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HOSPITALISATION & SURGICAL CLAIM FORM iR BFMiREREE

Claim Note
1) This form is applicable to hospitalisation and day case surgery in hospital/clinic claim.

REIBHER

1)

tEEREERBE AR R R BEBR FI2 B F iR -

2) Each claim form is for one claim only. Policy number and Insured number can be found ~ 2) BIRFFRAR—REE - REFBRIFEASEBETHE THIES
on your Blue Cross Certificate of Insurance/Health Care Card or login to FIRIGEASEHEREE S B A www.bluecross.com.hk/supercare #&
www.bluecross.com.hk/supercare to view account information. ﬁ-‘ﬁﬂﬁ}ﬁ EH -

3) Please send the original receipts and this claim form to Medical Claims Department of ~ 3) 5fti&%E#% 90 HA - BRI ERIIE R IR ERERSRE+TER
Blue Cross within 90 days from the treatment date. ﬁ[{ ST BEER o

4) Each original receipt must show the below information: 4) BREAUEMERERLTIER :

B Full name of patient M Date of treatment B Diagnosis B Breakdown of charges AR mOAREHE W 2E ™ WBRIEARHA
® Name and signature of doctor B Name of surgery (if applicable) m BAMERE m iR (EA )

5) Please tick the appropriate box if certified true copy of receipt is required. Blue Cross 5 ZNFBREVUIBEZEKEEIA - BHNEEZERAE L /5% - EAUTES
will retain the original receipt for record purpose. FERELTF -

6) Blue Cross accepts certified true copy of receipts with settlement advice issued by other ~ 6) EE+FZZHRHEMRIRARFHAKBRERFERRBBENEFR
insurance companies for claim processing. [EGE

Part | FBE - To be completed by the Insured (Patient) HZ{EA (KA ) HE
(or parent if the Insured is a minor HEREAB/NE - FFHRRES )

To ensure that your claim can be processed promptly, please fill out the following 4 compulsory items in English BLOCK letters.

BIERE T 2 REREIRFIRIE - MR IEHIEE T 478 -

Name of Policyholder Policy No.

REFBARTE {REEFHS

Name of Insured (Patient) Insured No.

ZEAN (FRA) 8 SRR

Type of Personal Identification Document and Number S{3:5BAS {4585 K5%h65 (Please tick the appropriate box FEEEHEAE L v 5%

[J HKID Card No. &S DERE [J Passport No. :EHESERE

00 Membership No. & B #R5E [ Staff No. B S#Ras

Mobile No.

FIREFERN

Name of Hospital Date of Admission Az HE Date of Discharge Hif5% HHA

BEfE2fE (DDE/MMA/YYE) (DDH/MMA/YYE)

(1) Have you ever had any prior treatment(s) for this diagnosis or related conditions? B N HE Y A E—2EisBRAR MBS A5k ? OYes 2 [ONo &
Date(s) HE§ (DDE/MMB/YYE) Name of Doctor(s) B4 14, Contact No. BREE

(2) Have you ever made or are you going to make any other insurance claim(s) resulting from this treatment? BRJLLXEE B TER

OYes & [ONo &
WA BT B R A (R B 2 e e

Name of Insurance Company 1Rf&/A T &8 Policy No. {REEZERE
(3) Was the treatment a result of an accident? |t/ XAEESHMR—2EI5]20 7 OYes 2 [ONo &
Date HH#J (DDE/MMB/YYH) Time BFRE Place th2h

Brief Description #&i@

[ Please tick this box for request of certified true copy of receipt for other insurance claim. FNEEIVIEZ B BIAHNIEEMIRBHRE - FNABAST LV -

Declaration and Authorisation EHAR&IFES

1. I/We have obtained all necessary authorisation from my/our dependents (if applicable) to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (“the
Company”) or its authorised representative if my/our dependents are parties to the claim request(s). I/We also understand that the information requested in this form is
required in order for the Company to process these claims.

2. I/We hereby authorise any hospital, physician, medical practitioner, medically related service provider, insurance company, person, party and/or authority that has
any records or is holding any information of the insured person or me/us to disclose to the Company or its authorised representative, any and all information with
respect to the insured person’s or my/our loss, disability, claim history, medical history, police statement made and the like for the purpose of assessing the insured
person’s or my/our claim request(s). A photocopy of this authorisation shall have the same effect as the original.

w

. I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and
belief. I/We have not withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of all
material information may render the Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited. I/We understand
that the issuance or completion of this application does not constitute admission of liability or guarantee payment of the claim on behalf of the Company.

4. I/We confirm having read and understood the Company's Personal Information Collection Statement as accompanied with this form.

AN/ BRI RBRAREREZ—T - AA/BAISARBIUS—IEIRE (0EA ) ME+F (EX) RIBBERAR (" A7 1) siHBEAREHRAR
AEH  AA/BFITREAREAFRENENEBEARERESRA HMIREZA -

2. AN/ BIGELBABEMIF AR ARASAN /B EMEHSERNER - 8B4 - BRRMEALT - BERERMAOREGED - RIRAR  GREAL #E R
/HAMER - MEARSNERERRREMEMSMEAMZRANEA/RAZIEL 185  BERR  RE - OHSTAERERETIERARASEAN/HEM
HEREREZ AR - WRESZEARBEFEERENT -

AN/ BRELER . BAARENEESEMAER LMY RERER  ARRAREZEN  MARRAA  AFIFRAEFEMER - AN/ HFIER

ARMEAEREN RERMRERMAE RERBERI BN AME AR ARILRERAZERER - RSB AR TRHRR R REPF R R

FTEEEIREES ZH#T - XA/ BB RHESIEZ HERERRE TN REARRDE(ENRERE -

A/ HHERERE R ERERRAEN EARE AR NIEBA TR -

w

>

Signature of Insured (Patient) ZEA (JRA ) BE

Date A8 (DDB/MMB/YYE)

In the event of the patient is aged under 18, this form should be signed by his/her parent. {H&ERAZEHRT 18R T » RRFRBEHEFTRERE -

Blue Cross (Asia-Pacific) Insurance Limited

E+7 (EX) REBRAF

MC035/05.2012



Part Il - To be completed by the attending physician/surgeon at the claimant's own expenses

ZHB - mFERYE JINBTER - EEAHRHEA B TTRE

Full Name of Patient (please fill in English BLOCK letters) g A& % ( SELIE X FHAIEE ) :

Date of Admission ABEHH (DDE/MMA/YYE) : Date of Discharge HileH#i (DDE/MMA/YYE) :
Name of Hospital B&fz27E :
Level of hospital ward KEMRI : O Private FARE O Semi-private ¥Ff.RE O Ward Li@BE O Clinical Surgery F332/)\Fiif

1. Clinical History 3R52508%
a) Date on which the patient first consulted you related to this illness/injury fRAFLLER,/ 28% - EXAB T kZABEE ODA/MMB/NYE) :
b) Symptom(s)/complaint(s) of the patient relating to this hospitalisation/treatment/investigation & ALK ERR, A5/ #aERAT HIRAVIBRIER R 5 ¢

c) How long had the patient been experiencing these symptoms before the first consultation? JEATE & X KEZAIE BB ERZ

2. Details of Hospitalisation {EFzz¥iE
a) Final Diagnosis Exf4RY52HER : Date of Operation F{fifHHE} (DDA/MMB/YYEH) :

b) Operation procedure(s) performed Fij 55 :
¢) If the patient has consulted other physician(s) during this hospitalisation, please provide the following 20K AFMERREAR E ME M4 K2 - FFIRMLUTEH -
Name of physician consulted B&44 : Reason [R[HA :

What treatment had the physician performed JAEEIE :

d) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations, treatments,

complications and follow up plan) &Rt HiBIRR ( BIERER RIFEHERENEL ER  mE - TRRENERRER 8% - EHEREZHS

=

e) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/out-patient basis. it/ XJRAEREE REIR,/ SATAEITARE  SBIRIRRERR

3. Professional Comment E¥=R

a) In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous complaint/diagnosis. If "yes", please provide date of

the first episode and details. HEATER - MARRERARE S EEREEISIEAIRATSI BEE LN ZEER » B2FA ™2 1 & X SRHUEHRAPRH

1o

b) Was the condition due to or associated with the following? FifiI& N B S HAMERLI TRIERBE? OYes 8 0ONo &
If “yes”, please tick the appropriate boxes HEEA "2 | & FEEETHRIEL /5

O Accidental bodily injury B4\ 588215 [ Pregnancy (%% [ Congenital condition SEX4&RK,/ BHE
O Self-inflicted injury BHHIEE [ Infertility or sterilization FEEFBE [ Developmental condition é’é’ﬁ:FnﬂzE

[ Abuse of drugs or alcohol & FZEH)el xS [ Contraception %2 [ Hereditary condition 3&{EMRIRE

[0 Mental disorder f&T#3%E [ Treatment for cosmetic purpose ERMERYEE [ General check-up —fi%588t6%E

[ Refractive error fEYAIE [0 Vaccination jZigiEiE

O Venereal disease , sexually transmitted disease or AIDS/HIV related illness MR « ME(EBEREE ER./ B RS ERRNER
O Others Hfth :

4. Others Hfth
a) If the patient was referred by another doctor, please provide the name and address of the referring doctor. 20 AFBEMEEEEES - BB HEN BN -

b) Are you the patient's usual physician? T 2GR ANIEEEE? Yes 2 ONo &

I hereby certify that all information given above is accurate, true and complete and are given to the best of my knowledge.

AN - BIAARA . EAATRHAFTE RIS R EMER AERATHEZE -

Signature and chop of attending physician/surgeon ¥4 JIRIBEHRERES Address and Telephone No. it & &EEE5EHS

Name of attending physician/surgeon & qualifications E3284 /JIRIEEE IR R E FE Date HE (DDH/MMB/YYE)

Note:  Part Il of this claim form is drafted by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers, and
subsequently revised by Blue Cross (Asia-Pacific) Insurance Limited.

5 AREPFRCDELAERGRELRBRENIE TERRRBERMIE  2EE+F (ZX) REBRAREE




The Personal Data (Privacy) Ordinance (“the Ordinance”) —
Personal Information Collection Statement

Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) is a wholly owned subsidiary
of The Bank of East Asia, Limited. The Bank of East Asia, Limited together with its
subsidiaries and affiliates are collectively referred to in this statement as the “BEA Group”.

In compliance with the Ordinance, the Company would like to inform you of the following:

(1)

(10)

From time to time, it is necessary for you to supply the Company with personal
data in connection with the application for and provision of insurance products
and services as well as the carrying out by the Company of other services relating
to these insurance products and services.

Failure to supply such data may result in the Company being unable to process
your insurance applications or to provide or continue to provide the insurance
products and services and/or the related services to you.

Data may also be collected by the Company from you in the ordinary course of the
Company’s business, for example, when you lodge insurance claims with the Company.
Data relating to you may be used for the following purposes:

(i) processing applications for insurance products and services;

(i) providing insurance products and services to you and processin§ requests
made by you in relation to our insurance products and services, including but
not limited to requests for addition, alteration or deletion of insurance benefits
or insured members, establishment of direct debit facilities as well as
cancellation, renewal, or reinstatement of insurance policies;

processing, adjudicating and defending insurance claims as well as
conducting any incidental investigation;

(iii

(iv) performing functions and activities incidental to the provision of insurance
products and services such as identity verification, data matching and

reinsurance arrangement;

exercising the Company’s rights in connection with the provision of insurance

products and services to you from time to time, for example, to recover

indebtedness from you;

designing insurance products and services with a view to improving the

Company’s service;

(vii) preparing statistics and conducting research;

(viii)marketing the following services and products (in respect of which the
Company may or may not be remunerated):

v)

(vi

(1) insurance, financial, banking and related services and products;
)
these services or products may be provided and/or marketed by:

(1) the Company or members of the BEA Group;

(2) third party reward, loyalty or privileges programme providers; and
(3) third party marketing services providers;

reward, loyalty or privileges programmes and related services and products; and

(ix) making disclosure under the requirements of any law or rules, regulations,
codes of practice or guidelines issued by regulatory or other authorities
binding on the Company or the BEA Group or with which the Company or

the BEA Group is expected to comply;

enabling an actual or proposed assignee, transferee, participant or sub-
participant 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

(xi) any other purposes relating to the purposes listed above.

Data held by the Company relating to you will be kept confidential but the
Company may provide such data to the following parties inside or outside Hong
Kong for the purposes set out in paragraph (4):-

(i) any agent, contractor or third party service provider who provides services to
the Company in connection with the operation of its business including
administrative, telecommunications, computer, payment, data processing,

storeclige, investigation and debt collection services as well as other services

incidental to the provision of insurance products and services by the Company

(such as loss a(J:j)usters, claim investigators, debt collection agencies, data

processing companies and professional advisors);

any member of the BEA Group;

reinsurance companies with whom the Company has or proposes to have dealings;
third party service providers which the Company engages for any of the
purposes set out in paragraph (4) (viii);

any person or entity under a duty of confidentiality to the Company or the
BEA Group which has undertaken to keep such data confidential;

an\( person or entity to whom the Company or the BEA Group is under an
obligation to make disclosure under the requirements of any law or rules,
regulations, codes of practice or guidelines issued by regulatory or other
authorities binding on the Company or the BEA Group or with which the
Company or the BEA Group is expected to comply; and

(vii) any actual or proposed assignee, transferee, participant or sub-participant of
the Company’s rights or business.

In accordance with the Ordinance, you have the right:

(i) to check whether the Company holds data about you and to exercise a right of
access to such data;

to require the Company to correct any data relating to you which is inaccurate;

to ascertain the ComPany’s policies and practices in relation to personal data
and to be informed of the kind of personal data held by the Company; and

(iv
Requests for (i) access to or correction of data; (ii) information regarding policies
and practices and kinds of personal data held; and (iii) cessation of use of data for
direct marketing purposes can be made in writing to the Company’s Corporate
Data Protection Officer at the following address:

The Corporate Data Protection Officer, Blue Cross (Asia-Pacific) Insurance Limited
29th Floor, BEA Tower, Millennium City 5, 418 Kwun Tong Road,
Kwun Tong, Kowloon, Hong Kong
Fax : (852) 3608 2938
According to the Ordinance, the Company has the right to charge a reasonable fee
for the processing of any data access request other than an opt-out request.
The Company keeps data only for as long as is reasonably necessary for any of the
above purposes or as required by the applicable law or regulation.
Should you have any query with this statement, please do not hesitate to contact
our Customer Service Hotline at 3608 2988.

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

April 2011
Issued by Blue Cross (Asia-Pacific) Insurance Limited, a member of the BEA Group.

to request the Company to cease using your data for direct marketing purposes.
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(1
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	Name of Policyholder 保單持有人名稱: 
	Policy No: 
	 保單號碼: 

	Name of Insured (Patient) 受保人(病人)姓名: 
	Insured No: 
	 受保人號碼: 

	Provide HKID No: 
	 提供香港身份證號碼: Off

	Provide Passport No: 
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	 提供會員編碼: Off
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	 提供職員編號: Off
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