Pre-authorisation Form (For Hospitalization and Day Surgery) 3B K BE (R b Bupa
BERDIRESZERSE (BRAKERKRBEFM) CMB WING LUNG INSURANCE m Ri6

Email BEB preauthapp@bupa.com.hk Fax No.fEE (852)3973 6966 Please complete this form and send to Bupa by email or fax s5IEZ L& I& 1 BTN EE Z(RIA

Part | - To be Completed IN FULL by Member £—2Z4% - HESHEE 225

Insured’s Name SR AR Date of Birth 4= H A (DDH/MMA / YY)
CMB Wing Lung Insurance Membership No. A7k [E (R & S4R5% Tel No. / Email EsE57%H5 / EE

Authorisation and Declaration $Z1£ &k EER

| hereby acknowledge that CMB Wing Lung Insurance Company Limited (“CMB Wing Lung Insurance”) has appointed Bupa (Asia) Limited (“Bupa”) to provide customer service and insurance claims
processing service, and subsequently the services may be provided by third party service providers selected by CMB Wing Lung Insurance or Bupa. CMB Wing Lung Insurance reserves the right to change
the service providers and to amend the relevant terms and conditions at any time without prior notice.

| hereby declare that the below information given is true and correct. | hereby authorise any medical practitioner, hospital, clinic, by whom or where | / the Member have been observed or treated or any
insurance company or organisation that has any records or health information concerning me / the Member for any reason, to give full particulars thereof including prior medical history to CMB Wing Lung
Insurance and/or Bupa. A copy of this authorisation shall be considered as effective and valid as the original.

| understand that a shortfall may occur if the final costs for treatment exceed my plan coverage or the medical expenses are not eligible for reimbursement, | agree to reimburse to CMB Wing Lung Insurance
and/or Bupa any shortfall incurred.

| understand and agree that all personal and medical information relating to me / the Member contained in this pre-authorisation application will be used by CMB Wing Lung Insurance and/or Bupa for the
purpose of (1) processing this application and providing subsequent services; (2) processing any claims analysis and / or medical, identity or other insurance-related checks; (3) data matching, statistics,
research, reporting and auditing; (4) communication with me about this pre-authorisation; (5) exercising the right to determine indebtedness, collecting and recovering amounts owning by me or any person
who has provided any security or undertaking for my liabilities; and (6) satisfying any applicable legal or regulatory requirements. | agree that such information may be transferred for the above purposes to
any of the following parties (within or outside Hong Kong): any of the private hospital(s) specified below, CMB Wing Lung Insurance and/or Bupa’s group companies, any insurance intermediaries as
authorised by myself and CMB Wing Lung Insurance and/or Bupa, any re-insurance companies authorised by CMB Wing Lung Insurance and/or Bupa, any claims investigation companies, any service
providers providing services to CMB Wing Lung Insurance and/or Bupa, any association or federation relating to the insurance industry, and any person or organisation as required by law.

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

My rights in respect of my personal information: | have read and understood the Notice to Customers relating to the Personal Data (Privacy) Ordinance (the “Notice”) included in this form. | have also brought
the Notice to the attention of all relevant Insured Person(s) / Member(s) (or their guardians if applicable) and confirmed the understanding and agreement to it. | / We consent to the transfer of my / our
personal data within or outside of Hong Kong for the purposes and to the types of transferees as set out in the Notice. | / We have understood the Statement'’s effect in respect of my / our personal
information collected or held by CMB Wing Lung Insurance and/or Bupa, including the use, storage, processing, transfer, disclosure and / or sharing of part of or all of my / our personal information within the
Group Companies in accordance with the Notice. The latest version of the Notice available at https://www.cmbwinglunginsurance.com.
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Signature of Insured / Guardian Name 4% : Date B
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Credit Card Authorisation: Applicable to Individual Policy for Hospitalisation and Clinical Operation Only {5 A E1EH#ZE (EEANEARE 2> P2 Fi)

Please note that a shortfall may occur if final costs for treatment exceed your plan coverage or the medical expenses are not eligible for reimbursement. This form authorises Bupa to collect
any shortfall from the credit card account detailed below. The credit cardholder must be the Subscriber or the Member of this policy. Bupa will hold a HK$500 credit limit until the claim
assessment is fully completed. The shortfall collection notice will be sent to you 21 days prior to the collection.
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| hereby authorise and direct Bupa (Asia) Limited to debit the shortfall due from my credit card account.

FANEERIETRE (EH) ERAARSAZERAFFOMNRIAZZHER -

Cardholder's Name ID Card No. Tel No.
FRASSZ BPEIS BEtES
Credit Card Account No. (MasterCard / VISA)* Credit Card Expiry Date (MM B/ YY £)
{EF-RIEHS ERREIHR
Cardholder’s Signature Relationship with Insured Date HHA
HEAEE BERMRAZEME
X X
oDH VG yyE

* Credit card must be valid for at least 3 months from date of hospital admission 15 FAXHANUEZ =18 8 (A Az B HBEE)
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Part Il - To be Completed IN FULL by Attending Doctor £ %84 - B2 REEE 2 IREE

. f e R Has the Insured presented CMB Wing Lung Insurance Medical Card upon consultation Yes B No 85
Diagnosis Details ESBHE¥ N | g0\ mmpwemt mEmXERBERE? s
Chief Complaint of the Current Consultation X752 2 F5fF / sign and symptoms FEEURAER Onset Date /AHHIARA (DDH/ MMA / YY)
Diagnosis 27 With sign and symptoms S BZERR Is it a chronic / recurrent iliness &84 / 1EE35ER

['] Yes ;2 First Onset Date & JmHIZHER (DDA /MMB [ YYE)
] No&

(Please enclose referral letter 5512 {itE#115)

Was the medical condition caused by or related to the following ILFEE & & FHIERB RSS2 ?

[] accidental bodily injury ] congenital, hereditary, developmental condition
BEEINRE FRM  BEEREERE

Diagnostic / Surgical Procedures :2Eit% / Ml F i
Non-network Specialist (if applicable) &/ IFAB4R BRI B4 (W)

Requested Fees (please attached quotation if available)
HKD FrR & (BMT LIREE » MA) Bt

Treatment Location ;&S please tick the appropriate one
[ Clinic FF Date of Treatment ‘ Anaesthesia ffiff Bed Class
[] Day Case B /\ﬁdmissic;n ; [ GA 2 Sl e [] Private  [] Semi-private [] ward
[] Hospital OPD B&RFI5% 7;5; {Ng /E'Y;HE [] MAC B5Z2RffF ARE AR S
0] In-patient £5% ( ) O] LA B 2Bires
Name of Hospital / Day Case Unit & / BfEH/0E7E 0 Ivs SRR ESIERAS ESE'";,‘;“S" Length of Stay
SRR AR ¢ daysH
Doctor’s Particulars and Signature B84 & #§| R 2= E
Doctor / Clinic Chop Doctor’s Signature Date HEf (DDH/MMA / YY£)
Email B8
Fax 55
X R
Tel &5
Doctor’'s Name
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