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Wing Lung Insurance Company Limited

Y KIESRITERA T L EWBHE
“ = 7 A Wholly Owned Subsidiary of Wing Lung Bank Limited
NG ENCENSURANEE E&E Tel: (852) 2826 8259
f5E Fax: (852) 2526 7045
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MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL CLAIM FORM
BRRE- EREFHRMERE

Please complete and sign this claim form and make sure that the original copy of invoices and receipts are attached. (Please complete in BLOCK LETTER)
HEZREZHEERFRIM EMAREREES GERAERER)

PART | - To Be Completed by the Patient FRZB - iR AEE

Name of Policyholder / Employer Policy No Certificate No.
REBBAN/REZT REESERS FPF‘;E'HSFS

Name of Employee (For group account only) Day Time Contact Tel No.

BEHR (RBERAREREH) BB R B

Name of Patient Date of Birth(pp B/ MM B/YY £) Sex
R A HEBH 45

1. Describe the symptoms and abnormalities which led to the hospitalization %1% A B R E & B AEAR S B2 RN

2. Since when had these symptoms first appeared & A #MA B & % H I8 _EiRFEAR 3. Date of the first consultation #]z2 H#A

4. Name, address and telephone no. of doctor/hospital the patient first consulted for the illness #2884 %2 / BRaME. MLt REFE

5. Has the patient been treated by other doctor(s) for similar or related iliness in the past? & A& & ERE— A Bz BEM E b 54 K22
Yes £2[] No &[] If “yes”, please specify @ “£” , @ik
Treatment Date 5235 H#f Name & Address of doctor(s) / hospital(s) B&E#E% / Bk 2T Rt

6. Was this hospitalization caused by an accident ? i#Z{ff2EE=N3IHK? Yes 2[ | No &[] If “yes”, tn 7 27
Please state when, where and how did it happen #FFFAEIMEERI B, IR ZR

Did the patient report such accident to the Police? FABBMIERZIRE? Yes G ] No #&[ ] If “yes” &H
Name/address of police station? &Z#Z7/#hiit (Please attach a copy of the police report 2 B & aI7A)

7. Has the patient submitted or does the patient intend to submit a claim to another insurance company(ies) as a result of this hospitalization/surgery ?
BHRAREE FARTEELEEMHMRBAREZZERZE? Yes 2 No &[] If'yes”, a0 7 2”7
Please provide name, address and policy number of the other insurance company(ies).;5 2t G RARE ARz 2. it R IR EERS
Name and Address of Insurance Company #RBE42 5 2 78 & ik Policy Number {28 8EH8

8. Please provide name and address of family doctor (or the doctor usually consulted by the patient) &iR{#tHE A Z RERSE GEE K2 84) B0 R R itht

DECLARATION AND AUTHORIZATION %2 B3 % 1% 48

I/We declare that the above statements and answers made by me/us are true and complete to the best of my/our knowledge. |/We hereby authorize
any employer, physician, hospital, insurance company, other organization or person who has any record or knowledge with reference to the accident, or
the health and medical history of the patient, to give such information to Wing Lung Insurance Co Ltd or its representative, such authorization to survive
me/us in so far as legally possible. A photocopy of this authorization will be as valid as the original.

I/ We confirm that I/We have read and understood the “Personal Information Collection Statement” attached in this Claim Form.

AN/ EEFILER, ULFMARZ AR, HRERTREN. AA/ESEREEFEEHLABINE4ENIAN/ EERRENSFECEE - BE. Bk, R
BNF. MEBSAL, HeREtEARzERNETFTKEREERATRENRE. WHEELWT FAEEEEAN/FESHUENATY. LEEEZHIOAREAEAR
ZHh.

AN/ EEHDBCFALFERAMNARERENZ [WEEAETHER].

X

Signature of Patient mAZE Name #%& Date Signed #%ZHH#
( N.B. : If the patient is under 18 years of age, this form should be signed by his/her parent. ;¥&: WMHEAZ+/NEUT, LEREHERREES <)

Continued on Part Il to be completed by the attending doctor 4B Z M EZ EEIEE

EEPREEFHED 45 5
45 Des Voeux Road Central, Hong Kong
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PART Il - To Be Completed by Attending Physician / Surgeon at the Claimant’s Own Expenses
2 - MEZBEEE EEARERABITRE

Patient Name (in full) fEA#R (£8) :

Date of Admission ABTH#A (DD H/MM A/YY £) Date of Discharge it H#i (DD H/MM A/YY £)

Name of Hospital 2&kx 278

Level of hospital ward &BE#&3F): [ |Private BZE [ISemi-private —% [Ward =% [IClinical Surgery 3z /N Fi#7

1. Clinical History T2
a) Date on which the patient first consulted you related to this illness/injury & Attt &iw/ Z15%, B REREITKZHELHDOD BHMM BIYY £)
b) Symptoms / complaint(s) of the patient relating to this hospitalization /treatment /investigation & AFt It R ERR/sa % /i3 ER BT I8 BB R E IR & £ 3F

¢) How long had the patient been experiencing these symptoms before the first consultation? fFAEERKZBEEREIERS X

2. Hospitalization Details {£Bs¥1E
a) Final Diagnosis &% B2 Ef Date of Operation F#7 H#A(DD H/MM A/YY £)

b) Operation procedure(s) performed F#i#y 2

c) If the patient has consulted other physician during this hospitalization, please provide the following s AFMEREAR L H B4 K2, FHRHUTER:

Name of physician consulted 584 # & Reason &R

What treatment had the physician performed ;& &:¥1%

d) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations,
treatments, complications and follow up plan)z&2 I E (EIEMAR RFFEHRMBIL/ER. FE. TERENBERER. K%, HRERBLZHH

e) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care / out-patient basis.
AL B REE/ R FTNEITIAR, RiRMERER.

3. Professional Comment &= R

a) In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic iliness or related to a previous complaint / diagnosis.
If "yes", please provide date of the first episode and details.
HETER, FARKERAESTREERESISERFS IBSRUENEFR/ZEHER? X “‘R7, #RUERXEFASRFE.

b) Was the condition due to or associated with the following?(Please tick the appropriate boxes) LiR1&R 2% KNSR TRERE? FAEESHREL Vv 58)

(] Accidental bodily injury =5 582 {5 [] Pregnancy %% [] Congenital condition e X4/ RE
[] Self-inflicted injury BIIGE [] Infertility or sterilization R &SH4EE [] Developmental condition % & 558
(] Abuse of drugs or alcohol & FAZE4 s, EE [] Contraception #Z [] Hereditary condition i& {4 R5E
[ ] Mental disorder #&#ZaL [] Treatment for cosmetic purpose £AEE AIEE [ ] General check-up —fg 5 B2i5E
[] Refractive error [E3HFIE [] Vaccination & &#5&
[] Venereal disease , sexually transmitted disease or AIDS / HIV related illness 144%, 4 {EB&RFRE #F/ B ikimaa KRR

Others Hfth

a) If the patient was referred by another doctor, please provide the referring doctor's name and address.snfm A E i B4 884y, SHIRHEE NS84 Aot FNdbdt.

b) Are you the patient's usual physician? B TEZZKAMEEEE? [Yes2 / [No &

| hereby certify that all information given above is accurate and true to the best of my knowledge.
AANFLER, FAARM, LRGSR EREER

X

Signature & Chop of attending physician / Surgeon 2 %84 /MR BLEEEZRES Address and Telephone No. it % &% SERS
Name of attending physician/Surgeon & qualifications E:2 84 & /SN BE MR R EF Date H#A (DD H/MM BIYY %)

Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers.
AEERBCHEEETERZEREERBEMETET BRREHEIA




kERBEAERLAE

Wing Lung Insurance Company Limited

¥ KIESRITER N B L E MBS
“ = 7 A Wholly Owned Subsidiary of Wing Lung Bank Limited
WING LUNG INSURANCE EEE Tel: (852) 2826 8259
f5E Fax: (852) 2526 7045

EE Email: enquiry@wlins.com
www.winglungbank.com

PERSONAL INFORMATION COLLECTION STATEMENT

The information you provide to Wing Lung Insurar@e. Ltd. (“the Company”) is collected to enabletmgarry on our business by providing
insurance and other financial products and seniitetong Kong (“the Business”). This includes bot fimited to the personal data contained in the
proposal form or in any document in relation to gle@eral insurance services and products or any ciede under the product.

Provision of the personal data to the Company hyigooluntary. However, failure to supply persodata may result in the Company being unable
to provide insurance and/or related products andcgs to you, process claims under insurance ipslissued and/or arranged by the Company,
and/or process any of all other requests, enqui@saplaints from you and/or to comply with any aer guidelines issued by the regulatory or other
authorities.

You agree that your personal data may be used by tise purposes of:

- the evaluation, assessment, communication, dadyatipn, administration and enforcement of servaras facilities in relation to any insurance
or any financial related product or service or aligrnations, variations, cancellation or renewahe such product or service;

- assessment and processing of any claim or invéistigar analysis of such claim and any subsequeyal Iproceedings;

- any sales, promotion, marketing of other genelriance products and services provided by us;

- exercising any right of subrogation, if applicable;

- compliance with the laws, statutes, rules, regofastiand codes of conduct and practice binding eiCttmpany in relation to our business;

- purposes of statistical or actuarial researchegedanut by the Company; and

- other purposes connected with, or necessary tg oatrany of the activities set out above.

Your personal data will be kept confidential by st you agree that we may be transferred to:

- any related subsidiary or affiliated company or athyer company carrying on insurance or reinsuraele¢ed business or any intermediary or a
claims or investigation or other service providesyiding services relevant to insurance businesairiy of the above or related purposes in or
out of Hong Kong;

- any association, federation or similar organizatbmsurance companies (“Federation”) that exists formed from time to time for any of the
above or related purposes or to enable the Federaticarry out its regulatory functions or sucheotfunctions that may be assigned to the
Federation from time to time and are reasonablyired in the interest of the insurance industraimy member(s) of the Federation;

- any member(s) of the Federation by the Federatioary of the above or related purposes;

- any auditors, accountants, lawyers, other profess@dvisers, employees, sub-contractor, agentramor or third party who provides
administrative, telecommunications, computer, paym#ebt collection, data processing or storagettwer services provider providing services
relevant to the Company’s business; and

- Wing Lung Bank Group for the purposes of :-

. management, operation and maintenance of the Conspausiness; and
. design and improvement of the Company’s business.

In this statement, the following terms shall hawese following meanings:

“Bank” means Wing Lung Bank Ltd.;
“Wing Lung Bank Group” mean the Bank, any subsidiamdertaking of the Bank, any related companyhefBank, any associated company of the
Bank, any direct and/or indirect parent undertakihthe Bank, any subsidiary undertaking of anyhsparent undertaking, any of their related
companies, any of their associated companies imguébr the avoidance of doubt, undertakings waittiie group of China Merchants Group Ltd (and
“Group member” shall be construed accordingly); and

The expressions “subsidiary undertaking”, “parermdeartaking” and “undertaking” bear the meaningsaunrile Companies Ordinance (Cap.32).

Moreover, we are hereby authorized to obtain adweasd/or to verify any of your and/or the InsuRetson(s) data with the information collected by
the Federation from the insurance industry.

Under the relevant laws and regulations, you hageight to check whether we hold your personaa daid to obtain access to that data, to request
correction of any personal information concerniogngelf held by the Company, to ascertain our pesiand practices in relation to the data and to
be informed of the kind of data held by us. We mes¢he right to charge you a reasonable fee forpdging with any request for access to your data.
You also have a right, at any time and without gkato request to opt out from receiving any diratketing communication from us. If you wish to
exercise these rights, please write to our DatéeBtion Officer. Nothing in this statement shatili your rights under the relevant laws and
regulations.

If there is any inconsistency or conflict betwelkea English and Chinese versions, the English versall prevail.

The Data Protection Officer
Wing Lung Insurance Co. Ltd.
45 Des Voeux Road,
Central, Hong Kong
Tel: 2826 8259
Fax: 2526 7045

March 2012
Wing Lung Insurance Co. Ltd.

EEPREEFHED 45 5
45 Des Voeux Road Central, Hong Kong
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