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HOSPITALIZATION & SURGICAL CLAIM FORM f& [bk & = #i5k fif e 4%
INSTRUCTIONS i i = ' '

This Form is to be completed by the Insured Member, the Attending Physician and Surgeon.
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2. If the claimant is the Insured member, please complete Part 1 - item 2 only and leave item 3 blank. If the claimant is the Dependant, complete both item 2 and 3.
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3. Written notice of hospital confinement should be submitted within 20 days from the commencement of such confinement.
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@nym\l item ed bills and receipts and this Form must be submitted within 90 days from the date discharged from hospital.
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5. his Form musl be fully completed and signed and the mformdhon all bills and receipts should be clearly stated. Otherwise, documents submitted will be returned for verification or other necessary actions.
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6. Docuthents rbturned must be re-submitted within 90 days of incurring such expenses. Othehwise, such claim wil be declmed.
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7. No benefit s payable for iems and condmonshbled under ‘EXCLUSIONS I the Policy.
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Part 1 - To be completed by the Insured Member 57— SFF[S 5 — HICH R
la. Policy No. f Ht DA b. Policyholder i HTH] % L e

2a. Ref. No. éfﬁﬁ%ﬁ% b. Name of Insured Member 7l * I €
Surname 7% Other name £

3a. Ref. No. éfﬁﬁ%ﬁ% b. Name of Claimant (if not Insured Member) c. Relationship d. Occupation
Eﬁi‘éﬁ‘ﬂlﬁ M (P T ED F%f.ﬁ%ﬁ HH
Surname 7% Other name £

4. Date admitted to Hospital 5. Ifhospitalization was the result of an accident, please describe when, where and how the accident happened?
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6. If confinement is due to childbirth, please complete: Y[I[R 55 4 {= [k %L;J =1 -
Name of Child =+ ¥ £ £ Date of Birth {114 [ I

7. Hasthe Claimant had any prior treatment for the same or closely interrelated cause? If yes, please complete:
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ate admltted/Treated Date dlscharged Cause Name & address of Doctor Name and address of Hospital
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8a. Are you making any other insurance or compensation claim as a result b.  Name of Insurance Company / Type of Compensation
of this hospitalization" il fidg > ﬁ g /’FF” izl
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[] Yes ® | Result 2
[J No

T) Thereby declare that the any attached, are true, correct and complete to the best of my knowledge and belief”

2) Personal Information Collection Statement
The information you provide to Falcon Insurance Company (Hong Kong) Ltd. is collected to enable the company to carry on insurance business and may be used for the purpose of (i) any insurance or financial related product or service or any alterations, variations,
cancellation or renewal of such product or service; (if) any claim or investigation or analysis of such claim; and (iii) exercising any right of subrogation. The information may be transferred to (i) any related company or any other company carrying on insurance or

fed or similar ization of i

reinsurance related business or an intermediary or a claim or investigation or other service provider providing services relevant to insurance business for any of the above or related purposes; (ii) any
("Federation") that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out ts regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required
in the interest of the insurance industry or any member(s) of the Federation; and (iii) any members of the "Federation" by the "Federation" for any of the above or related purposes. Moreover, Falcon Insurance Company (Hong Kong) Ltd. is hereby authorized to obtain
access to and/or to verify any of your data with the information collected by the Federation from the insurance industry. You have the right to obtain access to and to request correction of any personal information concerning yourself held by Falcon Insurance Company
(Hong Kong) Ltd. Requests for such access can be made to our compliance officer (6/F., DCH Commercial Centre, No.25 Westlands Road, Quarry Bay, Hong Kong. Tel: 2232 2888 Fax: 2232 2799).

3) Consent
In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, I/and on behalf of the Claimant* consent, by signing below, that the personal information of me/the Claimant* provided by me/us* and held by Falcon Insurance Company
(Hong Kong) Ltd. (whether contained herein or otherwise obtained) may be held, used, disclosed, released and transferred by Falcon Insurance Company (Hong Kong) Ltd. to the parties and for the purposes mentioned in the "Personal Information Collection
Statement".

4) Authorization
a) Thereby authorize/and on behalf of the Claimant hereby authorize* (i) any dentist, doctor, hospital, clinic, or insurance company, government office or any organization or persons who has any records/knowledge/information of me/the Claimant* (whether medical

or otherwise) to disclose, release or transfer to Falcon Insurance Company (Hong Kong) Ltd. or its repi ive such record, k or information pertinent to the claim herein and/or the disability resulting from the said claim; (i) Falcon Insurance Company

(Hong Kong) Ltd. or any of its appoi medical/parz dical iners or laboratories to perform necessary oral examination, medical assessment and tests to evaluate the health status of me/the Claimant *in relation to (i) above.
b) This authorization shall bind the successors and assignees of me/the Claimant* and remains valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as valid as the original.
*delete where appropriate.
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Quarry Bay, Hong Kong Website 4411 : www.aaamedicare.com FUEH01007 =



Part 2 - To be completed by the Attending Physician 31Z #i(7 — [IZ ZRIEE

1. Name of patient J'ﬁit{ It £ 2. Name of Hospital Rl ¢, s 3. Date admitted ™ [ | I £ Date discharged 1[5 [ 1
4. Complete diagnosis for hospitalization (=[5 52 5. Cause, pathology & brief history of disability fﬁ [~ fﬁ% S Jﬁﬁ
6. When did the patient fi rst consult you for this condition or other related 7. How long had the patient been experiencing such symptoms prior to this first
symptoms? JTF H [T EE‘JE JTF g‘/ﬂ =3 £ F%ﬁiff r%([ EN Ft ViR 9 consultation? .j; 1R /F JTF :%1\7—?__?3 “JWT-F % 27
8. In your opinion, how long were these symptoms presented prior to this first |9. Was the patient referred to you by another doctor?  (No/Yes)
consultation? Did you inform the patient of your opinion ? If yes, please state the name of the doctor
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10. Has the patient been hospitalized for the same or closely interrelated condition before?
If yes, please complete: JTFJW J = '577\ I ﬁig‘/ﬁ’?ﬁ Wff B ERE 2 g TE ﬁ%?’i :
Date admitted Tl pIEY Name of Hospital Rk &7
Date discharged CHE F T Cause TR
Result Friz AN
11.  Is the condition due to or associated with the following? 3t $7|7J,,i7\ I |L [ A2
Yesfl No 7\ Yesfl No ¢/ i
(a) congenital anomalies ? [] D (f) AIDS,venereal disease or sexually transmitted disease ? ] ]
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(b) self-inflicted injury ? O O (g) pregnancy, contraception, infertility or sterilization ? ] ]
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(c) the influence of drugs or alcohol ? 0 O (h) refractive error or correction of eyesight ? ] ]
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(d) mental or nervous disorder ? O O (i) routine medical check-up ] ]
i R R
(e) cosmetic or plastic surgery ? 0 O (j) rest cure or sanitaria care ? ] ]
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12.  Have you recommended and secu\redithe opinion or services of a specia_list? 13.  In-hospital Doctor Visit Fees charged [ % 3 s 57
SEPETIREIRS VPR 2 O Yes 7 () No )
If yes, please give the name of the Specialist and the reason why his opinion or services FIEE days = [ @

ired. O[T T o SRR S ER PR g £ S R LR R 2 e
are required. 1 TF) - AL RRIPYE LU £ REEIPE TSR Total Fees "' 45 :

14.  Ifconfinement is due to childbirth J[1[< 55 f (= [

a. approximate date of commencement of pregnancy b. it should be classified asa 73 f K]l

b 2diti 7:1’ I A 1 [] Normal Delivery i
[] Miscarriage ok
Day [ ! Month *| Year & [] Caesarian Birth ﬁﬂﬁ?{ £

I hereby declare that I was the Attending Physician of the above-named patient during his/her hospital confinement, and that the answers given by me as above are full, complete
and true to the best of my knowledge. 7 * T PR > 4 75 A |?'EJTF V2R o ) FER— f’JiLjf«L;[%Z¢ MR FP_:LTEJ B Rk 2 ?[IE}’F‘?‘E: o

Date [!H#] Name, Qualifications & Address of Physician Physician’s Signature & Official Stamp
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Part 3 - To be completed by the Surgeon if operation was performed 57= #if5} — il[lﬁ’*ﬁﬁf = PN R R -
1. Name of Patient J'ﬁit{ It £ 2. Date of Operatién = L 3. Where performed = r‘ﬁi‘”ﬂgl!,‘
4. Brief description of operating procedure performed ﬁ s fRE S VR
5. Surgical Fees charged 6. Name of Anaesthetist & Qualifications 7. Anaesthetist Fees charged
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I hereby declare that the above patient had a surgical operation done by me, and that the answers given by me as above are complete and true to the best of my knowledge. %
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Date [ Name, Qualifications & Address of Surgeon Surgeon’s Signature & Official Stamp
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