BUPA HOSPITAL CLAIM FORM
RABEREEERRE

Only completed original claim form is accepted RiERBIER 2 BEHRFERER

Part | - To be Completed by Member E—I{3 - HE

Membership No. of Patient /& A B Rk a6 digitstin)

Must be completed (WA/EIEE
Name of Subscriber / Employer :

BRIRA | BERTE

Name of Employee
(For group contract only) :
BEMHR (RERNEEEH)

Name of Patient (If other
than Subscriber / Employee) :
RAERE (NIERAREE )

Occupation (For Bupa Hospital Cash
Insurance Scheme only) :
B (REARN TRAERERES ) REETE)

BT

Claim Form No.
BE{E EREE IR Imo

Day Time Contact Tel No. :
B REHEER

Date of Hospitalisation / Day Case Surgery : From to
fEBR / BREFHTHER f DD B/MM RB/YYE =

HKID Card No. / Passport No. :
EBGDERG / FERRS

DD H/MM A/YYE

Email Address :
TERHHE

If hospitalisation was due to illness EE&RMER

If hospitalisation was due to accident EE &bk

1. Describe the symptoms and abnormalities which led to the hospitalisation 1. When did it happen? ZE4Mg4 BE?
BV HRARATERBARDSHE XA §
Date HE Time R

2. Where and how did it happen? B/MgErItSERIEE?

2. Name, address and tel no. of doctor / hospital the patient first consulted for the illness
R | BiREE « it REBEERR

3. Date of the first consultation ¥z B3

3. Injured area, type and severity of the injury. SEE5 ~ $ERIRIBEE o

4. When did these symptoms first appear? & AR B &R HIR ElAEK?

5. Has the patient received any treatment for similar or related iliness by other doctor(s)
or been admitted to hospital in the past? & A & &R R — Gk 2 AEMREME 4 K2 ARR?

Yes® [ No # [] If Yes, please specify #f » &t 4.

Did the patient report to the police? IFABERE?
Yes Send us a copy of the police report No
g5 0O BRECEEERaEF—% &z 0

5. Was there any concurrent / predisposing iliness at the time of the accident?
BOMEER ) RRFHMBFEZRR?

Treatment Date #Zi&HH

Name and address of the doctor(s) / hospital(s) BE4E#E% / BERR =8 Rtk

LEREEBEMEAVSEERBARRE? [Yes® [NoE

If Yes, please specify the name of the insurer Policy No. / Membership No.:
/ organisation: 207 + FHIFRRIBAT / HiERE RENE SRR

If you need to file this claim with another insurer, please check the box and we will return a certified true copy of your receipt to you.
AR EAMRIR A RRIEENER » BHRARAEL TV 3% - BFHSREBHRERIA

Declaration and Authorisation EBRRIXiES

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

| also authorise any medical practitioner, hospital, clinic, by whom or where | / the Member have / has been observed or treated or any insurance company 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 considered as effective and valid as the original.

| 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 the claim.

ANGELLER - Ll EFTERZ —)EHR i‘J}SEﬁEﬂ*;ﬂ: °

igﬂﬁiﬁﬁ&ﬁtﬂkk | EEBRIARNEL « Bk - 27 SEAAR / g ERRSIAERZFRARSRBEAAR / g B2 2HEH (B1IFKE) EXFHRM ) AHgE 28R~ RIE
R%H -

AABE » NAAR/ SEERAEMARERERMRRMENEN TS SRR TR SRR ERE -

Personal Information Collection Statement B A& #aERR
| have read and understand the Personal Information Collection Statement on the last page of this application form. | understand that | have the right to request Bupa to cease
using my / the Member’s Personal Information for direct marketing purposes by writing to Bupa’s Data Protection Officer or calling the Customer Care helpdesk.

FACHIFELAEAREREE - BNEAGHINERER » YWHAFABRERFENEEEHEEHBETFRBER - LERFMELEAA / FENEAEHEERTISHERS

Have you filed or will you file this claim under another Bupa contract or with any other insurers? FBRIARE @ &

X X
Signature of Patient/Parent or Legal Guardian (Applicable for age below 18) FERE / XN & ZEEARE (BEAMNBHEL T ZHSE) Date B#f

Claims Procedure &{EFEF

To help us to process your claim promptly, please check that you have: BT EEMEEEREMT 2R ERE  AEBERTE:

o Fully completed and signed the claim form o ERRMFEILRER

°  Member no. of patient must be completed o EEIEZRAEEIES

° Requested your attending doctor to answer all questions in Part I, sign and stamp the form ° ug@gjz;&;g_/{g;;:ngﬁ y REREE

° Attached all original payment receipts, doctors slips, medical reports and hospital bills showing: o [ LFTEREIEEE « BERE R INEE 2 IEE 1588
treatment date, name of patient, diagnosis and breakdown of charges AR S RERZNBIER _

o Attached pre-authorisation confirmation, if applicable o B HI S RIEEALRER (QER)

o Attached referral letters for any specialist consultations or SRN nursing Bﬁigﬂg%éiﬁl\?%= ZEEEEE A

o Attached the copies of histopathology, endoscopic, diagnostic / laboratory tests reports, and / or Iiﬁj:ﬁ@é . ;ﬁﬁﬁ SR LR | #;%xxﬁﬁi)i | R EEESIATEAAT

operating theatre summary .
No Reimbursement of claims shall be made for: REELUTF IR - RE(EERARI R .

B2

o Claim(s) submitted after 90 days from the date of discharge / treatment o RAMEEEARA B /AR EHIOXHEST
o Insufficiency of required information o FFIEBERATE

Please send this completed claim form with attachment(s) to: EZZBH{ERBERREMEHEERE

Bupa (Asia) Limited - Claims Dept. {£4g (Z3H) HRAT) - IPEZLRUL

18/F, Berkshire House, 25 Westlands Road, Quarry Bay, Hong Kong & &I RERIR2SEMAm AE 1818

Customer Care helpdesk ZFRIEE%:

- Individual members BAEHEI& S (852) 2517 5333 - Group members EIBEETEI& 8 (852) 2517 5388 - Bupa Gold members {RIHEEE
Facsimile {§H: (852) 2548 1848 Website #@it: www.bupa.com.hk

&8 (852) 2517 5383

OP/BCFH-HH/0214-30K



Part Il - To be Completed by Surgeon / Attending Physician %33 - HEZE4ES

Remarks: Please attach copies of histopathology, endoscopic, diagnostic / laboratory tests report, operating theatre summary

5% : BERKER - AAE  SEIHCER / BERE  FHEBRERIAKRME -
Name of Patient fEA#E%: HKID Card No. / Passport No. &#5{3:85%5 / ;E1R5RE:

Admission Date ABzR§E: Discharge Date HifzHEA:
A. Clinical History P9:2/%fE

1. Date on which the patient first consulted you for the condition or related iliness / injury which led to this hospitalisation / treatment / diagnostic tests?
RAE R LM RN BRRAEZE - MSBURRER / J6RK / SEHLERZ K2 BH?

2. What were the patient’s chief symptom(s) / complaint(s) for this hospitalisation / treatment / diagnostic tests? HA2XEZR AR EBRERARR © AR 2B LER?

3. How long had the patient been experiencing these symptoms before the first consultation? B AEXKZH » ZIBREBESRIFM?

B. Hospitalisation History {¥fzi%FE

Final diagnosis fRERER: When was it made &2 MBFEHEA(EHE2E
Operation performed Fifii&E: Date of Operation F{fi B #A:

Surgeon / Assistant Surgeon name #\RIB 4 | BHIBSMYEE 4R
Recommended treatment, diagnostic tests and the reason
for the treatment #572/A7% » S2EIMEHLERRIERER:

1. If you have referred other doctor to the patient during the hospitalisation, please provide the following relevant information.
FMERRERRS » AR T ERS R ABNE ML - FHRHTIIBMERN -
Referred doctor name B84 44 Referral reason B/ ERA What treatment the doctor performed j&E&TE

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). HEEERE: (FEFIHERERRAHARR B - RE - BRI ERFER « BRIAR - HEUERIRERTE - )

3. Has the patient taken any home leave during this hospitalisation? #{EFzER » WA B BERBINH?
No # [] Yes & [ Please state the date, time and reason #FIB8HE BRI RERER

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.
AR AERE R AR TRORAIRH ~ 16BRE— MR BAE T - AARBRERAERZRR -

C. Professional Commenty B£E R

1 In your opinion, was the hospitalised illness a recurrent episode or a chronic disease? If so, when would be the first episode?
HMEATER » RUFAE S BERITRESIGIHRA? N2 M AE RSB

2. Has the patient ever had the same or similar symptoms(s) before? A LBIE & BB RERL?
No & [ Yes & [] Please state when and describe details 288 B8R %15

3. Was the condition due to or associated with the following (circle the right answers) Lifif&R 2 ER L TRIEAREC (BEHERER)
accidental bodily injury / the abuse of drugs or alcohol / 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
SIRINRAG BRI | ARRENRZE (BER) | BARRZENRIBRE (HIV) ~ WREEMHEBERZRR /R - TERRE [ iIRNTER / EEEHR / FETPeUiiER / SRMHER /
BEMER/ RERT/ BHEE / —RESREEDLETE / L E2BTE

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)
AANBE G BRI R EMREM R ERZANAREZ AR MEE » FRBRE (FEYHEMRIRAENRRERZBDS KA - WERMEERER - GRAHE - HERUERIRESE
Dates HE Disease / Disorder / Complaint & / 238 / BR5F  Details of treatment / hospitalisation A% / {EBRAYGEIE Name of doctor / hospital FEEEHt 4, / BEfRTH

(Please use any separate paper with the doctor’s signature on it if more space is needed #EREIEE » SRKHATEENREER)
D. Others Hft:

1. Are you the patient’s usual physician? B T2 RANRIESE?
i. Yes £ [ please fill in question 2 &EERIME 2
ii. No F £ [ Does the patient have any other usual / family doctor(s)? if Yes, please give us the name(s) and telephone no.
RAZEBHMOMRE  REBE? MEE - FRHUMEREERB

2. Please fill in the date of consultation and the symptoms and complaints of the patient for each consultation &EB A AR E KZANREERFR
Consultation date 2483 Symptoms / Complaints J&# / BEF Recommended tests / treatment BET AT AE

3. If you are referred by other doctor, please provide the doctor name, contact number and address. 2N FHE thEE £ 887 » FRHELEEMNM R « M8 BE Rt -

Surgeon / Attending Physician’s particulars E2E4 &l

Name of Doctor E4#4: TelephoneNo. &z&: _ Email Address &&Bitiit:

Address tthiit:

Signature and Chop of Surgeon / Attending Physician T32EB4HERES Authorised Signature and Chop of Hospital BRiFEEEREE

X X

Date HH#f : Date H#A :




Personal Information Collection Statement {E A& FHGEERE
Bupa (Asia) Limited (the “Company”)

Personal Information Collection Statement (the “Statement”) relating to the Personal Data (Privacy) Ordinance (the “Ordinance”)

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

1. From time to time, it is necessary for you, or the Member, to supply the Company with certain personal information including without limitation your name,
identity card number (and copy of identity card), passport number, contact information, health and medical information(including family history)and
financial information ("Personal Information”) when you apply for insurance or financial products and services from the Company, or when you apply to make
changes to your policy, or when you renew a policy ;

2. Failure to supply Personal Information requested by the Company may result in the Company being unable to process your Application and/or provide
products, services and other related services to you, or the Member;

3. During the course of your relationship with the Company, further Personal Information relating to you, or the Member, may also be collected in the ordinary
course of our business, for example, when you lodge insurance claims with the Company.

4. Personal Information relating to you, or the Member, may be used for the following purposes:

a. processing, assessing and determining any Applications for insurance products and services;

b. offering and providing products and services to you, or the Member, and processing requests made by you, or the Member, from time to time, including
but not limited to requests for addition, alteration, deletion, maintenance, management and operation of insurance benefits or insured Members;

c. any purposes in connection with any claims made by or against or otherwise involving you, or the Member, in respect of any products and/or services
proxidled by the Company including, without limitation, making, defending, analysing, investigating, processing, assessing, determining or responding to
such claims;

d. performing any functions and activities related to the products and/or services provided by the Company including, without limitation, audit, reporting,
market research, general servicing, maintenance of online and other services, identity verification, data matching, research and statistical analysis, and
reinsurance arrangements;
provision and design of products and services of the Company;
exercising the Company’s rights in connection with provision of insurance products and services to you, or the Member, from time to time, for example,
to determine any amount of indebtedness from you, and collecting and recovering owing from you or any person who has provided any security or
undertaking for your liabilities;

g. communication with you or the Member in relation to any of the purposes set out in this Statement;

h. enabling an actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part 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

i. making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company.
5. Personal Information collected or held by the Company relating to you, or the Member, will be kept confidential but the Company may provide such

Personal Information inside or outside the Hong Kong Special Administrative Region, for the purposes specified in paragraph (4) and (6) to the following

classes of transferees:

British United Provident Association Limited and Bupa International Limited (“Group Company™);

any insurance intermediaries authorised by you and the Company

any re-insurance companies authorised by the Company;

any agent, contractor or third party service providers who provide administrative, telecommunications, computer, payment, data processing or storage,

printing, research or other services to the Company in connection with the operation of business (including without limitation insurers, banks, lawyers,

accountants, claims investigators, debt collection agencies, data processing companies, research agencies and professional advisors);

any actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business;

any person to whom the Company is under an obligation to make disclosure under the requirements of any law, rules, regulations, codes of practice or

guidelines binding on the Company including, without limitation, any applicable regulators, governmental bodies, industry recognised bodies, credit

reference agencies, the Courts, and where otherwise required by law.

6. The Company may use your, or the Member’s, Personal Information to provide you, or the Member with Marketing Communications relating to the following
products and services of the Company or Group Company, including but not limited to:

a. insurance and related services and products; and

b. rewards, member activities, loyalty or privileges programmes and related services and products.

The Company will not disclose Personal Information relating to you, or the Member to third parties for marketing purposes without your consent.

7. Under and in accordance with the terms of the Ordinance, you have the following rights:

a. to check whether the Company holds Personal Information relating to you or the Member and to access such Personal Information;

b. to require the Company to correct any Personal Information relating to you or the Member which is inaccurate;

c. to ascertain our policies and practices in relation to personal data and to be informed of the kind of personal data held by the Company, and

d. to request the Company to cease using your Personal Information for direct marketing purposes.

Requests can be made in writing to the Company’s Data Protection Officer at the following address:

Data Protection Officer,
18/F, Berkshire House,
25 Westlands Road, Quarry Bay, Hong Kong

8. In accordance with the terms of the Ordinance, the Company has the right to charge a reasonable fee for the processing of any Personal Information access
or correction request.

9. For any enquiries about this Statement, please do not hesitate to contact our Customer Care helpdesk at2517 5333.

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

11. In case of discrepancies between the English and Chinese versions of this Statement, the English version shall prevail.

#"’E (GEM) BRAR ([AATF])

BREABAER (GAR) &E (TRG1] ) 2BAERKERS ([HBH])

BRIKH - ANAREFEBAE TATEIE -

EETHE B RARARFRRKEBERRRE - REE N ERRESERE - BETHAARDRMEABHSBEETRNE T Z2ESL - FHERE (REIAK) - ERRE - BEK

B 2R ERE (@%%ﬁ%ﬁf) REASER ( [AAER] )

o

Qo oo

oo

2. METREREADIMERNBEALER  2RATREZEER T 2RERN/IAMTRESRERRBER  REREMERRY
3. ARARAURESEAEEBEENBRETAMTREBRETSEAER - SIEH TAARRARBRBRER -
4. BMTHEENEAERTESAETIIAR !
a. BRI2 - FME OREEMRBER KRB Z B X
b. RETEERMRBERERENEEE TR 8 TRIEEMEX - EETE'T!ZEEA;(* - EEE&\ ez - Z’E%&E}E%FIEEYX1 g8
c. E@ﬁﬁa%ﬁ?ﬁaE\J%’TZKL\TPH%#Z%KMFE ﬁEf%%%ﬁZ?fé BIEETRINEE - D~ BE BRI APl ORTEHEEZERE
d. %E%?*;ﬁ PR AR IR 2 o o /S RIS AR RE A0 LD C BIEERNERE #ﬁi T‘ﬁ%;ﬂg . *ﬂxﬁﬁﬁ%ﬂ%ﬁ%@i&ﬁ\@ﬂﬁx T;EEH - AREY - HRRAEE DR
0L
e. EUENEFFANAEER LIRS
f H@l’%’&ﬂﬂ%ﬁ‘ﬁi@% RHERR RIS A RS - fINEER MERNERFANSHE - KAE TREREAB THEBRAERERIARNAL - BUFIUKEERNE
b8

g. E’¢5Eﬂ$§ HEF Pl i i B T ol BIeAR N ‘ N N
h. RHAARA RN G EBNERREEAGEA - FEA  2EARRZEA - PR AOEE -« 1R Eﬁi ORB B FRITAE - R
i ?%i?»;?&ﬂifﬁﬂi%ﬂ" Y*E?EEtA&EM%?ﬁPﬁ%HMZK RIABHRNRERKEETHRA - 480 - *f%ﬂ*ﬁw JBRISIES] - TELREE -
5. EBEIE'FE% ERAAFRERFENBAEREERE fE'ZF’D\—J—Jﬁ”er‘]MTTﬁ&ﬁrﬁﬁfz‘ﬂﬁﬂl@iﬁﬁqiﬁ?bZﬁﬂﬁ%A&fﬁﬁ%iAﬁﬂfﬁﬁ(ﬂ}iﬁ(e)éﬁﬁﬂﬂ:}ﬂ'ﬂﬁﬁﬁ :
British United Provident Association Limited & Bupa International Limited ( [S£ERQE]] ) :

S Eo B RRRBRIZA
c. fEfBEAREBBER AR y \
d EREL-EEE SMARTRUGH. BN BE - OK EHEBLEE . D8 - FRALOALTRAREOEHRENER (DEETRIANAT - B2
i BEASE - WHAR - AREEAR - HERSLERE ) -
o Fi TWEH%%&E@&%&W%VW s R ke \ -
£ RMTEELR S EE 18 R o F o B 5 2 A A 5B K %ﬁ&giﬁh#mﬁm B BHTRES  MIEHRE  SEETRNERETRE - BATRE -
i PRI | ke L e e R N M

6. AR T‘Jabﬁzﬁﬁ%ﬂwﬁ%mﬂﬁ)\éﬂﬁ%ﬂwﬁ,@}ﬂ%$ RIsk B A Efzuu&ﬁ&i%a’mt%fﬁﬁéuf BIRETRR:
a.  REFERMRE K&
b, #E - g,\/éib‘ﬁz%ﬁ +2wﬂltaﬁﬁﬂﬁa“%&§5
AT EERAR THRE R FE TG B2 EAERME =S EBRMETISHERR
BB IR, BT A ¢ R
AARRESEE T (&8 a@fl/\ﬁﬂ&éﬁﬁ Zml/\éM
RABBIE A REE k& 8 /T EREA )
KA RN E R B &Miﬁ/ﬁuﬁiim T%%ﬁE’MIAéS*#@E:&
RARMRIERE TOEAAERHEERTISHERR ©
KB B AA D AMREE R T - ik T -
%%Mé/$%%%fmﬁtﬁw§
R (M) BR
R ﬁ;ﬁﬁﬂ
RIEABRIEHIZ 5K - AARAERTAEEBEAER S ERNERKREEER -
ﬂu%ﬁwmﬁéﬁﬂmﬂﬂﬁé’m AR EAR RN BRI ER -
0. ABPATEREIZFEGKDI THZHZHER -
RERCRINB R - BUARSURYE -

1:

I\

%5
18 gt 2
¥ B AT

%ﬁﬂﬁ-

1] )

/

o 0 o’m%%
&

T
By

Zgo®

Bupa (Asia) Limited {R1A (=) BRAA

Address: 18/F, Berkshire House, 25 Westlands Road, Quarry Bay, Hong Kong

il FHAAM SR ER K255 IE AR 1818

Telephone E%: (852) 2517 5175 Facsimile f§E.: (852) 2548 1848 Website #81iF: www.bupa.com.hk

nl Bupa Hong Kong |Q|




