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Medical Insurance Hospitalization/Accident Claim Form

BRRE - (£Pk / SV RERE

(For Accidental Medical Expenses, Hospital and Medical Benefit)

(BRREIINEERE » ERRBERE)

Part | - To be completed by The Insured / Claimant

AR - BRANREARR

Policy no. Type of claim [ Hospitalization claim [J Accident claim
TREESEHS FEfELER| EFcRE{E BINEE
Name of Policy Owner/Policyholder Contact no. *

REBHN / REFENLTE B AESRHS

*For the use of this claim only SRR IEZEEZ

A. Insured's Particulars #{EAZ ¥}

Name of Insured (Surname first) ID Card/Passport no.
WIRAYE (FIERYEK) B0 / IR
Date of birth (DD/MM/YY) Sex Occupation/Position
LEBSB(B/ B/ E) ezl B /B

Mailing address of Insured Email address

WRATZ L BRI

B. Accident Particulars E§bi¥15

Date of accident Time Place
BIMEERE S35 HhEh

Brief description of accident
I EIME KB

Part(s) of body injured

GBI

C. lliness Particulars J&JFE¥1E

Brief description of symptoms

EEPUSTSLE WSS

How long have these symptoms existed prior to the first consultation?

ERRABRFZE » ZFREEFESZA ?
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D. Consultation and Hospitalization Particulars 3278 R{¥PR:¥15

Date (DD/MM/YY) | Name(s) and address of doctor/hospital
BEA(B/B /%) B4/ BiraiE it

Particulars

(1) The doctor first consulted for this illness/
accident
BRZALLE / BINNELEER

(2) The doctor who referred the Insured to
hospital

LD&ABEE’J%EQH

(3) All other doctors consulted during this
illness/ accident
B2alm / RIMIEME L Eik

(4) Doctors seen for any similar condition in
the past
BB ARERTNEEER

(5) Usual attending doctor’'s name and address Not Applicable
BERMZ VB S Ktk TiE A

(6) If taken any home leave during this .
hospitalization, please state the date(s). Not %{;\%%able
EREREARIARIM > FEYIBREER o

E. Other Insurance coverage E{th{R& =¥}

(1)  Are you making any other insurance claim as a result of this case? if "Yes", please state below details.

BRLEXMEZR B TASHFEMRRRE 55 > FERUTER - ONo®A [ VYes
B

Name Insurance Company Policy No. Type of Policy

ENIEE TREESEHS REBLER

(2) Does the Insured have any Social Welfare Benefit? If "Yes" please state below detail and provide
payment detail copy to us. [(INo®E& [dYes
WIRANBEERER / BINESERNHERBRARE ?ER > FEBUTER
SR A EHED %% °

Name of Social Welfare Benefits
HERERERTE

F. Payment instruction {3F%$57Ts (not applicable for Group Medical Policy FiE it EiE B A {RE )

Remark: If the policy under which this claim is made is issued by Bolttech Insurance (Hong Kong) Company
Limited, please note that the below payment instruction will supersede the previously designated payment
instruction and all future claims will be settled by this payment instruction

= RERRBRERR (58 ) ARASEENFREEL > SHERUTHATIE TR B A s ENTREE
T 0 TAZRAYPIA RER SIZEBIL ISR Z AT o

[J By Direct Credit to specified bank account*

(Only applicable to Policy Owner’s/ Policyholder's  gank no. Branch no. Account no.
bank account in Hong Kong) HRITAR IR DR 55 S8

BB MSEIRITIR * ) EEEEEEREEEE L[]
(REARRERREA / REFEAEEREA0)

= Acopy of bank book or bank statement MUST be provided, unless the bank account is the same as the
one registered for DDA for premium payment.

= RIFRITIRP AREBEHEIRS 0 SR ARMIRITHFRENBEERE -

By Cheque made payable to Policy Owner/Policyholder# L ZF (A REHE R A / REFHE A #
All claims will be settled in Hong Kong currency or policy currency only. Any request for settlement in a
currency other th an Hong Kong currency or policy currency will not be accepted.

#  FIERERGUBEHREGESN - EAARUAKRRESELUMIEE I NRENERGTEEIZN -

* [
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Declaration & Authorisation E AR IS HE

In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, by signing below,

I/ we consent that the personal information collected or held by Bolttech Insurance (Hong Kong) Company
Limited (“bolttech Insurance”) (whether contained in this Application or otherwise obtained) is provided and may
be disclosed to individuals or organizations within or outside of Hong Kong for the purpose of administration of
claim or analysis of it. Moreover, I/we hereby authorize bolttech Insurance to obtain access to and/or to verify
any of my/our data with the information collected by any association, federation or similar organization of
insurance companies that exists or is formed from time to time (the "Federation") from the insurance industry.

IR EBE N ER AR 00 A / B E R RIS R (E8) B RA R [((RBR /GBI A 2 A A
BABE (ZE SR IR R N HMRTISE) Ak T4 85085 2 A AR LU EEE
SEFHHT 2 Ao

E5h 25 A / BB RS 7 SNBSS B0 (R M A B0 B S o SR AR R L T AT T )
HeRIRE PR EEBY Rt B Ry SAREA A / T2 T

|/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 bolttech of all material
information may render bolttech 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 bolttech.

AN/ HFRMEER CPr A SR AR REER EBhaFE 2B WHERAA / HAFTAKRFTE
MIEERI A A / HFIRE BERERER WARMRERH AT RERER Z SR sUBEN R IR AR
IR ERF 2 ERE LD F Rl SR BRI TR RN REFFNRAFAAEN RERDm R AN /
FIER B I RE TG 2 B HRIBZ W ARRS AR B RS REIEE

I/We have read, understood and accepted the Personal Information Collection Statement of the Company
("PICS"). By signing below, I/We confirm this application and agree that the Company may use and disclose all
personal data about me/us that the Company currently or subsequently hold for the purposes as set out in the
PICS, and | understand | can scan the QR code below for review of the PICS or else | can request a copy of the
PICS by calling the Company’s Customer Service Hotline at 2603 9435.

AN/ HFICEE FRARESAABNREF[ABRNER BB TR AA/RFIESDIL PR L RS A AT
IIRBWEEA BN ZRYIL 2 BV ER RIRE AR AR Bl s’ KA NN AN/ ZFNFAEAER I
B@RA N LIRHEU T —HBEEAARNREBABHER AT NEBARTNETFRFE R 2603 9435
ZEUWEBEAENEREE

Ok

| .
1=
Date (DD/MM/YY) Place
HEA(B/B/®F) ZmEM
Signature of claimant Signature of close relative of claimant (if applicable)
REAZE REANTRRE (NEA)

Relationship with claimant

S ENEPNESIES
For Adviser's use only I2E1EERI = FH
Adviser name Adviser code & location
B EEEER B EERIAR IR At (&
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Part Il - To be completed by the attending doctor/surgeon at the claimant’s own expenses

28 - AELBERE - RERBREABITHRIE

Patient name (in full) Name of hospital

WAE (28) BiratE

Date of admission (DD/MM/YY) Date of discharge (DD/MM/YY)
ABBEA(B/ B/ %) HiTHER (H/ B/ F)

Level of hospital ward 5%E4R5
[ Private 8% FE  [JSemiprivate _%E  [JWard =%k [ Clinical Surgery F9z2 F1i

A. Clinical history 3R:2308%

(1)  How long had the patient been experiencing these symptoms before the first consultation?

WATERKZA SR B ULERZA ?
(2) Date on which the patient first consulted you related to this illness/injury (DD/MM/YY)
WARULERS / 2156% > BRABETKRZHWBH(B/B/F)

(3) Symptom(s)/complaint(s) of the patient relating to this hospitalization/treatment/investigation

FRATRUER(ERE / 8% / 1R8PT IRAVAERBAEIR R £ 5F

B. Hospitalization details {¥Pr:¥15E

(1)  Final diagnosis Date of operation (DD/MM/YY)
=B FWHEA(B/B /%)

(2) Name of procedure Nature
FHT A i3

(3) If the patient has consulted other doctors during this hospitalization, please provide below detials;

WR AR RS mEME LR > FiRHUTEN
Name of Doctor Consulted Reason
BAtR JREA

Treatment performed
JAEGEIE

complications and follow up plan.)

reasons for hospitalization.

CONo®EB OVYesH

(4) Brief Discharge Summary (including Treatments, investigation procedures, results; and/or any

HETIRE (AR « 28R R 5 &k / SWHFBERRIESS) ©)

(5) Please state if this type of case can be managed on day care/out-patient basis. if yes, please provide

A BRI RIE R S AEIE B EREIE / s FRIETTIAMR » Bt @ sAlefERRA -
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C. Professional comment 2SR

1. Inyour opinion, was the patient hospitalized as a result of recurrent episode or a chronic illness or related to
a previous complaint/diagnosis. If "yes", please provide the date of the first episode and details.
METRR > MARRECARESREZ B ERNS I BRELEN TR/ AR ? EBEA"
=" A BERERE RS o

2. Was the condition due to or associated with the following? (Please tick the appropriate boxes)
ITitERREHNHENTREERE FEEEEREL v 5R)

] Accidental bodily injury [] Pregnancy [J] Congenital condition
RINBREZE e FRMIER/ 2R

[ Self-inflicted injury [ Infertility or sterilization [] Developmental condition
SE4ES FEHES EBME

[] Abuse of drugs or alcohol [] Contraception [] Hereditary condition
BFREYISERS a2 BRI

[] Mental disorder [] Treatment for cosmetic purpose [[] General check-up
TERZEEL ERMERAE —RSERE

[J Refractive error [J Vaccination
JBHAIE BHEES

[] Venereal disease, sexually transmitted disease or AIDS/HIV related illnesserror

MRS I ERBRREE RS / 2R E A AR

(1) s the patient referred by another doctor? [J No ~@& ] Yes 2
WARSKHMBEEN?

Name and address of the referral doctor
AR MHIE

(2) Areyou the patient's usual doctor? [J No @& ] Yes 2
ETEEZRANEREE?

| hereby certify that all information given above is accurate and true to the best of my knowledge.

RN » SLAAFRA > L PREBE RIS

Signature and Chop of attending Doctor/Surgeon Address and Telephone no.
PBRLE/INBEEERES e B EESEAS

Name of Attending Doctor/Surgeon & Qualifications Date (DD/MM/YY)
P8t/ IRBEEERERE HER(B/RB /%)
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R - REXHFE
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To avoid the delay of process, please follow this checklist and ensure that all required documents are attached.

A RIBELR  JERIKIEAEES] » IRXFTRZIEREX M o

Please v/ as appropriate:
FEEETERIE L VR

[] Claim Form

REFHRE

Claim Form Part | completed by Insured/Claimant

REFFRBPE - BREARREAER

Claim Form Part Il completed by attending doctor
RIEFFRBIE - HTZBEIER

(] ID card copy of Insured and Policy Owner/
Policyholder
WRARREETA / REFAEAZSHFRIA

[J Original Receipts
WHRIEAR

Original receipts (including medical receipt, deposit
receipt)

WHRIEZ (RREBEWER - BEWE)

Statement of Charges, etc.

WEFIRE

[] Laboratorytest/ X-ray/Ultra-sound/ECG/ Diagnostic
Imaging (MRI/ CT Scan /PET)
1EBg / X )¢ / BB / LWEE / B / ATl (H
NHIRER / B / IEE T EAGRE)

All report(s)
FrEHRE

[] Other Insurance Cover
HfRbrER

Compensation breakdown from other insurer/party

HthfrRER QB ez BEAER

[J Confinement in Hospital Authority’s Hospital in
Hong Kong
AEEBEREERE

Discharge summary

R B AR

Sick leave certificate with exact diagnosis
HIERE2 EnAE RAVRIRE S

[J Confinement in Hospital in Mainland China
AN EAE A EE R

First page of medical record
REEE

Admission record slip

ABrhc i

Discharge summary
BN

Outpatient booklet
PRSI

[] Others
Hih

Please specify:

IR :

[J Request for Return of Certified True Copies of
Documents (For record keeping, please take your
own copy before submission)

E%QE?EEIEZISY# ( AR AT BITHEENX LU
sCEk )
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Part IV - Completion guideline

T8 - taE#E5|

(1) Please read the questions carefully before answer. All the answers provided on this claim form must be true,
complete and accurate.

BEFER/ VORI ARIRE - RREPFRLAMREZENLERE » T2 RAER -

(2) This Claim Form should be signed by a close relative of the claimant if the claimant is unable to sign and in
such case, proof of relationship shall be submitted together with this form. The Company shall have the right,
at its sole discretion, to accept or reject the form signed by a close relative of the claimant.

EREARESRE > KPFREHREAZTRSENIRMEAGRER - AREARENBEREEZNIER
BREANTRESHRE

(3) This Claim Form with all required documents MUST be sent to the Company within 90 days from the date of
incident. Any Claim Form submitted after the said 90-day period is deemed as "Late Submission" and written
explanation MUST be provided. Otherwise, the Company is entitled to reject the claim application.
REFFARER—VIPMBEX BTS2 Bfst 90 BRERARE) » HA1E 90 BRIERHHFITFHR
7 BHRER " MREALBRHERRRE > [RIXATARIEEFRRERS -

(4) Please send the completed claim form together with all required documents to 9/F, 308 Central Des Voeux,
No. 308 Des Voeux Road Central, Sheung Wan, Hong Kong.

PRAZNRERFER VBT FREE LIRBHEHED 308 58 918
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Personal Information Collection Statement (“PICS”)

WEEA TR

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited's (the
“Company”) PICS. You can also request a copy of the PICS by calling the Company’s Customer Service Hotline at
2603 9435.

AU T EBEEERERE (B8) BRAE ([ x281 ) NKEBABHER - GIRRNELARTNE
P AR EVAR 2603 9435 REUNEE A B RIZRRIA ©

English 220°¢
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