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 - VHIS Superb Plan

HFT R BRI FES - BERBR (B2%) 58

» Please complete this form by the Policyowner/Insured (Part I) and by the attending physician/specialist (Part II) then send email the
completed form to: services@gbahealthcare.com.hk , 3-5 business days prior to admission to hospital
BHEEFEA/ ZEA (B—IM)) REMES (BEEHHD) EBILRE - TR AR =ZEAEIEX © HemERNREEEE!
services@gbahealthcare.com.hk

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) The GBA Healthcare Group (HK) Limited is the service provider appointed to provide Cashless Hospitalization pre-authorization
services for the Company. Please contact service provider's hotline: Hong Kong hotline: (852) 6746-3801, Macau hotline: (853)
6655-6229, mainland China toll free hotline (only available for mainland China phone users): 400-680-8065 for any enquiry.
(5) Pre-authorization approval will be valid for 30 days from date of approval.
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) FREMBZBERUETRREENBERERSH  SXBEREIANREASRBEERRAE ( 'AA8, ) HARNZIKFMEEHR -

() CHINZBHHRERHRBNESE - BEXMRAHRE - BREFRETTALE - MEEMWELE > ZRENERET TREFEARRBLE/FNA -
(4) KEEEFEEEREARIEH AR BIRR AR 2 RIFHES - MERMLRRINECER - FHERBHUEDHRE:

&H#:(852) 6746-3801 /8P : (853 ) 6655-6229 / REIANI T EEFE RS - 400-680-8065 (UM EBFERBEIEPREAMBEIT)
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Part I (To Be Completed by Policyowner/Insured) $5—#8{? (BREIFEA / ZRAES)

A. Insured’s Particulars S{FAEE

1. Policy no.
{REE MRS
2. Name of Insured 3. Sex/Age
SRR TR/ e
4. Identity document no. 5. Date of birth / /
SDEE IR 45RAE HAEHRR DDH MMB YYYYH
6. Tel. no. 7. Email address
BEEIRNE TERHE
8. Residential Address
ERESiubily
9. Name of Employer
B=E (7)) &
10.Address of Employer
BE (A7) thut
11. Present Occupation
B3]
12. Has the Insured resided for 183 days or above within 12 months preceding the time of medical treatment/service in the USA?
SRARDHREEEZ AR/ BERBRIZT _EARRSKZEEE—BNA+=ZHSME? OYes®E ONo&
13. Will the Insured apply for compensation from other insurance company(ies)/organization(s) for the same event?
RRAEEME XS HRAEHMRRAR/HEERERE ? OYesE ONo&
If “Yes”, please provide below information. % "5, » FFRMHLUTER -
a) Insurance Company/Organization |b) Policy number ¢) Benefit to claim d) Benefit amount
1Rb AR/ {REESRRE {RBEXER! RIESEE

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

CLMO019/1125/1C
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B. If Hospitalization/Surgery was caused by ILLNESS, details as below #1E# R ETFR - HBMT

1. Sign and symptoms
(= 0N

2. For this episode, since when have these

symptoms first appeared? / /
P RS » AR IR EREAL ? Day H Month B Year &

3. Other than this episode, have you had any similar/related past history? ONo&RE [ Yes, please provide below information
&7 tEOROR - BT LIEE SRR EMERRE 7 B BRETIIFREEH

a) Consultation Date (DD/MM/YYYY)| b) Name of Physician/Hospital ¢) Diagnosis d) Progress of Recovery
M2 EHE (B/B/F) Bt ot BERR B TE ERFER RIEEERAH

4. Please provide details of usual Physician(s)/Hospital(s). Please provide the information in reverse chronological order.
FIRMIERKEZZEBENEREN - FHREHRZRNFEEE/ERE -

a) Since (Month/Year) b) Name of Physician/Hospital ¢) Contact Phone No.
Bt (B/&) Byt /B tE BB EEEIRAS

. If Hospitalization/Day Surgery was caused by ACCIDENT, details as below #EZEIMEFREETFlT » SF1B5MTF

1. Date of Accident & time 2. Location of Accident

,’%ﬁﬁéﬁiz ElﬁgﬁﬁﬁFEﬁ / / hh: _ mm (am/pm) %‘9@5&21@,?\5
DayH  MonthA YearZ B 2 (BE/THF)

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

BINFIE
(FBREREEEIT &R
R 45)

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

ARG URME

5. Did you report to the O No 8%E O Yes, please provide information on a) Police Station
police? the right EE I,
MTEERE ? B FRRMAEMENER

b) Case Ref. Number
FEEEHRER

Remarks: Please attach a photocopy of the Police Report/Traffic Accident Report/Police Statement/Alcohol Test Report. (if applicable)
5T M L EERE/BERIMNES/OEE/EEARREREA - (WER )

CLMO19/1125/1C
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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.
#MZHE (H/R/HF) B2/ EEE R R E RS

2. Information of the Physician who referred to hospital 2 AR ZBEEE#l

a) Referral Date (DD/MM/YYYY) b) Name of Referral Physician ¢) Contact Phone No.
BAHE (H/B/F) ENEEL IR HHREEE

3. Details of confinement/consultation {¥B%/5£52 5118

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

E. Credit Card Payment Authorization {ERIE{TIZIES

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.

Iaccept 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.

EIRERRRAEREREERE THRIESE  SERMERTENREEER @ IRESIREREASRRSERRARE TEAKERFUIE
ZHER - EARSEALERLEREZZRASMREREA - BERMARERBNSISNIEETREA2ARAET T REFE ARRBRIE/F
VNG

AARBRIZEREASRBTEGRATMNL MERRESOMRIEIZ ZHER -

AAZAELRIE L2 BERNREAAZEABRONE—H -

AIREEREETNEERERERTMH AL -

. " Bank No. Branch No. A/C No. to be Credited
Name of party to be credited UE2—75 $RITIRSE DITHREE ERER S iRSE
Chubb Life Insurance Hong Kong Limited ZZ A SRS EFRAE 0/013[414;7]/0/0(513131719]9
Please complete all details shown below EiEE F5I&ZI1E
4. Name of Cardholder {E BrEi5H AR 5. ID/Passport Number i&{4#Rw5%
6. Card Number {5 Fr&E#R5%E Card Expiry Date {ERIEBMEE
/
N I S A A O A VMEB VAR

7. SIGNATURE OF ACCOUNT HOLDER E[## 8 A% %

X

Date: HHj DDH/MMA/YYYYH

CLMO19/1125/1C
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F. Personal Information Collection Statement And Consent {F A &2} Y5 55 52 0 Kz 15 1

I/WE HEREBY ACKNOWLEDGE, DECLARE AND AGREE THAT, by signing this form, any personal information 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 transferees indicated in and in accordance with the Personal Information Collection Statement set out in my/our Application For
Life Insurance, which may include without limitation, any branch, subsidiary, holding company, associated company or affiliates of the
Company (the “Group Companies™), its authorized agents, reinsurers, claims investigators, loss adjudicators, medical advisors, recovery
agents, insurance industry associations and federations, credit reference agencies, 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 and Mainland China. Moreover, the Company is hereby
authorized to obtain access to and/or to verify any of my/our personal information 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 this form which is a condition precedent for me/us to apply for claims assessment, processing
and other services. Failure to supply the required information may result in the Company being unable to process this form. For more
details of the Company’s policies on personal information and privacy protection, please read the Company’s Privacy Notice available at
https://www.chubb.com/hk-en/footer/chubb-life-privacy-policy.html. Any questions regarding personal information, access to or correction
of personal information 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.
MEBEZBULRE - AN/ EEED - BERRABREASHRREFEBRAR ( "TEAR, ) AILUER - BIE - #17 18  BRAWELRMNE
BFEEAAN/EENEABRETAAN/EFNAFTREFFSPNEANERIEZRRETHNE SRR - GFETRLR - EARME
347 ~ MEAR ~ AR « BEARSMEBAR ( T&EAR, ) ~ RESRENREA - BRIBAR - IBEREAR  IBERES - BEH
B~ RERE  REBTEDBEREE - GEEREE  BURERASEEREBRNE AR RRAER/SBEEEXEMATURBNEAAL &
BARMEERNE=HRIE  REOERER - THEZERPEABEEANSIEI - 1t - EAREREARRITERS RIS - IS RESHE -
BEFASSEBIER/SMEEAZSHEOAN/EFWEZBAEY - AN/ EEEEERMUERB EAEEN - LEARETE,EIER
HABBRTS 2 SR o AIRBEREFIBMNER - ARt EHE A RBEARIEARNE - BAREAZFEREBERAFAEAER RILBREERN
S FRMHREASHERSHERARDNIBESE » #8it Ahttps://www.chubb.com/hk-zh/footer/chubb-life-privacy-policy.html - Z1&1&E
HEREAEGHEE ERSHEEEAGRLANEERXARZEASRBEEERARNNERRETICRY  UXXEFBRBES LITE
=REEAEREASAB=1T0E -

G. Authorization SHE=

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.

RABZREAFE (BTE) ; () EEE - BE - Bx - 2207  REAR ~ BT - SiHMEERAL  MAFEA / ZEA (WNBEFTE) B

E#CER ~ FHEER - HZFENNREASREBEERMRAE ("EAR, ) NEARNRKER « BWMEER - BLUEALLEZMATRLHIZRE/

BERZE ; () EARBEARZENER / HEIERIGE S IGERFT - MBRTALIZRE/IRE  EITERTEENE - LIREARAN / REA
(ABERE ) WEBARCR o ZIREEHRAN / SEANEEARFZBASBRT - BMEEERA / ZEAN (WBTE) FTHBRITARENRINDAE

o RN AR FHRIEARFNZLS

1/We agree to the Company may deduct any outstanding levy from the policy payment amount (If applicable). KA /BEREEARHE LR

Eia I 2P EMmaiin R EHE (ER) -

Day H Month A Year 5 Signature of Policyowner (if other than Insured) =~ Name of Policyowner
REFBEAER (MALIFZHEN) REFBEALR

Identity Document Number of Policyowner

REFB ASHEANHR

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

Identity Document Number of Insured

SRS DTERA 55T
Please DO NOT sign on BLANK form EZEZARK L &S

* 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.

*RIBIT R ER DM FE L EE (SREE) R0 RRIGEEIERATBHRTIHER 2 THEEERABHI FESEEE, REASREEERRAT
WHAERLL ERYRESE () IRAZREFEASNENIRERERBAZEH - BT ZRBRE/PHADRREREFEANZEARS DR MUTER
ERAREMATAEX 2 BIA - CLMOIS/1125/1C
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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
RAEE BRFERAS RS
3. Age 4. Sex
FHe TE5!
5. Are you the patient’s
usual physician? O No#& O Yes, medical records since: / /
= (@S =4 B, BEgeanss L EHA
%é;%ﬁk’lﬁ#&kw & BEREACSREIR B ER Day B Month B Year &

B. Consultation Details §2i&&%}

1. Date on which the patient
FIRST consulted you for
this illness or injury / /
BREARTRENZE ' & Day H Month B Year &
AERERE T RZAIBE

2. Signs and symptoms
complained of at the
FIRST consultation

BRKESRT HIRAYEUR
3. Cause of Consultation a) O Accident E4} b) O Ilness R
K2R Date of accident E4MHEA How long had the patient been experiencing these sign and
symptoms BEFORE the first consultation?
/ / BOKERHEMREFESA?
Day H Month A Year £
Time of Accident Z/MER] Day(s) H Month(s) B Year(s) %
O AM E5/ . Or since
O PM T . B4=] / /
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 B8 information on the BEa-pt g
seen other physician(s) right
for these symptoms? B BRHAEARE
TR REMS * WAZ &EH b) Address of Physician
IR A = BEA st
fhEEHEKES 7
c) Date / /
B8 Day H Month B Year &

. Planned Hospitalization Or Treatment Details &+ 8|{¥fratAB15
1. Name of Hospital/Medical Provider B&[5 /& & =78

2. O Clinic 32FfF O Hospital OPD B&zFI52E0 O In-patient {Efz O Day Case HjiE
3. Bed Class O Private O Semi-private O Ward O Other, please specify
{ERTARA KB FAKE PN Hith » 555308 :
4. Planned date of admission / / 5. Planned date of discharge / /
SHEIARTBEA Day H Month B Year £ ETEIH R HER Day H Month B Year £
6. Estimated Length of Stay days
FRETEEIR B ¥ H
7. Diagnosis Z2Ef

CLMO19/1125/1C
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8. Treatment plan in detail ;JRfEET 82 15
(e.g. name of diagnostic tests, prescriptions, route of administration, etc.) ({5140 :S2EMMAEERILES » 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 2032 /X {Efz 2 BRI AiGES - EITEISREE—M BEFM - FRBPERZRER

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

RBEATATH - MARSRLUTZRER - B 5 HENEERZ 25/ R

O

Ooooooooao

No & [ Yes, please tick where it is appropriate and give details
2 AEEENNEE LR RIS
Congenital condition/anomalies 5t KA IE & &R
Alcohol/narcotics/drug abuse B};B/ % A &= &/ 8 B ZEY)
Self-inflicted injuries B#H{5=E
Geriatric; psychogeriatric or psychiatric condition &% « & EXETHREFETHRIEN
Sexually transmitted diseases 14 A5{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 ARRAME RS HUME 2 JT BB B8t HBR A TR

O Convalescence, custodial or rest care &% - {BFEE
O Cosmetic or plastic surgery =&l 222 F il
O Corrective aids or treatment of refractive errors i %5 1E
[0 Hazardous sport/activity 2 EdfE & M5EEh/ ;58D
O AIDS/AIDS related compiex disease & X %28 JJERZ fE/ B4 R % Nk Z EEAERARIR & iE
O Body check/vaccination & immunization injections & 8&t&2 /5154
O Developmental or behavioral problem 2% & BB} 1T A& HIRE
O Dental care/treatment ZFF}:&12/ /6%
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 AEEENCER AR RIS
O Asthma i O Cardiac problem />R O Chronic illness R
O Hepatitis B Z BT O Hypertension = [l & O Other, please specify details:
O Previous operation & #5 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 R 2 B R/ B R B AR Rt ik
c) Please provide FIRST diagnosis date and treatment details of
the above PAST medical history
AR DB SE 2 B K2R B EA R AR IE
d) Current prognosis of the above past medical history O Fully Recovered 5eZE1E
LR mERER O On treatment &

CLMO19/1125/1C
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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 - RABEEEERIEMHRERER 7 H . FRERHEHUT

O NoBH O Yes &

a. Disease/disorder /%%

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

c. Name of Doctor/Hospital &4 4 %2 /52 [z 78

D. Estimated Costs FAstE B

1. Name and address of Hospital Z&[5x 48 Kz it

2. Estimated length of stay
5 BRI A

3. O Private F.FXE

O Semi-private ¥FA\EKE

O Ward XE

O Other, please specify Eft » Z55F8 :

O ICU RtAE

Item I§H

Charges EH

Item IEH

Charges EH

4. Daily room charge

SHEHE

5. Anaesthetist’s fee

TREEEmUL B

6. Daily attendance Doctor fee

BHELKEE

7. Specialist’s fee, if any

SREENE (W#EA)

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

BITIFMig (A0EA)

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 Z AR
REZESMIN  BRAZSBHMERR ?
Signature & Hospital/
.. Date
Physician’s Chop / /
B/ R RERED HHA Day H Month A Year &
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