Po RTAP ROT E CT I o N - A.XA'China Region Insurance Company

Limited

AXA General Insurance Hong Kong Limited
HOSPITALISATION & SURGICAL Mail caim forms to
CLAIM FORM Tomsha Touipostoftce,
- ~ Kowloon, Hong Kong
24 i ing wi .
EZD - (ERKRFIRNRER o g 4z 2

Claim payment shall be made against the group medical policy of the insured person first (if any). Any unpaid portion of the eligible
expense shall then be paid under the PortaProtetction Policy (subject to the coverage under this policy).

FEMATHEBRESEANBERERERDBSZ (S (NF) B TAHIBRAZIEH NESRO XY (RRMEFEERTE) -
Part | - TO BE COMPLETED BY THE PATIENT B2 — /B AEE

1. INSURED DETAILS S{REAEE

‘Mandatory %/BIEE

Name of Employer/Policyholder”

EEXHHE | REFEA"

Name of Employee’(For group member only) Name of Patient’
ESEE  (AHERESER) AEEE

Policy No." Mobile No. (Patient)
{RESSIRHS FHSRES (RE )
Member/Cert/Dependant No." Email (Patient)
B | (RIS | RERRERS BI (HE)

Please find your Member/Cert/Dependant No. in your Health Card or e-Health Card ;37E SRR EFRE R A S | (RI%:E | KBRS

If you would like to claim the balance payment of this medical expense under other insurance policies you have with AXA (if applicable), please provide policy details below and indicate the order of

preference you would like the claim processed under. BRI B R RE 2 BRERREEN 5 — AA TR (RE HREERE (WEA ) > FEUTRHEEENNREEIRF

(1) Policy No. {REESERE Product fRBEsHEI
(2) Policy No. {REESERE Product fRESHEI

2. REQUEST FOR CERTIFIED TRUE COPY iRiEIF 328 B4
Please “v” this box for return of certified true copy (“CTC”) of original invoice(s) and receipt(s) after claim processing. H18% = BB 4 A EMUEIE R 28814 »

BIEEEAELE TV 5K
The original receipt will not be retained after 3 months from the claims processed date. IEZASS {1& R HR(EEIE 5o A HAEETHRSE 3 BB

3. CLAIM INFORMATION Z{EH1g

Have you had any prior treatment for this or related conditions? (If applicable) {7 & & & F R —ABRBR RMIESAE ? (WER )

Yes2 No#& | Date(dd/mm/yyyy) BEA (B /B /%) Name of Physician B84 845
Address it
Please specify if you will make any other insurance claims as a result of this hospitalisation/surgery? (If applicable) sEHE A T E K} » MTETRUETR{ER: / FHTEREEMIRIREIE 2( )
Insurance Company fRIEA T Z 1B Policy No. fREESRES

Was the hospitalisation/surgery the result of an accident? (If applicable) tt%R{EPz / FHTREH—FEISIE? (WMER )

Date (dd/mm/yyyy) BEA (H /B / &) Place %4

Yes@ | No&
Brief Description #&i8

If treatment is due to pregnancy, please glve expected date of delivery dd/mm/yyyy
(if applicable) M@ T ARAEZS |5 - AR ETEE (W#EA) H/A/&

4. DECLARATION AND AUTHORISATION PR IZHE

1/WE HEREBY DECLARE AND AGREE on behalf of myself and other person referred to in this form that all statements and answers to all questions are to the best of my /our knowledge and belief complete and true.

1/WE HEREBY AUTHORISE that (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organisation, institution or person, that has any records
or knowledge of me/us to disclose such information to the Company as the Company may request; (2) the Company or any of its appointed medical examiners, paramedical examiners or laboratories to perform the
necessary medical assessment and tests to evaluate the health status of myself/ourselves in relation to this application and any claim arising therefrom. This authorisation shall bind the successors and assignees of
the Relevant Persons and remains valid notwithstanding death or incapacity. A photocopy of this authorisation shall be as valid as the original.

1/WE ACKNOWLEDGE AND CONFIRM that I/we have read and understood the Personal Information Collection Statement ( “PICS” ) stated on page 2. |/We confirm that |/we have been advised to read carefully the PICS, and I/we have
read it carefully its effect and impact in respect of my/our personal data collected or held by the Company (whether contained in this application or otherwise). Based on the foregoing, I/we hereby give my/our acknowledgement and
agree to the use and transfer of my/our personal data by AXA China Region Insurance Company Limited/AXA General Insurance Hong Kong Limited in accordance with the PICS.

In the event of any inconsistency between the English version and the Chinese version, the English version shall prevail.

EN/BFFREARS AR RARRRZ ALEARER LR REENPIA SR - AN EMFAMIE > 5B 2AMRERA

AN/EPREMARABRA IR (1) (EERE « EMTEE « Bz« 5270  fRIBAE ~ 8’17 ~ Iﬁlﬂﬂ"éﬂ% S EMAAL « MABRA L > RAESFAEEAMAAN/HMZ iR A RE AR ERFZEERIRMA S
A8 ; (2 BEARMEMEIEE RS BE - BRASNCERA > AIRULRAREFAMRLAMZ REPASAA | HIMETRB BRI » EABRANRMAZRERT  IREHEMA T ZERARR
BARBKRS ; EMBERA ST ST AR  IERIER) o BB R AR AITE RS o

AN /BEFIFERANFFIERAIPE R S — BRWEEA SRS (ZE8E) - AA/RIIEREN/RMAERIBNAA/RIEIAERR (ZEE) - MAAFRMSHERR (ZBA) HEARMBKERRE
ZARNEMEAERNZE (RnE SRS FIESIEERISATEGS ) o RIBU LR - AA/ZRPIILRDTREZRSHERAR)/ZEAGBRABIRE (ZBA) ERREBAN/HMNEAEL
IR RRABNFRREER DI » BAE IR ABE -

Signature of Patient Or Signature of Insured (if patient is under 18 years old) Full Name in English BLOCK LETTER &
FEREASRARE (IHERH18H) HXER Date (dd/mm/yyyy) BRR(E/A/H)

AXA China Region Insurance Company Limited /AXA General Insurance Hong Kong Limited (“AXA”/“The Company”) 2B &RIAR AT /| LBRFEEARAT (“AXA ZE”/“KAT")

Office Address: Unit A, 5/F, AXA Southside, 38 Wong Chuk Hang Road, Wong Chuk Hang, Hong Kong A &)itbdlt : EEEMRENMNE 38 FRBESRAE

Mailing Address: Claims Department - P.O Box No. 90854, Tsim Sha Tsui Post Office, Kowloon, Hong Kong EREFithiik : ZX{E 30 - FBLBeR 7V IHENESF8 90854 5%

R Policy No. starting with 1 & ZA/ZE (852) 2523 3061 ‘B {REEARSRLL 1 & ZA/ZE 2 FHif (852) 2523 3061;

R Policy No. starting with 0/4 (852) 2519 1166 ‘B {REEARSRLL 0/4 2B (852) 2519 1166 1 Of 3
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PORTAPROTECTION - HOSPITALISATION & SURGICAL CLAIM FORM
ERD - ERRFHRER

5. DOCUMENT CHECKLIST FREE XX {4#55|
Below is a list of documents required to proceed with your claim. In certain circumstances, more information may be required to process the claim.

R TYISX -AAT B A ERE RERE—D XHFEE R IERERA
Documents Required (Please v/ against the documents you have submitted.) FREE {4 (35 (EFRiR 3B {4)

Basic documents for all claim types Signed and completed claim form IHEZ ILRIE KR ER
(Must be completed and submitted) Original receipt(s) of medical expenses (including deposit receipt) B8 &5 FRUIRIE S ( BRI )
FrE REFRNEA M4 Original statement for breakdown of hospital expenses BERES BRI B A B 2 B FRAR B IEZS
( WHBTEREBIESS ) Settlement advice from other insurer, if any A R E MRS A B Z BBELLEIBER > MEH
Additional document (If applicable) Discharge summary (If the patient is confined in ward level of government hospital that managed by Hospital Authority, the
A0SO (GmiEas ) dischar; %e summary would replace the com letlon of claim form gﬁrt 1) .
HIRRE (MAFEERERE TAURIRZ ZERE » LRBEENRERZIEH)

Meal Breakdown Record & & 5285

Laboratory test breakdown 1EE& E& 4HE

Drug list (include Drug name, dosage, quantity and amount) Z24;5 8 (BIFER « HIE - HERER)
Coples of hlstopatholo Y, endoscoglc diagnostic/laboratory tests report operating theatre summary
FERSER > AR > DU | RARS - FHERBRIAS

Hosp|tal|sat|on/$urglcal package charges breakdown, if any {EFz /| FHEREME > WER

6. PERSONAL INFORMATION COLLECTION STATEMENT UXEE(E A S EIAYES8H

The Company recognises its responsibilities in relation to the collection, holding, processing, use and/or transfer of personal data under the Personal Data (Privacy) Ordinance (Cap. 486) (“PDPO”).
Personal data will be collected only for lawful and relevant purposes and all practicable steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all
practicable steps to ensure security of the personal data and to avoid unauthorised or accidental access, erasure or other use.

Please note that if you do not provide us with your personal data, we may not be able to provide the information, products or services you need or process your request.

Purpose: From time to time it is necessary for the Company to collect your personal data (including credit information and claims history) which may be used, stored, processed, transferred, disclosed or
shared by us for purposes (“Purposes”), including:

1). processing and evaluating any applications or requests made by you for products/services offered by the Company and, other companies of the AXA Group (“our affiliates”); 2). providing subsequent services to you,
including but not limited to administering the policies issued; 3). any purposes in connection with any claims made by or against or otherwise involving you in respect of any products/services provided by the Company
and/or our affiliates, including investigation of claims; 4). detecting and preventing fraud (whether or not relating to the products/services provided by the Company and/or our affiliates); 5). designing products/services
for customers; 6). conducting market research for statistical or other purposes; 7). matching any data held which relates to you from time to time for any of the purposes listed herein; 8). making disclosure as required
by any applicable law, rules, regulations, codes of practice or guidelines or to assist in law enforcement purposes, investigations by police or other government or regulatory authorities in Hong Kong or elsewhere; 9).
conducting identity and/or credit checks and/or debt collection; 10). complying with the laws of any applicable jurisdiction; 11). carrying out other services in connection with the operation of the Company’s business; and
12). other purposes directly relating to any of the above.

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be provided to:

1). any of our affiliates, any person associated with the Company, any reinsurance company, claims investigation company, your broker, industry association or federation, fund management company
or financial institution in Hong Kong or elsewhere and in this regard you consent to the transfer of your data outside of Hong Kong; 2). any person (including private investigators) in connection with any
claims made by or against or otherwise involving you in respect of any products/services provided by the Company and/or our affiliates; 3). any agent, contractor or third party who provides administrative,
technology or other services to the Company and/or our affiliates in Hong Kong or elsewhere and who has a duty of confidentiality to the same; 4). credit reference agencies or, in the event of default,
debt collection agencies; 5). any actual or proposed assignee, transferee, participant or sub-participant of our rights or business; and 6). any government department or other appropriate governmental or
regulatory authority in Hong Kong or elsewhere; and 7). the following persons who may collect and use the data only as reasonably necessary to carry out any of the purposes described in paragraphs nos.
2, 3, 4 and 5 of the Purposes specified above: insurance adjusters, agents and brokers, employers, health care professionals, hospitals, accountants, financial advisors, solicitors, organisations that
consolidate claims and underwriting information for the insurance industry, fraud prevention organisations, other insurance companies (whether directly or through fraud prevention organisation or other
persons named in this paragraph), the police and databases or (and their operators) used by the insurance industry to analyse and check data provided against existing data.

Transfer of your personal data will only be made for one or more of the Purposes specified above.

Access and correction of personal data: Under the PDPO, you have the right to ascertain whether the Company holds your personal data, to obtain a copy of the data, and to correct any data that is
inaccurate. You may also request the Company to inform you of the type of personal data held by it.

Requests for access and correction or for information regarding policies and practices and kinds of data held by the Company should be addressed in writing to:

Data Privacy Officer,

5/F, AXA Southside, 38 Wong Chuk Hang Road, Wong Chuk Hang, Hong Kong

A reasonable fee may be charged to offset the Company’s administrative and actual costs incurred in complying with your data access requests.

AABABAERM (BAERL (FARE) 561 (FBEISE 486 Z) (57 ) Wtk ~ 175 - RI2 ~ FAM / AEBEABMABENERE - AARER S SEMERMN B AKREEAZER > MHRHRER—TIE A
1ITHFER > RS ABMFHEA SN ERY - AARRRR—IEETNSER  BREAGHNZ2Y - RBREERMEBENERSINMEERE  RIRASITERBAZHBELR
BAER > MRETAAARBREMTEOBARR - KFIPTAEFRARME FAARIAR - EMmoURE > REAREETHER o
B : AARRHALEREETHEASN (BEEAEHMMUERMERLR) » YRR TIIREEN ( “AREN” ) MHAAR-A - 76 - B2 8% « RBEAHEZFEAEN
1). RIEMHER FRA AR RLZREBNAMAR ( “LRRAKS™ ) FRRMHZER / RERHIEFMPFERER ; 2). AR TRERERT - QEERRNIT/ EESEHNRE | 3). BpAARM / HE
ERRAR S R EM AR / BRES T EH R T ai B R TR MR s BhS R RE T EYEMRERRMAEM B - @%%T‘“’“nﬁ 5 4). AR LERGFT A (ERe G Rpm A ARk / E@ﬁ%ﬁﬁﬁ%?‘ﬂ%ﬁﬂ'ﬂé% I2:
BHEM) ;5. ABRFRER /IR ; 6). AR EMBAETTIISHZE ; 7). RERAMFRATFIEER B NZHPISAEE TAMNEAER ; o). (FREMEAERE  RA RO - BEFASNIESIFAER
BOI BB SN R BN TE BB I A B UMM 75 U5 A BT R E E B HEREITAEE ; 9). BITHMM / WSAZEN / UEFEW ; 10). EFEMERNEIEERENER ; 11). HREKSABDEBERLER
RARYELMARES 5 K 12). 8 EEM BN ERARMNEMEN -
BABHEES | EARRRFLURE » BEETEMEREREXIEIRT 5 AlRMHS
1). IR EBYEF BN E MM 75 PER LR  ZARNERERMBAL - EFABRKBASE - REFZT AR BT 2RBERE - TERTUHE - ESEEARNSHBE > Ukt AEmS » &
TRERETHERBEEEBIR ; 2). BAARM / LB RENERER / ARFST R T SN TR L AE B8 5 TRERABRERMIERAL (BELRER) ; 3). AEBHEBU
ShELM S A AR / SRR S RMTE ) RTREMRBIHEAASNAARBERENEARE AGHHE=F ; 4). FHERBEN (THRIEXERNIBERT) BRRRAR ; 5). ZAREF
WEBOTARRRERNFGEA  Z385 ~ DREFRBEAE ; K 6). EEBREBLUNEMM S BUEFMBATIHPINEMEE ROBATHREEME ; & 7). TASERERTEMLAAMBNEE2-304
BSZIERT 0 UFAL : RIBREA - IR - B3 « BEHEAL B0« @360 « HSER - 260 - BARREEEAAEEROER | HLCHES « HERAR (RREEEN > REEH
PERE AR ASER ThIE RV E A L) ~ B2 - M{RIBEMBA BRI MAAMRHNERHEL IR EN SRR SRR (REEEE) -
EITEEARRRHES XX R ERN— 1[31:2%1@%35@9’]?@?&%%0
Eﬁﬁﬁ%g%*ﬂgﬁ *E}%WEJ ETAREHFARREHERTHEARR - BRZEHNEE - URBEERFERNER o B TETUEREAAREHE

NE

BIFBIERERK - EEEEEEHYH% BRRSARPMRHNERTERNER  9EUEETAREE
ﬁ“%mﬂ!ﬁﬁi’&j / RERBAERDE  AAERMREDE  SEEMRENNE B RRBES 2

FABFIEE AR TIRRSENER - MURHA AR SHITHE THERERERMS I RAITHMEREA

7. CLAIM SUBMISSION PROCESS iEZE{EI2F

Submission Steps ZE{ESER

(1) Complete and sign this form B REBRER

(2) Prepare the relevant documents listed above $2{EEBAX {4 (B2 LX)

(3) Please send the form to Claims Department: P.O Box No. 90854, Tsim Sha Tsui Post Office, Kowloon, Hong Kong :ZiIEXX AR EHE - RIE : FHNFERWIBIE
{5%8 90854 5%

Important Notes EEEIE :

1)  No reimbursement of claims shall be made for IRIFUL FIBEHS » FREFRFFTEDHE .

> Claims(s) submitted after 30/60/90 days (as per policy wordings) from the date of treatment. ZX{EFRFEZRMN A H 30/60/90 HEIE (IRIBIREBIER)
> Insufficiency of required information FTEE &R A

2)  Please note that the final decision on the claim(s) will be subject to policy coverage, terms and conditions. A ZR{EHE G LU 2 fREN B RAREIFR AL

3) 'Iﬁ'sr;g_{corgany may contact you in connection with this claim at the email/mobile details provided on this claim form. 1B EE » KA G BIBARTER L BE MUK ES

REREE o

AXA China Region Insurance Company Limited /AXA General Insurance Hong Kong Limited (“AXA”/“The Company”) 2B &RIAR AT /| LBRFEEARAT (“AXA ZE”/“KAT")

Office Address: Unit A, 5/F, AXA Southside, 38 Wong Chuk Hang Road, Wong Chuk Hang, Hong Kong A &)itbdlt : EEEMRENMNE 38 FRBESRAE

Mailing Address: Claims Department - P.O Box No. 90854, Tsim Sha Tsui Post Office, Kowloon, Hong Kong EREFithiik : ZX{E 30 - FBLBeR 7V IHENESF8 90854 5%

R Policy No. starting with 1 & ZA/ZE (852) 2523 3061 ‘B {REEARSRLL 1 & ZA/ZE 2 FHif (852) 2523 3061;

B Policy No. starting with 0/4 (852) 2519 1166 & {REEARSRLL 0/4 A BiR (852) 2519 1166 2 Of 3



PORTAPROTECTION - HOSPITALISATION & SURGICAL CLAIM FORM
ERD - ERRFHRER

Part Il &2p

If the patient is confined in government hospital (managed by hospital authority, ward level), discharge summary would replace the completion of claim form part I
MAEEERREERETALRRZEERE  HRGETERIHERERZZIE
TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT’S OWN EXPENSE

T8 - AESRE | SMEIBERT FAREARREARTERC

1. GENERAL ITEMS —f§3E1H
Patient Name Hospital Name
WALEZ Bl EiE

Date of Admission (dd/mm/yyyy)
AlBER (B /B /%)

Date of Discharge (dd/mm/yyyy)
HEREE (B /B /&)

Level of hospital ward Private
9% 5 4R BERE

Semi-private

Ward
=%FE

Clinical Surgery
P32/ NFlr

2. CLINICAL HISTORY BEFRJHFE

Date of first consultation for this condition (dd/mm/yyyy)
BRESHB(B/B/F)

How long had the patient been experiencing
these symptoms before the first consultation

BERBERABRESHFERRE

Symptom(s)/complaint(s) presented during the first consultation

BREZRHRER

3. HOSPITALISATION DETAILS {¥BRi¥15

Date of operation (dd/mm/yyyy)
FMAM(A/B/F)

Final Diagnosis B4 R95%

Operation procedure(s) performed FTAI R TE

ICD 10 Codes CPT Codes
If the patient has consulted other physician during this hospitalisation, please provide the following S15E AR {E P AR & m E B 4 K2 SRR U T &R
Name of Physician B84 Reason R Treatment Performed JARRE¥ 1S

Please provide details of the hospitalisation, including
treatment, investigations, tests conducted, on-going
treatment and recovery plan. N o
ARMERETTE - QIEEMAER 18T - BEER
FHEARRREE -

Please provide details of the period of hospitalisation
includiné reasons for number of days as in-patient.

AREERFEZERASRERA -

Is it possible that the treatments/investigations of the patient
be managed on an out-patient basis?

WARER | REREGREFIZET?

2Bt

No, please provide reason(s)
AR MRE:

Yes, please give reason(s) for this hospitalisation

R RV ABRZ AR REA!

4, PROFESSIONAL COMMENT HE¥ER

In your opinion, was the hospitalisation a result of recurrent episode/chronic illness or related to a previous condition? If “yes”, please provide dates and details.

ERBRREREEAEEE / RIAFRIZABIRRE / B 2 027, iRt BTSN

Was the condition due to or associated with the following? E#ltIEREBE R TRIESRR ?

Accidental bodily injury YN BE= 15
Self-inflicted injury B F e

Abuse of drugs or alcohol B FRZE4 B
Mental disorder f&1HZEEL

Refractive error FEYE AN IE

Pregnancy 1#%2

Infertility or sterilization REH4BE
Contraception 8#Z2

Treatment for cosmetic purpose E& 4 B A
Vaccination ¥& H {578

Venereal disease , sexually transmitted disease or AIDS/HIV related illness 437 > 14 &5 R ol 2455 B i m S A BNER

Congenital condition X 1E &% | BE
Developmental condition A& &
Hereditary condition & {&4RIE
General check-up —f & BSi8E

5.0THERS HE

Are you the patient’s usual physician? Bl F2E &R ANEBEEE 2

No &

Yes &

Referring Doctor Name and address,if applicable 857788 4 Y8t F stk > aniE A

Name of Physician B84 1453

Address H#hi3iE

6. DECLARATION AND AUTHORISATION PR 1%1#
I hereby certify that all information given above is accurate and true to the best of my knowledge.

RAFUEERRR - SAAANFAR] > LAlFRA BRI R R

Signature and chop of attending physician/Surgeon

Address and Telephone No.

FBE SIMBLESEERES it R B EE RS
Name of attending physician/Surgeon & qualifications Date (dd/mm/yyyy)
HERENRE SIBEHEREE HEA(B/B /%)

AXA China Region Insurance Company Limited /AXA General Insurance Hong Kong Limited (“AXA”/“The Company”) 2B &RIAR AT /| LBRFEEARAT (“AXA ZE”/“KAT")
Office Address: Unit A, 5/F, AXA Southside, 38 Wong Chuk Hang Road, Wong Chuk Hang, Hong Kong A Bl : EBEMREMNIE 38 RRBESEA R

Mailing Address: Claims Department - P.O Box No. 90854, Tsim Sha Tsui Post Office, Kowloon, Hong Kong EREFithiik : ZX{E 30 - FBLBeR 7V IHENESF8 90854 5%

R Policy No. starting with 1 & ZA/ZE (852) 2523 3061 ‘B {REEARSRLL 1 & ZA/ZE 2 FHif (852) 2523 3061;

B Policy No. starting with 0/4 (852) 2519 1166 & {REEARSRLL 0/4 A BiR (852) 2519 1166
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