cCHUBB Agent’s/Intermediary’s name {RiGCIE / HNT AR | |
Agent’s/Intermediary’s contact phone no. {Ri& X2 / A+ ABHEEEE I I Y A
Agent’s/Intermediary’s code {RI&RIE / Fp A3 I O I I

Agency #5! [ I

Cashless Hospitalization Pre-authorization Form
H e R BT SE L RS

e Please complete this form by the Policyowner/Insured (Part I) and by the attending physician/specialist (Part II) then send Email to:
chubblife@europ-assistance.com.hk for hospitalization in Hong Kong; customerservice@healthchc.com for hospitalization in China
mainland and United States at least 5 working days prior to admission to hospital.

BEEEFEA/ SEA (E—50) REMEE (FH) ABURE - THRARIRS AETEX - SEEREHE © chubblife@europ-

assistance.com.hk FE A & =B {FFEEEZ] : customerservice@healthchc.com ©

e Please note:

(1) Pre-authorization service is not applicable to treatment received at a day-case centre of Hospitals or out-patient department.

(2) Pre-authorization decision does not represent the final claim settlement decision and amount; the final claim decision will depend on all the
information that Chubb Life Insurance Hong Kong Limited (“the Company”) finally received.

(3) For cases where Cashless Hospitalization has been arranged successfully, when the Insured is discharged from Hospital, the Hospital will
send the invoice to us. If there is any shortfall, a Shortfall Notice will be sent to the Policyowner and agent/intermediary.

(4) Europ Assistance Hong Kong Limited & Shanghai CHC Health Technology Co., Ltd are service providers appointed to provide Cashless
Hospitalization pre-authorization services for the Company. Please contact Cashless Hospitalization Hotline (852) 8103-3833 for Hong
Kong hospitalization; for China mainland and United States hospitalization. please contact 400-820-2568 for China mainland phone
users; (86) 21-6090 9722 for oversea phone users for any enquiry.

(5) Pre-authorization approval will be valid for 30 days from date of approval.

AR

® ?E?E?ﬂ:**ﬂﬁ%%it?@.ﬁﬁﬁ(‘ 20 B 8 -l & PIESfEEE -

(2) TREMZFERUTRREANBEAER SR E—’F&E‘*ﬁa&ﬂi%ﬂﬂ&ﬁ"iéAn{%BﬁEéﬁKE"_J (THAAHE ) REWBIRFFEER -

3 EEP/ﬁS\ZzJﬁHFEBn%H%IE’JﬂE@ C BREALRRE - BIREHFRESTAAR - MEMERELR  ERBNERTET T REFETARRRRIE/

7

@) BEERIEEB BRARN LB ERERFRERARHR T A RIEH R BT I AR 2 RISHERS - NERMERAHRBZENR &

BIERRIEE B ARTEELAE (852) 8103-3833 5 FREA A K SEEE{FRR A EN B ARTE EL#AE 1 400-820-2568 (FREIAHEEERISAF) & (86) 21-6090-9722
(BIVEBREIRIBAS) -
(5) TRSCit 2 ERBIEAE30K (Bt B-EET) -

Part I (To Be Completed by Policyowner/Insured) 55—&8{3 (HREFEA / ZRAEE)

A. Insured’s Particulars SR A &%}

1. Policy no. {RE#RSE

2. Name of Insured

SRR 3. Sex/Age T3/ F#&

4. Identity document no. . / /
SR 5. Date of birth H{4E HEA DDE MMB YYYYZE

6. Tel. no. TBEESERE 7. Email address E itk

8. Residential Address
E{EHht

9. Name of Employer
BE (A7) &8

10.Address of Employer
BE (A7) thit

11. Present Occupation
IREY

12. Has the Insured resided for 183 days or above within 12 months preceding the time of medical treatment/service in the USA?
SRAE BN EEBES AR/ BERBR 2T —EARSHEZEEE—aN\+=A8L L ? OYesE ONo&

13. Will the Insured apply for compensation from other insurance company(ies)/organization(s) for the same event?
ZRAEEUEXREHRAEMRRAR/FEERERE ? OYesZ2 ONo&
If “Yes”, please provide below information. & "5 » SBEMLTE -

a) Insurance Company/Organization |b) Policy number {2 855 ¢) Benefit to claim {REEFEH! d) Benefit amount {RfE£%8
{RBE AT /S

14. O Request return of Certified True Copy of Medical Receipt(s) EXEEEEEFAWIEBZIZEEIE

CLMO18/1223/1C
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B. If Hospitalization/Surgery was caused by ILLNESS, details as below #1E# R ETFR - HBMT

1. Sign and symptoms

=ik

2. For this episode, since when have these
symptoms first appeared?

FLRRAME AR IR EREK ?

DayH

/ /
MonthH

YearH

3. Other than this episode, have you had any similar/related past history?

B TR - BT SRR EARRIRYRE ?

ONo BB

[ Yes, please provide below information

RO T BIRERE

a) Consultation Date (DD/MM/YYYY)|b) Name of Physician/Hospital ¢) Diagnosis d) Progress of Recovery
P2 BH (B/B/FE) Bt w /B e ERFER REEERAH
4. Please provide details of usual Physician(s)/Hospital(s). Please provide the information in reverse chronological order.

FRGERNRDLBENRREN - RO F R/ BIREH -

Since (Month/Year)
Bt (B/%)

a

=

b) Name of Physician/Hospital
Bt/ B wE

¢) Contact Phone No.

B8 EEETAS

. If Hospitalization/Day Surgery was caused by ACCIDENT, details as below EESMERETF i -

1. Date of Accident & time
BEIMEE 2 BEA R AFRE

/ /
DayH MonthH

Year&

hh: mm (am/pm)
B 52 (BE/TF)

2. Location of Accident

BIMEEZ B

IR

3. Details of Accident
(Please describe
activities engaged and
how the body part(s)
was injured)

BIIEIE
(FBRAERHEITZ/EED
R 245)

4. Describe part(s) of body
injured and nature of
injury

ARG URME

5. Did you report to the
police?

ETESHRE ?

the right

O No®%E 0O Yes, please provide information on

B AREAEMENEN

Police Station
EZHhEL

Y
=2

b) Case Ref. Number
[EES T

Remarks: Please attach a photocopy of the Police Report/Traffic Accident Report/Police Statement/Alcohol Test Report. (if applicable)

i EAM LB RRE/BEBIMNRE/ O R RR R

H B2
=8

ENZ o (403#EF )
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D. Planned Hospitalization/Surgery details tEI{EBRakFili 215

1. Information of the Physician first consulted for this illness BRkiZ 2 BEEF

a) Consultation Date (DD/MM/YYYY)| b) Name of Physician/Medical Provider ¢) Contact Phone No.
#MZBAE (B/R/E) B R/ BB MR EE

2. Information of the Physician who referred to hospital 2 AR ZEBEZ

a) Referral Date (DD/MM/YYYY) |b) Name of Referral Physician ¢) Contact Phone No.
BB (B/%F) ENELE W& EEE

3. Details of confinement/consultation {¥B%/5552 5118

a) Planned Hospitalization Period b) Name of Hospital
stElERE B EA Erraid
From / / To / / ¢) Name of Physician
5] DayH  MonthA YearZ Z DayH MonthA YearE B2

E. Credit Card Payment Authorization {ERIE{IIZIES

1. Policy Number 2. Full Name of Insured: 3. *Full Name of Policyowner:
1REEHRSR RRALE REFFANR

Please note that a shortfall may occur if final costs of treatment exceed your plan coverage or the medical expenses are not eligible for reimbursement.
This form authorizes Chubb Life Insurance Hong Kong Limited to collect any shortfall from the credit card account detailed below. The credit
cardholder must be the Policyowner or the Insured of this Policy. The Shortfall Notice with an itemized list of charges will be sent to you (and agent/
intermediary) 21 days prior to the collection.

I accept and authorize and direct Chubb Life Insurance Hong Kong Limited to debit the shortfall due from my credit card account.

I confirm that my signature on this application form is the same as that for the operation of my Credit Card Account to be debited for the transfer.
This authorization shall have effect until the claim assessment is fully completed.

FAIREREIARERBEE THREE - ERERTENGREEER @ IIRESREREASREEERRARE FIERBEIRPIEESRER -
ERAEFEALERBLREZZRASREFEA - BEBPHRERBNSHNBIEREAAXRTBE FREFGARRERRE/FTA -
AANBDERBFEREASRESEGRABNKL TERAEFOMREEZZHER -

ANERATLRIE L2 ERNEEAAZEABFOLE—H -

AREERERENEERERF AL

. " Bank No. Branch No. A/C No. to be Credited
Name of party to be credited Uiz —7 SRITIREE DT ERER P #RsE
Chubb Life Insurance Hong Kong Limited ZZ A SRR S EGREAH 0/013[414;7]/0(0(5(1313|719]9
Please complete all details shown below (EiEE F5I&ZI1E
4. Name of Cardholder {E BrEi5H AR 5. ID/Passport Number :5{4#Rw5%
6. Card Number {5 Fr&#R5%E Card Expiry Date {ERIEEMEE
/
N I S A A O A NMER TVER

7. SIGNATURE OF ACCOUNT HOLDER F[#5H5 A% %

X

Date: H#f DDH/MMA/YYYYH
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F. Declaration 85

PERSONAL INFORMATION COLLECTION STATEMENT AND CONSENT I[/WE UNDERSTAND AND CONSENT THAT, by signing this Cashless
Hospitalization Pre-authorization Form, any personal data collected or held by Chubb Life Insurance Hong Kong Limited (the “Company”) is
provided and may be used, processed, stored, disclosed, transferred by the Company to the companies within the group of which the Company is

a subsidiary (the “Group Companies™), its authorized agents, reinsurers, claims investigators, loss adjudicators, medical advisors, recovery agents,
insurance industry associations and federations, credit reference bureaus, government or judicial or regulatory bodies or any person to whom the
Company is under legal and/or regulatory obligation to make disclosure, and the Company’s appointed third party agents, contractors and advisors,

in each case whether within or outside of Hong Kong to; (i) process and evaluate the pre-authorization application/claims and any future insurance
application I/we may make; (ii) provide all services related to this pre-authorization application/claim, administer and process policy, medical and
underwriting checks, payment instructions, premiums collection, data matching, and communicate with me/us for such purposes; (iii) enable the
industry associations, the federations, the government or regulatory bodies to carry out the functions and requirements that may be assigned to

them from time to time and are reasonably required in their interest and that of the insurance industry; and (iv) provide payment, data processing,
administration, communications, computer, security and other services (including medical services, emergency assistance services, mailing and IT
services) in connection with the operation of the Company and the provision of services to me/us. Moreover, the Company is hereby authorized

to obtain access to and/or to verify any of my/our data with the information collected by the insurance industry associations, the federations, the
government and regulatory bodies and medical personnel or organizations. I/We am/are obliged to supply the information required from me/us under
claim form which is a condition precedent for me/us to apply the pre-authorization application/claim. Failure to supply the required information may
result in the Company being unable to process the pre-authorization application/claim. I/We understand that I/we have the right to obtain access to and
to request correction of any personal data held by the Company or be given reasons for any refusal of access or correction. I/We also understand that a
reasonable fee may be charged by the Company for processing of any access. Any questions regarding personal data, access to or correction of personal
data should be made in writing and forwarded to The Data Protection Officer of Chubb Life Insurance Hong Kong Limited. at 35/F, Chubb Tower,
Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong. {EABHUIKEBIARITIE H3X 3 LEE ERRHETALHZRES AN/ EEHAKM
EREASRREERMRAE ("EAR, ) AT « B2 - f#17 - 38  BREMSEARMRESIFEEAAA /EENEAEHES AR ER—EEH
BARZEMAT ("TEEBAR,) - HESENRIEA - BERRAR  IBERES - RIERBEZAIEAA « BREEe - RERHE - ®RRTEREREE -
EEEHRFEAR - S RESEERESHEARAREER /SEESEIMATLUEENEMAL  REATBENE=KIE  AOERER » T
MBAMEE - Ll () RIEREMFELMZRE/REREAN / EFERIBZ ZRGREE 5 () IRAUFTERAN TR HAZ RS/ BE 2 RS - IR REIBRE
BAENZESE - (A7UET « RBUEY - B - REILERZREAA / BEHHE © (i) 2RBITEREREE - FSEERENTHETRHEERAS
B R D MEH RRRITEN SN RATE & (v) REREARSERGETAN / EERIFZHERRT - BIERIE « 178 @0« T - R RHAER
% (BEEARRTS - R2RURMRTE - BERBRERERRE) o tboh - EARNERENFRRITERSRES - BUTREEHIE - REHASSEIRR /
R EEMZEFRERAAN / BEWEZEN - AN /BEEETIRHILRES LZAEER - LEATESLILERZE/BEZ FORMEH - MREREMENE
# 0 ATREEEHEAREARIEATRSCMALREE/BEE - AN /EFHARA / EFERIEREREEEAEATFEZERAAN / SENEAEAER
S HIERE RS EIE AR « AN / EENHASARATRESWEIMNERERNERZEGEER - INEAEREAEHER  ERNEEBAAER
WANEEAREXAEARNERMRETERY - TrRXEFERFES TITE=—REFTKBREASKE=TAE -

G. Authorization 1=

I hereby irrevocably authorize or authorize on behalf of the Insured (if different); (i) any employer, doctor, hospital, clinic, insurance company,
government office or any organizations or persons who have any records, knowledge or information (whether medical or otherwise) of me or

the Insured (if different) to disclose, release or transfer to Chubb Life Insurance Hong Kong Limited “the Company”or its representative such
information pertinent to this pre-authorization application/claim; (ii) the Company or any of its appointed medical/para-medical examiners or
laboratories to perform the necessary medical assessment and tests to evaluate my or the Insured (if different) health status in relation to this pre-
authorization application/claim. This authorization shall bind my and the Insured’s successors and assignees and remain valid notwithstanding my
or the Insured’s death or incapacity in so far as legally possible. A photocopy of this Authorization shall be valid as the original. Z< A 875 A FZHE (40
BTE) 5 6) (EAEE ~ B4 -~ Bx -~ 2207 « RIGAR ~ BUFEFT - SiEMEERAL - EBAA / ZEN (NBTR) R « FEHEER - A
EEHNPREASRBEEGRAR ("EAF, ) HEARNKKER « FMEBT - ALUEALILATASHIZRE/BENEE ; () SARNEARNEEINE
&/ WENERAGE S ERERFT - BUBRATRCHILERGE/E - ETERIASAE - LURTEAAN / REN (NBTR ) FEEACR o ZIRESHAAN / ZEA
RIHER A RAEAIENRS  BMEEAN / REN (NBETR ) FETHB/EITAENRINAEY - ZIREEOREARGHRIEARENH

I/We agree to the Company may deduct any outstanding levy from the policy payment amount (If applicable). KA /EERE S A RSB EIREART
SEPIIRRMEMBENRERHE (AEA) -

/ /
Day H Month A Year & Signature of Policyowner Name of Policyowner
REFEAER REFEFALE

Identity Document Number of Policyowner

REFB ASHFEANMHRENS

/ /
Day H Month A Year £ Signature of Insured Name of Insured
PIRAEE ZRAEZ

Identity Document Number of Insured

RARA B DRI SRS

Please DO NOT sign on BLANK form 2 ZEHRE L:H
In compliance with the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance and the Guideline on Anti-Money
Laundering and Counter-Terrorist Financing which is issued by the Insurance Authority as amended from time to time, Chubb Life Insurance Hong
Kong Limited is required to collect the identity information for the above items with asterisk (*) and verify the identity of the Policyowner. Your
agent/intermediary, therefore, is needed to verify the original identification documents and collect the copies of the relevant and other documents as
deemed necessary of the Policyowner.
“ARBITRSRSERBINS FELEE (SRIEE) ROIRFMERIERMEBERTEHETZ FTRRERBIHD FESEEIES,  REABRBEEERELR
WAWE ERIEESE () BEZREFEASMNERIREREFGAZEH - BT ZRBRIE/ PN ADBEREREFE AN Z EASHIEEM - MUTER
BRAREMATRX 2 8IA - 4of7
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Part II - Attending Physician’s Statement (To Be Completed by Attending Physician at the Applicant’s Own Expense)

E_ER-ERBEERE (HPREARE  AXPETEAR) policyNo. | | | [ | | [ | | |
A. Patient Information % A &%}
1. Name of Patient 2. Identity Document Number
RARER BRFERAS RS
3. Age 4. Sex
FHe TE5!

5. Are you the patient’s
usual physician?
B TEERAEEKRZ
ZEE?

O No& 0O Yes, medical records since:

- BRCHRFAAE

/ /
Day H Month B Year &

. Consultation Details §2;8& ¥}

1. Date on which the patient
FIRST consulted you for
this illness or injury
BRARTRIERZE &
ABERERE T RZAIBE

/ /
Day H Month B Year &

2. Signs and symptoms
complained of at the
FIRST consultation
BRKESRT HHIRAYEUR

a) O Accident &4}
Date of accident =4} HEA

b) O Illness J&IE

How long had the patient been experiencing these sign and

symptoms BEFORE the first consultation?
BKZAEHBREEFESA?

3. Cause of Consultation

/ /
Day H Month B

Year £

Time of Accident Z/MER] Days) B Month(s) A Year() %

O AM £4/ ) Or since

O PM T4 . 3] / /

Time F5f Day H Month B Year &
4. For this episode, had O No O Yes, please provide | a) Name of Physician
the patient previously BoE=] information on the BEAft 4
seen other physician(s) right
for these symptoms? B BEREAETHE
FLLREMS » WAZ =¢e b) Address of Physician
IR IRC] A IR = BEA st
hEEHEKES 7
c) Date
e / /
~ Day H Month B Year &

. Planned Hospitalization Or Treatment Details §+8|{¥fratAB1E
1. Name of Hospital/Medical Provider B&R5 /&5 H1E & 8

2. O Clinic $2FfF O Hospital OPD B&zF952E0 O In-patient {Efz O Day Case HiE

3. Bed Class O Private O Semi-private O Ward O Other, please specify

EREAR A RE FFRE PN Efth - FEEERA :
4. Planned date of admission / / 5. Planned date of discharge / /

BE N Day H Month B Year £ STEIHRR B HB Day H Month B Year £
6. Estimated Length of Stay days

FRETEEIR B E H

. Diagnosis 2Ef

50f7



8. Treatment plan in detail ;JRfEET 82 15
(e.g. name of diagnostic tests, prescriptions, route of administration, etc.) ({5140 2B ERILE: » B @ FREEREE)

9. Procedure name Flj&# 10. Anaesthesia fifE% 11. Planned date of surgery

O GA. & SRR FTEIFMTEHE

O L.A. BEBRFREE

/ /
Day H Month B Year &

12. If Hospitalization is arranged for scans, diagnostic testing or a procedure that is normally carried out in a day case, please explain reason
of Hospital stay is necessary 202 X {Efz 2 BRI AIGES - EITENSREE—M BEFM - FRBPERZRR

13. To the best of your knowledge, was the patient’s injury/illness directly or indirectly due to or aggravated by the following

RBEETATH - MARERLUTZRER - B 5 HENBIERZ 25/ R

O

Ooooooooao

No & [ Yes, please tick where it is appropriate and give details
2 AEEENNEE LRI RIREEEE
Congenital condition/anomalies 5t K4 A IE & 1&R
Alcohol/narcotics/drug abuse B};B/ % A &= &/ 8 A ZEY)
Self-inflicted injuries B#H{5=E
Geriatric; psychogeriatric or psychiatric condition &K « & EXETHREFETHRIER
Sexually transmitted diseases 1425 {ELAER
Pregnancy, miscarriage, child birth, infertility or any related complications %% « & « &£ & « TH AL 32 KN
Treatment of obesity A&

Experimental and/or unconventional medical technology/procedure/therapy performed on the Insured; or novel drugs/medicines/

stem cell therapy B8 /& B & AR R AL ARRAE RS HUE 2 JT BB s 8t MBI TR

O Convalescence, custodial or rest care &% - {BFEEE
O Cosmetic or plastic surgery =&l 22 /2 F i
O Corrective aids or treatment of refractive errors i %5 1E
[0 Hazardous sport/activity 2 EdfE & M5B Eh/ ;58D
O AIDS/AIDS related compiex disease & X & JJELZ fE/ B4 R % Nk Z EEAERARIR & iE
O Body check/vaccination & immunization injections & 8&t&& /15154
O Developmental or behavioral problem 2% & By 1T A& HIRE
O Dental care/treatment ZF§}:&12/ /5%
14.
a) Did the patient have the following PAST medical history/habit B A BEE B LT 2R/ 218
O No& O Yes, please tick where it is appropriate and give details
B AEEENUER AR RIS
O Asthma i O Cardiac problem /R O Chronic illness £ EBHR
O Hepatitis B Z BT O Hypertension = Il & O Other, please specify details:
O Previous operation & 155 F 1] O Hyperlipidaemia =g fjiE Hfth - F550P85¥15 ¢
O Smoking habit IRIEZE O Diabetes mellitus K&
O Obesity ABRHEE O Unfavorable family history Zi&fR5E
b) Please give the name and address of the physician/hospital by
whom was the above PAST medical history FIRST detected
AL E BN B RS 2 B R/ B R B AR Rtk
c) Please provide FIRST diagnosis date and treatment details of
the above PAST medical history
AR DB SE 2 B K2R A R R ERHIE
d) Current prognosis of the above past medical history O Fully Recovered 5eZE1E
LR mERER O On treatment ;&
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15. To your best knowledge, has the patient ever been treated for any other serious disorders? If “yes”, please state the details below

BRETHRA - RABEEEERIEMHREREER 7 H s FRHEHUT

O NoBH O Yes &

a. Disease/disorder /%37

b. Details of treatment/hospitalization j&#/{XFxE¥15

c. Name of Doctor/Hospital &4 14 %2 /5[ 78

D. Estimated Costs FAstE B

1. Name and address of Hospital Z&[5x 478 Kz it

2. Estimated length of stay
5 BRI A

3. O Private F.FXE

O Semi-private ¥FA\XKE

O Ward XE

O Other, please specify Eft » Z55F8 :

O ICU RtAE

Item I§H

Charges EH

Item IEH

Charges EH

4. Daliy room charge

SHEHE

5. Anaesthetist’s fee

TREEEmUL B

6. Daliy attendance Doctor fee

BHELKEE

7. Specialist’s fee, if any

SREENE (W#EA)

8. Surgeon’s fee
BEFME
Assistant surgeon’s fee (if any)

BITIFMige (EA)

9. Other expenses
(i.e. diagnostic tests, imaging, medicines,
operation theatre etc.)
HthE&R
(%0 : BB - %1% - BBY) - FHES)

Total Estimated Hospital Cost (HKD)

REFERE AR (B%) HKD 7##
E. Physician Details B84 &%}
Name of Attending Physician Qualification
FBEEME &R
Hospital Name (if applicable) Telephone No.
E2fR =8 (@A ) BRI
Address
Hoik
Are you related to the patient in any way other | 0 No#& [ Yes, please specify the relationship with patient
than the professional capacity? iE ' FAsIPRERR A ZRAR
REZESMIN  BRAZSBHMERR ?
Signature & Hospital/
.. Date
Physician’s Chop / /
B/ R RERED HHA Day H Month A Year &

Chubb. Insured.’
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