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Bupa Hospital Claim Form

Only completed original claim form is accepted R BB w7 B & FREEFR AN

PRAE (E B S

(1N

PART |- To be Completed by Member

Name of Subscriber / Employer :

F—E HBEERS

Claim Form No.
BERBERAR

BRRANBELHE

Name of Employee (For group contract only) :

2HK)

EEHZ (RERF
Name of Patient (if other than Subscriber/Employee) :

RS (FERRASESR)
Membership No. of Patient 'IFAZE#R (16 digitsfir)

er e =g
Must be completed %/EHE

Day Time Contact Tel No. :

S lE)ir e

Date of Hospitalisation / Day Case Surgery : From to

ke / BEFMTHES B DDH/MME/W& % DDH/MMAB/WE
Email Address :

BHhy

If hospitalisation was due to illness  HE&RFMIER
1. Describe the symptoms and abnormalities which led to the hospitalisation

FIHEARRANERBAREERR IR

2. Name, address and tel. no of doctor / hospital the patient first consulted for the illness

ML LA | BERARE - MR B

3. Date of the first consultation %% H £

If hospitalisation was due to accident &R IR
1. When did it happen? =5ME4HH?

Date A
2. Where and how did it happen? E/MEAER B R ?

Time 5

5 3o

3. Injured area, type and severity of the injury. S{ZE57 ~ RIRKED -

4. When did these symptoms first appear? & AJA A EX B LAUER?

5. Has the patient received any treatment for similar or related illness by other doctor(s) or been admitted to
hospital in the past? FHAEERE—SHABEHEMNMEMEERDHABR?

Yes 5 O NoE O If Yes, please specify 2075 » & aEal

Treatment Date %75 A £

Name and address of the doctor(s) / hospital(s) B§4E 2% / ESFe4FE R ithik

Other information ELfth &

4. Did the patient report to the police? HABERE?

Yes Send us a copy of the police report No
5 O FRXABREA A~ = O

5. Was there any concurrent / predisposing illness at the time of the accident?

BONRAR - REOAEMERIEZRR?

6. Other information Lt &k}

Did you submit a claim for workmen's compensation? If yes, please specify the result.
BBERAREBTEARFESLRE 08 » FdsR?

Have you ever made or will you make any claim request for compensation from any organisation as a result of this treatment? ZBEIAE » AL EEEAEMEEEREE? O Yes A

If Yes, please specify the name of the insurance company / organisation :

O No ##

Policy No. / Membership No. :

mA - FHARRAR/ EEAE
Return all original receipts after claim processing EERMZEFREFTBUIRER O Yes =

o REHGERR
No &

Declaration and Authorisation EEARIFHEE

| hereby declare that the above information given is true and correct.

l also authorise any medical practitioner, hospital, clinic, by whom or where | / the Member have / has been observed or treated or any insurance compan&/ or organisation that has any records or health information concerning

me and / or the Member for any reason, to give full particulars thereof including prior medical history to Bupa. A copy of this authorisation shall be consi

ered as effective and valid as the original.

I understand that if | and / or the Member fail to provide any information requested in this claim form, it may result in the inability of Bupa to accept or process this claims.

ARAEULER DA EFTER 2 — AR - M E R

AN EFRIARAAN /| FEBFAABNE L B 20T IFEAAR/ ARERFRIMER ZRBAFIEBIHAAR / REE 22 HEBERE) 2XTRA AREE 28 ARIEAARSH

AABE MAAR / & ERERAFEHRFRABRERHENTESGBURO TR REIE AR

Personal Information Collection Statement

Purposes: | understand and agree that all personal information relating to me / the Member collected or held by Bupa, whether containedin this application, or obtained in any claim processing procedure or otherwise from time
to time, may be used by Bupa for the purposes of (1) processing this application and providing subsequent services; (2) processing any claims analysis and/or medical or other insurance-related checks; (3) provision and design
of products and services of Eupa or any OFitS group companies;q4) marketing of products and services of Bupa or any of its goup companies (but not other persons or organisations); (5) data matching, statistics and research; [q6)
communication with me / the Member in relation to any of the purposes set out in this statement; and (7) satisfying any appliable legal or regulatory requirements

Classes of data transferees: | further agree that such personal information may be transferred for the purposes as specified above to any of the following parties (within or outside Hong Kong): any group company of Bupa, any
insurance intermediary as authorised by myself, any reinsurance company, any claims investigation company, any service provider providing services to Bupa, any association or federation relating to the insurance industry or any
person or organisation as required by law.

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

My rights in respect of my personal information: | further understand that (1) under the Personal Data (Privacy) Ordinance, | / the Member shall have the ri%ht to request access to and correction of any personal information
concerning me / the Member provided to Bupa; and that all such requests can be made in writing and addressed to the Personal Data Privacy Officer of Bupa at 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong
Kong or by other means as Bupa may notify me from time to time; and (2) I/ the Member can contact Bupa's Customer Care helpdesk on 2517 5333 (individual members) / 2517 5388 (group members)* for any enquiries about
the Personal Information Collection Statement.

BN SR IRER

R - ANBE KR BRI 8 I (LA RERF A E R T R sl B 2 FRA B RIA N /S B EAER - AT ERIAIEL A (1)

(3) IR AR RIA S SR MR A E m KRS ¢+ (4) HEERASE EMEEOERRRSG (B18 SEEMATIHE) : (5) EREE - fat R
BREBRANER - AATREZEEAERTE D BEREET A TRBETERANZRIN) - EAROOEREE  AAZEORBRTNA - BREQE)
SERERMEMALLEE -

RERBEATROER - RARAEAATEEMI RFRRAZRKNEMER - RIOTREERITULERGE ©

AREA BT AARB () HIRIE A B EHTLRR) (0] - AN /& BERE R RIS FRIBATI BRINAA/& BT AEA LR - ARERSHRREEANEHLEBEEN - ot HEE  BUREME25MASTHRFT L8 %
ZRANEBAAAGRMRERER  &(2) AA/ZEMHEAEREERABENEH I RERANTFREEHR2517 5333 (AAFTRIEE) /2517 5388 (A EEE)" -

BT RIS ¢ (2) RN LR ERR SR RN
7% (6) BLiE (AL A BEHA R I RO RR ST A/ BERR ¢ (7)o ATE B B o
CBEEEEAT - ARBERRSOREESE  RRERE B - &

X
Date B Signature of Member BE &2
( To help us to process your claim promptly. please check that you have: ABTERMEEEEEETCREHEE  FEREEEE ! )
e fully completed and signed the claim form o EIUREBHEEE

e requested your attending doctor to answer all questions in

Part II, sign and stamp the form o BEMEDBLEEZEMN  BEREE

e attached all original payment receipts, doctors slips and hospital o [ FATESERBKERE4INESZIEA » WHIHEA:
bills showing:- s
. treat?‘nent date + name of patient « 2alRY © RWAME
« diagnosis «  breakdown of charges « R - BWEER
e attached pre-authorisation confirmation, if applicable o [ FUS RS E R ER)

e attached referral letters for any specialist consultations or SRN nursing
Note: No reimbursement shall be made for claims submitted
L after 90 days from date of discharge.

Please send this completed claim form with attachment(s) to : JHZ 2 B{EERER RSO3 -

Bupa (Asia) Limited - Claims Dept.  {R#H (ZEifl) BIR AT —IBEEEI
18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong

ESHIERERR 25 RASTEEFRL 188

Customer Care helpdesk ZFR&EEL :

- Individual members B AEt&EI€E (852)2517 5333

- Group members EfE5+3|& 8 (852) 2517 5388

- Bupa Gold members RiHESELE (852) 2517 5383

Facsimile &E: (852) 2548 1848

www.bupa.com.hk
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PART Il = To be Completed by Surgeon / Attending Physician &3 BHEXZBEEIES

Remarks: Please attach copies of histopathology, endoscopic. diagnostic / laboratory tests report, operating theatre summary Rt - BERIKES - ARIE - ZEILR/ REBHE - FWEBRERFRME -

Name of Patient JHAMEH HKID Card Number &B&EIRT :
Admission Date AFBTEH Discharge Date iFt A :
A.  Clinical History P9s27%E

1. Date on which the patient first consulted you for the condition or related illness / injury which led to this hospitalisation / treatment / diagnostic tests?

BABRR LR RS ABRRNRE - MEBRR R/ 6k DEMHCRZRDBH ?

2. What were the patient's chief symptom(s) / complaint(s) for this hospitalisation / treatment / diagnostic tests? FARREZRFAHRTATT AL ~ B=aBEHDE (L ER?

3. Howlong had the patient been experiencing these symptoms before the first consultation?  TERAE XKD » ZERCEELRIH?

B. Hospitalisation History {:Rzf%E

Final diagnosis JAEAESR : When was it made? &R IFEIEAELDHT?
Operation performed FiT47E Date of Operation Fif A4 :

Surgeon / Assistant Surgeon name SNV ESAE / BIIESMIEEAE A

Recommended treatment, diagnostic tests and the reason for the treatment  #/NZJAR » BEMHLBRATERRA

1. If you have referred other doctor to the patient during the hospitalisation, please provide the following relevant information. FAEBEEiRE » 21 FEMSHASNMEHMES » FRETIIEBRER -
Referred doctor name ES415 Referral reason ¥&/NRA What treatment the doctor performed JA4

2. Brief discharge summary (including onset and duration of sign and symptoms / disease, etiology, types and results of major examination, treatment, complication and follow-up plan).

HREE . FEFINARRRLFHRRAN AR - RRITERER - BELE - I RERRERS - )

3. Has the patient taken any home leave during this hospitalisation? FAEBTHERE + IEABE BRI ?
Nof O Yes 5 (O Please state the date, time and reason 35588 A58 ~ B R ERA

4. If hospitalisation has been arranged for scans, diagnostic testing or a procedure that is normally carried out as a day case, please explain the reason

MR ERRAET LR - BBRA—RAETN - FHBREBAZRZRR

C.  Professional Comment EXER
1. Inyour opinion, was the hospitalised illness a recurrent episode or a chronic disease? If so, when would be the first episode?

HRETER  RARARSRERIERENBIERE N - AHRERNRERH?

2. Hasthe patient ever had the same or similar symptoms(s) before? EALIRIE & EER AR ?
NoE O Yes 5 (O  Please state when and describe details 353588 B £ J2 5 1%

3. Was the condition due to or associated with the following (circle the right answers) _EAUERE SR TFRIERR? (FEEEREER)

accidental bodily injury \ the abuse of drugs or alcohol Y AIDS / HIV related illness, veneral disease or sexually transmitted disease \ pregnancy, infertility or sterilisation \ refractive error \ treatment for cosmetic purpose \
mental or nervous disorder \ congenital condition \ hereditary condition \ developmental condition \ self inflicted injury \ general check-up or vaccination \ NONE OF THE ABOVE
SRERBNZEGNBREYIER \EREEDRZE (BER) /BABRENRERE (HV)  IHRSEMEERA R\ ER - AEREB VROAER \EDAE \EMERm \ SERIMEER \EEIRR
FEER\BREE\ —REBREAHEIH \ U ERHAHE
4. Had the patient been previously treated or hospitalised for this or any other disorders? If so, please give a brief summary (including onset and duration of sign and symptoms / disease; etiology; type and results

of major examination; treatment and follow-up results) FABEZERMEFNEMBEMNFEZDAIAREDAFNEE » FRPEE FILERRAILFRNFRRADAY - AR - BRLERER -5

AR - MRERRERE - )

Dates H ] Disease / Disorder / Complaint %% / 2 / B85 Details of treatment / hospitalisation Y45 / (= B8 Name of doctor / hospital Fig& 4 / E& R %8

(Please use any separate paper with the doctor's signature on it if more space is needed) ~ EHRRBEEE » GRAHDEEBRENEENFE
D.  Others Hftt
1. Areyou the patient's usual physician? BT EERAMNRNEL?
i, Yes O, pleasefill in question 2 £ » EEME 2
i. No O Does the patient have any other usual/family doctor(s)? if Yes, please give us the namels) and telephone no

AR BARDHEMNRY / RERE ? MRE - BRUMEZREERD
2. Please fillin the date of consultation and the symptoms and complaints of the patient for each consultation B 24 B HIRE R ANHH AR
Consultation date 78 B Symptoms / Complaints % / B3k Recommended tests / treatment B/ IIRE 5

3. Ifyou are referred by other doctor, please provide the doctor name, contact number and address. 21BNy EMMEEAE TN » BIREZEENMS - BEBEII0I -

Surgeon / Attending Physician's particulars ¥ B4 &

Name of Doctor E4#4 Telephone B3 : Email Address EEERiAF :

Address i :

$4283-Tb
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Signature and Chop of Surgeon / Attending Physician Authorised Signature and Chop of Hospital
IVBEEERER BREREERES

X X

Date: HHA Date: A





