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Sun Flower Insurance Brokers Limited
Room 1108, Hing Yip Commercial Centre

Group Hospitalization & Surgical Insurance 262 Des Vaeux Road Central, Hong Kong Sun \‘/ S
Tel: (852) 2521-1881  Fax: (852) 2521-1919

Claim Form Web: www.sunflowerVIP.com www.sunflowerMPF.com Life Flnancia]
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INSTRUCTIONS ZilH
1. Part A of this form must be completed by the employee and signed by the patient and Part B by the employer (Policy Owner) and then submitted within 60 days of
incurring such expenses. [t FFEE . FELLH R SIS KOk A %5 1 A RIZE B E(REFFE OIS » IR SRR -

2. If a surgical procedure or operation has been performed during the hospitalization, Part C must be completed by the surgeon. If no surgical procedure or operation is
involved, Part C must be completed by the attending physician. Z{FEe#AfE & 1T /MNEFHF=1lr - PNEREESMNEVES 435S « ANIERR R T /MR 1l - BRI B2 A -
3. All invoices, bills and receipts from the physician, surgeon or hospital must be original copies and submitted together with this claim form. AT 8[E A HFEEIE A2 %

= RIS R EA o AR - SRR A a g -
4. Return all original receipts after claim processmg” (B 2 1 TR ml T W IE AR [JYes & [INo %

Part A — To be completed by employee F1# — HH{EEEES

1. Name of Employee i 8#:% H.K.I.D.Card No./Membership No. Sex 1451 Age Ei
FVE S (RS RIS/ BARS

2. Name of Patient (if other than employee) 5 AZ:44 (AIFERE) Relationship Ei{g 5 B (% Age T

3. Name of Hospital B[54 Date admitted to Hospital Az H

4. Complete either (a) or (b) HEE FHERE; 255

(a) Sickness (H) JF1E : ) (b) Injury (Z2) #8653+
Type of sickness JFEEfHAH Type of injury B {5 JEHRL Date occurred 5#§ H 11
Date began #4: H iff] Date first treated & 7% 265 HY Describe how accident occurred Ffilt e 7 gL iF 2 B

Is Patient now pregnant? J5 A\ 275 B 118227 [JYes & [JNo %
If "Yes", state approximate date of commencement of pregnancy

R R ARZZE
5. Has the patient received medical treatment or advice or been hospitalized for the same or an interrelated cause in the last three (3) months?

If "Yes", please specify date of treatment/advice, name of attending physician, period of hospitalization and name of hospital.

EHSEE =8 H N E—SE BRI B2 AR 7 TR - SERIEAN - (bR - B R -

6. Are benefits available for this sickness or injury covered under any other Group Plan? If "Yes", please specify name of Insurer and Policy Number.

IERIESZ (GR G S HCRIREEIRE? & T2 - SRR AT AR R R BARS -

DECLARATION AND AUTHORIZATION ##HH K52

The claimant (IlWe) hereby declare, alglree and understand, as the case may be, as evidenced by mylour signature(s) hereunder, that:

RN RN/ TS A0 W B R P DU R AT PR I ) i (e SER B e B

1. All the foregoing statements and answers in this claim form together with those in any required medical examination, questionnaire, amendment or other document signed by me/us in connection with this claim application
are full, complete and true. I/We also understand that in the event of doubt as to whether a fact is material, it should be disclosed here. Sun Life Hong Kong Limited (including its successors or assigns, the Company)

ay be unable to rocess this clalm application if l/we fail to provnde an mformatlon required to thls a pllcatlon

VLTS 3501 P A0 S DL A/ 5 2 O e 15 Dok R SLI S 1 - SRS  SEANSEAE SR S0 S S0 A A/ 25590 i TR R 2 R T
JH 1Y SMJ’J/ET‘JHCL”? YN T T%ﬁ(é?ﬁﬂ("ﬂﬁﬁﬂ'ﬁ I‘ﬁ’z& nJ ETE%@K/\"J«/RS&/\ AN AT

2. I/We fully understand that the Company is not bound b %/ any s a tement which I/'we may have made to any person if not written or printed here.
AN/ B TE RV A AR — S AN /5 WA U T i 482 e sl D o) £ £y /\+ JESLI IR AR o

3. The personal information of employees, members and dependents held by or on behalf of the Company (whether contained herein or otherwise obtained and including personal |nformat|on obtained after the date of this
Ap})llcatlon may be held, used, disclosed, released and transferred by the Company to the pames and for th gurposes mentioned in the Personal Information Collection Statement

NTIBTREA B A A B AR A B £ - AR &ﬂﬂ{%ﬁTtH’HW\%H (R A PE L H B OHARRAS - U ARESL S ITS) TRAT ~ (EHT ~ BEAEBE T A B ELL T <fﬁ])\%ﬂﬂ%§ﬁﬂ> R R

Personal Informatlon Collection Statement
Any personal information collected or held by or on behalf of the Company (whether contained in this Application or otherwise obtained) may be held, used, disclosed and transferred by the Company to individuals,
companies or organizations associated with the Company or any selected third parties that the Company may consider necessary or advisable, including those carrying on financial services, insurance or related
businesses (within or outside of Hong Kong, including reinsurance and claims investigation companies, professional advisors, intermediaries, industry associations/federations, medical services providers, facilities
and other services providers relevant to insurance business), for the purposes of (i) processing this Application, (ii) providing insurance and related services, and after-sale services for other financial products
and services, (iii) direct marketing and/or data matching for promotional purposes with or without monetary gains and (iv) carrying out regulatory functions and communicating with me/us for such purposes and
all other directly related purposes. The Company is hereby authorized to obtain access to and/or to verify any of my/our data with the information collected from the insurance industry by any association, federation
or similar organization of insurance companies. |/We understand that the information I/we give is on a voluntary basis. However, failure to supply information may result in the Company being unable to process
my/our Application. In accordance with the terms of the Personal Data (Privacy) Ordinance, the Company has the right to charge a reasonable fee for the processing of any data access request. 1/We have the
right to obtain access to and to request correction of any personal information concerning me/us held by the Company. Request for such access can be made in writing and addressed to: Group Insurance
Administration, 8/F, Sun Life Tower, The Gateway, 15 Canton Road, Kowloon.
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[ Please tick (v) if you do not want your data to be used for the purpose identified in item (iii) above. 1[4~ A~ 516 HL AR A EoRH S 3l s (i) T2 i > @ik L b (v) 3% -

4. |/We further authorized: (a) any doctor, hospital, clinic, insurance company, government office or any organization or person who has any record, knowledge or information of me/the Insured (whether medical or otherwise)
to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent to this Application; and (b) the Company or any of its appointed medical/paramedical examiners or
laboratories to perform necessary medical assessments and tests to evaluate the health status of me/the Insured in relation to this Appllcation This authorization shall bind the successors and assignees of me/the
Insured and shall remain valid notwithstanding death or |ncaE€10|ty photostatic cop of this authonzat‘lon shall be as valid as the origin: o
AN frlﬂﬂzﬁ"‘ﬁ@ () ﬂﬁﬁﬁﬂﬁl#}\/xﬁ': H (e % A~ BB SR~ PRERA T - BORFERM %*ﬁﬁ}\i?}tﬁkﬂ—fﬁﬂi 1 A AR TR R A T SRS ISk © REITEURER
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Date HH#f: Signature of Patient 5 A% & (¥):
(*) In the event of the patient whose age is less than 18, this part should be signed by the insured employee. {5255 A\ Z FEEAE1/URLLT » A EEMZHREEHE -

Part B — To be completed by employer (Policy Owner) Z#5 — Hi{g FIiEE

1. Name of Employer {4 H(FREEFRE A) Policy No. {531
2. Name of Employee {gE&#:% Date employed “Z{& H1 Effective date of employee's coverage & &7 { H il

3. Complete either (a) or (b) & FFESE 2

(a) If employee is the patient () 2115 A 2(EE: (b) If employee's dependent is the patient (Z) 7155 A 2R E 2 K &:
Date last worked 7% 3 Date expected FH13E [ T{F H
HiH to return to work Is the dependent covered under this Policy? %282 455 (%7 [JYes 2 2 [JNo %

If "Yes", state effective date of such dependent's coverage. % "2 - SR EZHHW -

Period of hospitalization {Ef2HFH

For and on behalf of the Employer ZZ{{# @3
Name of Signatory %% A% :

Job Title &7 :

Date Hf : Authorized Signature 518 A\ %%
Customer Service Centre & PR Sun Life Hong Kong Limited 7 ¥ 7k ¥ 3 H
8/E Sun Life Tower, The Gateway, 15 Canton Road, Kowloon, Hong Kong ﬁ (% JUTE B S 15 %5 v K L 7 A <G Ok A 8 (Incorporated in Bermuda it 11 %

Wi \,
Tel (852) 31832099  Fax (852) 23020173 A6 (852) 31832099 ¥ (852) 2302 0173 A member of the Sun Life Financial group of companies 7k W1+ il 4 4 i 8 2 —

5-00-0006/06-2011


SF621
big


Part C — To be completed by surgeon or attending physician at the claimant's own expense il — YN} EE A= Bl S22 B AR 15T » FTe ENE PN

(1) PARTICULARS OF THE PATIENT J A%k}
Name of Patient J5 A% H.K..D.Card No. & E {755 5%HE Age fEfL

(2) DETAILS OF HOSPITALIZATION AND TREATMENT {:f23¢1% K /a5

Name of Hospital B[4

Date of Admission AJEH & Date of Discharge HilEH i

Level of hospital ward J%BE73]  [] Private FLZ5%E [] Semi-private %57 [] Ward &% 7 [] Clinical Surgery FI2Fli

Nature of the Surgical Procedure Fflif#4 Date of Operation F-{fir H £

(3) DIAGNOSIS AND MEDICAL HISTORY 22 it i 84
a) Chief complaints / symptoms of the patient relating to this hospitalization/surgery X (E:Fe/FAF0EZRFEA / 5

b) Date of the accident or when symptoms first appeared 7% HER I B & v a8 4= H 17

c) Date on which the patient first consulted you for this condition or related illness 5 A& XK72 HIH

d) To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto? If yes, please state dates and give

details. #EE AT > FEALIETE & A FHEHEEDIE I ? AREZRR " - Gl ey R B

e) Final Diagnosis %2

f) Was condition due to or associated with the following? (Please tick the appropriate boxes) 2 T BN AR ? GHEZES HR)

(] the influence of drugs or alcohol =2 £ ek #2248 [[] accidental bodily injury =4MZ{5
[] infertility or sterilization TNEWEE [] contraception ##42

[] cosmetic or plastic surgery %75 #4IE 1l [] self-inflicted injury H &=

'] mental or nervous disorder F&iififi 2 s &L [] developmental condition ZEFE A%
[] congenital deformities or anomalies 4 LI B 5 [ hereditary condition & /{# 555
[[] correction of eye sight il JJ5&1E [ general check-up —fi% S #4a7
[J AIDs, venereal disease, sexually transmitted disease %4 ~ MiEaiER@E LYY [ vaccination TEPGEL

[] Pregnancy [#%2 (Date of commencement of pregnancy 7% H )

g) Brief discharge summary (including treatments, investigation procedures, results, and/or any complications and follow up plan)

HIBEREL: (R R LAIRIGRGHE] > R ENNE - FER » GFRE RRERT#)

h) Please provide reason(s) for hospitalization if this type of cases can be managed on day case / outpatient basis.

AHEDMEZ AT LIFEF TR HE - RE R I A A B

i) If the patient has consulted other physician during this hospitalization, please provide the following details:

AR NAE RS e A LA B 2R 22 GEPREL LU MR &R
Name of Physician consulted %44 Reason HH

What treatment had the physician performed? [[}5&4= £ ({1 BRARE T 2

j) If the patient was referred by another physician, please give the name and address of the referring physician.

A N RAS AR B A > RETR IR A kA e st

k) Are you the patient’s usual physician? fR2&GHAHERZEE? [ YesZ2 [ No &

| hereby certify that all information given above is accurate and true to the best of my knowledge 7< A5 ZERAEA A FFA » _Faltfir Bk HE R f B 8

Name of Physician/Surgeon: Signature of Physician/Surgeon with Official Chop
TR AN AR TR AEBSI IR BB R EE

Qualifications:

Address:

Mkt

Telephone:

A& EEES Date HH#ji:

HEARHEEE N OGRS FUCR R 2 R aCSHE R » —YSCE LIS YE -
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