guardian if Patient is below 18 years of age £—25% - BiEAEE o MFEARM185% » BEHRE | S EAEE
Membership No. of Patient 5 A\ & S 45 (16 digits {1 MANDATORY 7B {) Name of Employer (for group contract only) f& 3 28 (RERREREEL)

Name of Subscriber / Employee (Surname followed by Given name, please leave a space between words) 1R A / BEHE CHENRK > BEEE » SATEFE 1K)

Name of Patient (If other than Subscriber / Employee)(Surname followed by Given name, please leave a space between words) 55 A 252 (NIHEFASEB)(IELK » BEE » GEFEEZ—T18)

Occupation (For Bupa Hospital cash scheme only) Date of Hospitalisation / Day Case Surgery: From to
BE (RBARRRERREREE) 07 ) BEFMEE =
DDA  MMA vy DDA  MMA Yy

Mobile Number
BN EE SR SRHS

If hospitalisation was due to illness & EFBm{ER If hospitalisation was due to accident HE =5 {EM%
1. Describe symptoms leading to hospitalisation Date when symptoms appeared | a. Please provide details of the accident :FiRIEHEINEIE
BYIHEAFEERERAR FER IR HHR )
Date Time Place
DB yyvy= vy ELHH DD A MM G Yy £ B%FEEZ iﬂlgﬁ
2. Past medical consultation history - Name & address of b. How did it happen? E5MIOEIEE4E?
B AL — B RABRENE Rt
a. Doctor who recommended this hospitalisation First consultation date #J52 H A
BEERARNEE

c. Injured area, type and severity of injury S{EE0 ~ $E5 RIGZ
DDA MMA  YYE
b. Other attending doctor EfthE 2584 First consultation date #)52 B A

DDA MMA Yy d. Has the accident been reported to police? EIMNEEBIRE?

c. Usual medical doctor 1B &m0 884 First consultation date #)52 B A Yes 2 (please provide a copy of the police report B2 A RIEZEIZ—19)
No &

ODDH _MMA  YYiF
3a. Have you filed this claim with another Bupa contract or any other insurer / organisation? (if yes, please specify below) Yes 2 No &

TREESBRMEMSHRNAMRRAT / ABIRHERE ? (02 » F5IBENT)

Name of Insurer Policy / Membership No.
RIBAE 2 RE | GEMRT
b.  Will you be filing this claim with another Bupa contract or any other insurer / organisation? (If yes, please specify below) Yes 2 No &

TRERGEARBEMSONEMRRAR / ARIRERHE? (02 > FYIRNT)

Name of Insurer Policy / Membership No.
L UNCIEE RE | BERT

Declaration and Authorisation BFARIZEE

| 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 (Asia) Limited. 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 (Asia) Limited to accept or process the claim
AIAGEILERE > LU LFRIASR Y — t)]ﬁi iﬁi%ﬁiiﬁmtit FNIERRETALN/ G EBRILBNEE « Bk 2P 05 EZKA&/JZQE&%MIH éiizi% A’\szizi%i%iiﬂis
/SEB 28 ’ﬁiﬂ(@%ﬁf) %ﬁiEﬁE EBE/AT REEEZE Zi&fﬁiEZiSEE\*ﬁ‘Hﬁxﬂm RABRH > HDASA&/‘X%EEE ERABERARMBIREEHNER ﬂaba%ﬁz
A1 (ZEM) EI‘E"TTHE&X‘EJ&% PN

Personal Information Collection Statement BAEEIKEZHR

| have read and understood the Personal Information Collection Statement on the last page of this form. | understand that | have the right to request Bupa (Asia) Limited to cease using
my / the member’s Personal Information for direct marketing purposes by writing to Bupa (Asia) Limited's Data Protection Officer or calling the Customer Care helpdesk.
RABMARETPAHARIERE—BNEABERKEER - WHAAABRIRRE EN) BRASNREEN FERREZFRHES > UERRE (T BRATFELEEAAN/GEN
BABHEEZTISHERERR o

(MANDATORY NBEE) X Signed on
=
SEZEH DDA MMA Yy
X X
Signature of Patient / Parent or Legal Guardian (if Patient below 18 years of age) | Name (in BLOCK letters)
BARE | RESNAEEE Z (i BAR+H/\BEUTZHEA) “"E (Eﬂ}(i.—i:%?ﬁiif%) HKID Card No. / Passport No. E/g%{;};ﬁ i

Remarks: before sending in this form, please read below Claims Submission Guidelines to expedite the process of your claim reimbusement. 5% . AHIAGEIEE K2 fHEHE » 1RO EHE B 7] A B2 1ERE3E Hiis § 5/

Claims Submission Guidelines {2328 {EHEE5]
Please tick against the 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.

AR BBERBRFIN TIEB M LV IR - SEERRBLUTIER > BEPFETEME - OBEPFRINVAFAIORRIER > QFFRERTRE

Document List X458 Reminder on common missing information i& & i&E R ER
Claim form Part | (completed by patient) FRzERE—9 (IR AER)
Claim form Part Il (completed by doctor) FRzEZE _ 3 (lRELREES) v/ Membership number
=Vt
Original receipts IFZsUtis BRI
Certified true copy of receipts (if original kept by other insurer) and/or claims statement advice Patient signature on Claim form Part |
ZERIANIE (N EABIREREEMRRAR) /IR EEEBHE v/ IARBRERE B NEE
Hospital Authority discharge summary / discharge slip with diagnosis, if any Doctor has filled in Claim f Part I
BREERELMNLREGE / SEERI KA 08) octor has Tilled In Llaim form Far
iz & e V mEnsmmmERE_59
Copies of all lab test/medical reports (for Cancer case, please provide all cancer related investigation
reports, e.g. bIoc_)d test reports, histopathological reports or molecular test reports, etc.) Doctor signature and chop on Clalm form Part 1|
168 | MBREEA (SIEERR  BREFEREEAMNCRERS > fll: MRES V mizmspaEmpesss oo
ARRBURIEE oD ?i’”’?ﬁ %)
Pre-authorisation confirmation letter (if any) No. #] - {RIEEZFER(E (M0A) 4755 :
Request return of certified true copy of receipt(s). Originals will be retained by Bupa and not be returned 23R BIWIERIZERIZA o (RIGERZUIIEIER o Yes & No &
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Part Il - To be Completed by Surgeon / Attending Physician 5 —Zf4% - HE 2 R4ES

Name of

Patient HKID Card No. /\Passport No.
EALEE EBBNEIHS / EERSEE:
Admission Date ABzHEA Discharge Date iz HHE

DD A MM A Yy E DD A MM 5 Yy E
A. Clinical History P2
1. Patient’s main symptoms / complaints during the first consultation JEA B R RZEMEERE / B

2. Date of first consultation for this main symptoms / complaints

BAB R EERBHEREFRRZ B oA MMA  vvE
3. Patient suffered from the above symptoms / complaints for days / weeks / months / years prior to the first consultation
BARBERRZ A LN EREHEREFE B/B/R/ &

B. Hospitalisation History (X RE
1. Date of medical procedure / treatment / diagnostic tests

B2 F /A% /| SENRHEBH opH MMA vy
2. Operation / procedure(s) performed FiiZ 8 CPT code BRIERARBERIEMBRIE
3. Final diagnosis &2 ICD code EIFR&RFDFEMRHES

Was the condition due to or associated with the following Lilt1EREERE LU T REIREFRE ?

Accidental bodily injury SEEE4N21E Abuse of drugs or alcohol 3 FR &4 S AIDS / HIV related illness, Venereal disease or
Sexually Transmitted Disease

Pregnancy, infertility or sterilisation {2 « FE4EE Eyesight / Eye refraction f8 /1% 1E / RIEE BREBIRZE(BER) | BAERE HHERE
(HIV) ~ MR R R R

Mental illness #5755 Treatment for cosmetic purpose E&AE

Developmental Condition 2 & £% /[ Congenital Condition 5cX/MEHK / [ Hereditary Condition &M %% Self-inflicted injury 2= BHE 552

General check-up or vaccination —f& 5 BE B sl B & £ 51 NONE OF THE ABOVE L 2 &2

4. (a) Please provide details of the hospitalisation and treatment that the patient underwent. BRI RIBRAEEE ©
Treatment A& Investigation 15 Diagnostic tests 2 @i

(b) Please provide details of the period of hospitalisation including reasons for number of days as in-patient. FEiRt S RIFEL N BB RERE o

5. (a) Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis,
and were they medically necessary and recommended by you?

BRIBE AERERBH(NE) RSN LA ERAGME B R R RHEEEEE? Yes 2 No &
If “No”, please give details. 17 » FEsFEZ o

(b) Could the surgery only be performed under general anaesthesia? Fii @B N BEL S AL FET ? Yes 2 No
For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay. #¥1FFTE EsER AL FiE1T > EEPAERERE o

|

(c) Please indicate the clinical risk(s) and medical reason(s) for hospitalisation. &t BB E G Kk AR EREA :
Current health status (Co-morbidity) IREFHEERR (GHHE)
Please specify s5EARERREA :
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Part Il - To be Completed by Surgeon / Attending Physician &£ —%f4% - X2 B4AES

B. 5. (c) Expected higher risk at operation TEHRE = 1 E G
Please specify 35BEHEREA :

Expected higher post-operative risk TAERER S F1iTE A
Please specify zABAFEEREA

6. If the patient has consulted another physician during this hospitalisation, please provide the following & AFMEPERR E A B — B4R > SHiRHUTER
Name of Physician B4 42 Reason R Treatment performed JAHEEE15

7. Any other relevant clinical information in this case? WMER{IMRHEEMEEHRAEEER > St o

Others
Hith

If it is related to Cardiac Stent or Chemotherapy Regimen, please provide the following details. RN OESZZESHICEAE » FIRMH TS o
(a) Please provide the brand and model of the stent(s) that was/were used in the operation.

AR TN AR MR B R -

Cardiac Stent (b) What are the clinical benefits for using this specific type(s) of stent for this patient?

VSR AR I AR ST IR IS R A MO BR AR & ©

=

(c

~

Any other factors that indicate the use of this stent type(s) over others in this case?
REXRFEHR > BEEMRRETUAERLEIRMAEEAEMSZR?

(a

-

Please provide the TNM (tumor-node-metastasis) staging of the current episode and any metastasis site(s) / relevant recurrent disease,

if applicable. sARMHIRMLERENE « MBAREBHHI (TNM Staging) 1A% » LU SR siERAE 2 %% » B -

(b) Is this curative or palliative?

ST AR S B RN Curative A H Palliative A& 24 E
Chemotherapy (c) Is this the first course/cycle of treatment?
Regimen BEREAR  BERE Yes No &
EEAR - . N N
If No, any previous treatment course and reason for change? % > UATEHIBRAELE ? AMEENEEL?
(d) Anx special considerations for using this treatment regimen in this patient? l.e. specific genetic markers, rare cancer, failed first line therapy, etc.?
AERAERILAESR  BEENEERER ? MM CESRL - EREBE - BERARARKME -
8. Has the patient taken any home leave during this hospitalisation? FM{EFREAR @ HAB BARIMNE ? Yes 5 No 32

If “Yes”, please state the date, time and reason 1% > :A5BESNE Z BER ~ BRRERER :

9 s it an emergency case? EREREMEE?
If “Yes”, please specify S » s5EPARERER

]|

Yes & No

10. Brief discharge summary HEIRE
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Part Il - To be Completed by Surgeon / Attending Physician 5 — 2% - X2 B4IEE
B. .

Has the patient ever had the same or similar symptoms(s) before? KA LS E BB EERT ?

If “Yes”, what is the date of onset if known? 1% > B AR AL ?

DDH MMA YV

Please provide details if known. {I%1ZE » IR AEEIS o
Dates A HA Disease/Disorder/Complaint /5 38/ EEF

C. Others Hfth
1. Are you the patient's treating doctor? B TFTRERBANETZERE?
If “No” please provide the referring doctor’s contact details. 17 > FIREE M BREEK o

Name of Doctor B84E44 Telephone No. Ei4% 5

Details of treatment/hospitalisation J4%&/{XBRRIEEE

Yes B

No #&

12. Had the patient been previously treated or hospitalised for this or any other disorders? FHABE ZERILERS EMHEMN BT AR AIRIETAE ?

Name of doctor/hospital P8 {4 /B&Pr 78

(Please use any separate paper with the doctor's signature on it if more space is needed EEFEIEE > SRMAHEERENSTENRS)

]

Yes & No

Address #iik

Treating doctor’s particulars F:2B84 &k}

Name of Doctor B&4E#E% Telephone No. #4885 Email Address BBESIE

Address #3E

Signature and Chop of treating doctor T BERERES

Authorised Signature and Chop of Hospital B[RiZEEERES

Date HHf :

DDH MMA YV

Date HHf :

DDH  MMA

Yy

Send the completed form & supporting
}'4 documents to
S B Z fEE S 7RG 5K

Bupa (Asia) Limited - Claims Dept.
=18 (EEM) BIRAT - EREEERUL

6/F, Tower 2, The Quayside, 77 Hoi Bun Road,
Kwun Tong, Kowloon, Hong Kong

BB BEEREEEET7REEES 2E6E

Submit and track your claim status through myBupa
i myBupa FHLEL I EE R BTG EE

Visit EA https://mybupa.bupa.com.hk
or scan the QR code for free download SiFfE FQRIEG & T &

Customer Care helpdesk
BERBEL .

Bupa Members #HE &
Individual Scheme B A 5t8)
Group Scheme EREEE|
Bupa Gold = &%

(852) 2517 5333
(852) 2517 5388
(852) 2517 5383
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Hang Seng Bupa Members B4 FRAE S

Group Scheme EEstE] (852) 2517 5988
Essential/MyBasic VHIS

2% /RO BFRER (852) 2517 5588
Excel/Excel Plus/Global Supreme/Global Prestige VHIS
28 /20 /2 IRIMEM B A RETE (852) 2517 5688
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Personal Information Collection Statement {B A E Uk EEERFA

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. From time to time, it is necessary for you, or other members covered under your policy (each a “Member”), to supply the Company with certain personal information
(including where relevant, credit information and claims history) relating to you, or the Member, 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;

2. 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;

3. 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 in relation to yourself or the Member.

4. The Company may collect, use or disclose personal information relating to you, or the Member, 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, analysing, investigating, detecting and preventing fraud (whether or not relating to the policy issued in
respect of any application or claim) processing, assessing, determining, settling 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 (or with you on behalf of 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.

5. Personal information collected or held by the Company relating to you, or the Member, will be kept confidential but the Company may transfer 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, adjusters, agents and brokers;

Cc. any re-insurance companies authorised by the Company;

d. employers (for members of corporate policy only);

e. healthcare professionals and hospitals;

f. 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; fraud prevention organisations; other insurance companies (whether directly or through fraud prevention organisations or other persons named in
this paragraph); organisations that consolidate claims and underwriting information for the insurance industry; the police and databases or registers (and their
operators) used by the insurance industry to analyse and check information provided against existing information; debt collection agencies; data processing
companies; research agencies and professional advisors;

g. any actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business; and

h. 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 recognised bodies, credit reference agencies, the
Courts, and where otherwise required by law.

6. Only with your consent or with your indication of no objection, the Company may use your personal information collected from time to time, including name, contact
details, gender, health and family status, to provide you with marketing communications (including by email, SMS or instant messenger) relating to the following
products and services:

a. Insurance, medical, healthcare, wellness, personal development, beauty, lifestyle, entertainment, financial, and related services and products;

b. rewards, benefits, discounts, member activities, loyalty or privileges programmes and related services and products; and

c. donations and contributions for charitable and/or non-profit making purposes.

The Company will not disclose personal information relating to you, to third parties for them to use for their own direct marketing purposes without your consent.

For the avoidance of doubt, whether or not you consent to receive marketing communications of the type described in this paragraph 6, the Company may still
communicate with you regarding the administration, features and renewal of your insurance policy.

7. 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. to require the Company to correct any personal information relating to you or the Member which is inaccurate;
c. to ascertain 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
6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

8. 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.

9. For any enquiries about this Statement, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.

10. Nothing in this Statement shall limit the rights of customers under the Ordinance.

1. In case of discrepancies between the English and Chinese versions of this Statement, the English version shall prevail.
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