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HospitalSurance Claim Form ¥ixE 2R EHER |

A.NOTES Z*EEFHE

1. In the event that you or your family members are hospitalised while insured under the HospitalSurance plan, simply fill out this Claim
Form and return it to the company within 60 days from the commencement of such confinement. To ensure fast payment of your claim,
check that you have filled out and signed all sections, and that you have attached all the original necessary supporting documents.
EERTHRRZRAESREARBEAN BEIISEFMEREL RBEZILRES  FOEF
RESERBMPAESRPAXXH Z ERNBTEARBRRORANZRMAANT
REETBERERRBE TR UN LAMAARASRAXG ZER B THRERFHTERREE-

2. This claim form must be fully completed. If any further information is required, the patient may be asked to provide a more detailed statement
to the company. In that event, the patient shall furnish a further statement.

REFFRVALEIER  ERERINER AT HEERR AR EFEZ B I ER T HmA BRI AR

3. The issue of this claim form is not an admission of liability by the company.
BERHERERFRATARED AT ERNEE

4. If there is insufficient space or further comment on any area is considered necessary, please use additional pages.

EEBEMNUER R FEBRMMAR L

. INSURED INFORMATION #&{R&i}

Policy No. Claim No.
REARIE: ZEMRTE: (For office use only AR FIEE ~ A)
1. Name of Insured

BIRAS !

(English, please B M E X EHEIER)
2. Usual Address

{F3E:

(English, please BRI IEIEIER)

Res. or Office Tel. No.

FEEHMWAEEE:
3. Address for correspondence regarding this claim (if different from above)
e AE G5 B E gt iR =)
(English, please 58 M X EH#EIERS)
Tel. No.
[Ser-a
B oo -

C. PATIENT INFORMATION 5EAEE
1. Full Name of Insured Patient

RRMAEE:

If the patient is not the insured, copy of documentary evidence such as marriage certificate, birth certificate etc. showing the relationship
with the insured should be submitted together with this form.
MEALFEEARA BB ARFEW A RERAX 4 WA EE S L EEPES LULERRABRRAZ B F
2.Date of Birth 3. Occupation
HAEBH: Day H / Month A /' Year & B

D. CLAIM INFORMATION ZHERFZE

1. Describe Injury or Sickness
FBEE RN

2.1f Injury,please detail the circumstances of the accident
MABINZEER FREBEIEENFABTR L

3. Has the patient ever seen a doctor for this or any similar condition in the past? OYes =&
RAERI A SRR RSERLIE R MmeLEE ? ONo &

If YES, please give dates and names and addresses of doctors and/or hospitals

WA FRERSEEE K/ NEHRRZ Rt

4. Period of Hospital Confinement for which claim is made

EReHEAf
Date of Admission )
Time
UNUASEEE .
e Day H / Month B / Year & B
Date of Discharge or expected duration of hospitalisation Time
BED B EAS TR RHEBTHAR © g
. e Day H / Month B / Year & B
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5. Name of Hospital
B iE:
Address
ik
Country (if outside Hong Kong)
B (MEEBLUIMEE)
6. If patient to whom this claim relates is or was hospitalised outside Hong Kong, please give the following additional information
MEABEEREZ B AATEBUIIME 2 Bl FEE &R
a. Patient's usual address
WATEAEIE:

b. Purpose of the overseas trip
ARSI Z BRY:

c. Intended itinerary or destination
FAE 2 1T12s B Ay

d. Intended duration of the overseas trip: From to

StRITE Y= B8 AR : A ES

Day H / Month B / Year & Day H / Month B / Year &

7.Patient's Usual Doctor Name
MABEMBEBELR:
Address
ik
Patient Card No. Te!. No.
H SRS SRS EEE:

8. If the Insured Person to whom this claim relates is or was at any time during hospitalisation confined to an intensive care unit, please
advise the following information
MEBAFBIARE 2R AAFE R Z R ERE FER THER:

Period in Intensive Care Unit: From to
ANERTARE AR =2 ES
Day H / Month B / Year £ Day H / Month B [/ Year £
9. Any concurrent claim about this hospitalisation with other insurance companies? OYes =&
BRI EREFREMRRATRERE? ONo &

If Yes\, please state the name of the company and the policy number
MNE FYIBAE AT BB IRERI:

E. DECLARATION AND AUTHORIZATION EBERiZHEE

1.1 declare that the above information is true and complete to the best of my knowledge and belief;
RALBRLRER I ERENRAEEZL2E;

2.1 hereby authorize on behalf of myself and my dependents, any physician, hospital, clinic, or other organization to disclose to
QBE Hongkong & Shanghai Insurance Limited — Macau Branch or its representative any and all information concerning the disability
resulting in the above hospital confinement. A photostatic copy of this authorization shall be as effective and valid as the original.
ENRREDIEBR L BR SN EMMRBRER M ERNENEXELHBRERERAR - BFI2ARARERR UEETHER
BRI RERFE ZFNRERE I

3.1 hereby request and authorize QBE Hongkong & Shanghai Insurance Limited — Macau Branch to pay benefit due in respect of
this claim by cheque to the Insured.

FANRFFRERETHBERFREBRAF - RO ABFILERERBEUZEL LT FREA

Signature of the Insured Date.
BIRAZEE ! HER:
Signature of the Patient Date.
BARE . HER:

NOTE: If the insured is claiming on his own behalf or the patient concerned is a child under 18 years of age, only the insured’s signature is required.

IR EAEABBEHT\BRUTFRABEE RERZERAA—M-
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F. ATTENDING PHYSICIAN'S STATEMENT F:2BE4H

This section must be completed by the attending physician at the claimant's own expenses
ARICENER T BEER ARERABEREABTAE

Patient Name (in full)

RALER

Name of Hospital Date of Admission
BE > T . =l .
Bhrams: ABEEH: Day H / Month A / VYear£
1. Preliminary information of this patient
WA SERL:
(a)CIinipaI diagnosis
BRERE2 B
(b) Treatment Plan
AR
(i) any therapeutic medication/treatment? O Yes
AHRERTEY S HMAE? O No
(||)any operation? O Yes
EOREERZTFM? 0 No
If yes, speC|fy name

HERE FiRMFiraiE:

(c)Date on which the patient first consulted you for this medical condition(s)/injury
WAEZEHERBIRRZEAH:

(d)Symptoms and complaints for this hospitalization/treatment
BERE B/ FMRVER R T EREA:

(e)According to the medical history given by the patient, how long had he/she been experiencing these symptoms before the above
first consultation?

REBERARENEEL SR WMATERRZIERETZREBESZA?
2. Additional information of this patient

WARGEAER

(a)Final Diagnosis
B!

(b)Date and Name of Operation(s) performed
FMBIRER B

(c)Underlying cause of this medical condition for the hospitalization
FERABEE R A B AR A

(d) Has the patient been treated by other doctor(s) for similar or related illness in the past?  [1 Yes =
BABTRBLEAEMEREZHMBEN AR ONo &
If yes, please specify treatment date and name and address of the doctor(s)
HERABEIHMBEN AR FiRHZBENUE Rt koakEHER:

(e)lf the patient was referred to you by another doctor, please provide the referring doctor's name and address.
MRZHACHEMEBEE FIRHZ B LR Rthiit:

0N A O34 Al

(f) If you have consulted other speqialist during this hospitalization, please provide the following
WERERARRE R LR e RS EMER B L FIREUTER:
Consulted Specialist's Name

ZEMBENES:

Reason

RA:

(g)Brief medical summary to show treatments, mvestigations result and/or any complications (hlsto-pathologic report to be attached)

AIEEM IR AN TR B EZHAR - RE BRNERKL S HIRNHEE (ERKBERERT) !

(h)Was the condition due to or associated with the following (please circle the right answer)?

LR ERED RN TIRERS I GBEEARRIE ?

Sexually transmitted disease, pregnancy, infertility, sterilization, refractive error or correction of eyesight, cosmetic surgery, mental
illness,emotional disorder, congenital condition or none of the above.

MR BB VB RATER RBE T IR B AR RME S E Ao

| hereby certify that all information given aboye is accurate and true to the best of my knowledge.
R ANIRERE F I PTIESR Bk B R P A R IE R st o

Name of attending doctor (in full and in block letter)

FEBRENUS:

Address & Telephone No.

ke B 5 S -

Slgnature of attending doctor with Practice/Hospital Stamp . Date
PRENSEEREFBRNNE: HER:

DayH / Month B / Year

When making a HospitalSurance claim, return this Claim Form and original supporting documents to the company

REMERB2FIBER SRt RESHYL ERAREPEX G ZEAFRIAF-
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Personal Information Collection Statement A AZk UgEEEEA

In relation to the personal data collected by QBE Hongkong & Shanghai Insurance Limited — Macau Branch (“QBE Macau”), I/we agree

and acknowledge that:

(a) the personal data requested is necessary for QBE Macau to process your application for insurance or claim and any such data not provided
may mean this application or claim cannot be processed.

(b)the personal data collected in this form may be used by QBE Macau for the purposes stated in its Privacy Policy found at
https://www.qbe.com/mo/en/privacy-policy. These include underwriting and administering the insurance policy being applied for (including
obtaining reinsurance, underwriting renewals, claim processing, investigation, payment and subrogation and any related purposes).

(c) @QBE Macau may transfer the personal data to the following classes of persons (whether based in Macau or overseas) for the purposes
identified in (b) above:

i. third parties providing services related to the administration of my/our policy (including reinsurance);

ii. financial institutions for the purpose of processing this application and obtaining policy payments;

iii. in the event of a claim, loss adjustors, assessors, third party administrators, emergency providers, legal services providers, retailers,
medical providers and travel carriers;

iv. another member of the QBE group (for all of the purposes stated in (b)) in any country; or

v. other parties referred to in QBE’s Privacy Policy for the purposes stated therein.

(d) I’'we may gain access to, or request correction of my/our personal data (in both cases, subject to a reasonable fee), via email or post at:
QBE Hongkong & Shanghai Insurance Limited — Macau Branch
Address: Rua do Comandante Mata e Oliveira, No. 32, Edif. Associacao Industrial de Macau, 8 andar B & C, Macau
Email: info.mac@qgbe.com
Telephone: +853 2832 3909

(e) That where I/we are providing personal data on behalf of another person to QBE Macau, |/we have obtained consent from the other person
who have agreed that their personal data will be released to QBE Macau in accordance with paragraphs (a), (b) and (c) above.

(f) That in the event of differences between the English and Chinese, the English version shall prevail.

R ETHBFRIEERAR - BFSLAE ("ERETEAER) WEZBAZR FA /REFAEL AR

(a) ERZEABRHNEMETEFRBEERA / REZRBRAREFRELHBR LT - SREHRIEER AT fE SRS ARIBILIBRANRE

(b) EFIE TR LUS LRGN ENEABTHBRESHE https://www.qbe.com/mo/zh-mo/privacy-policyeFr & fAREE SR & &R
2B AR S EARMEREAA / REEERBZ RE (BIEEEBRE ARER BE AT IR RUREUARZEREEN) -

(c) RABELTHEMRMA AU LE(b)ERPZ BN BEABREREUT (Rt RASEN) 2SBAL:

i REHEEA/BENRE (QEBRR) 2EBENRENE=S;

ii. SRS - ARBILERATESFECSRZEN;

. BEREERER BREHM TEM- F=ABTEAE - B2RERESE ZEREREE TEF BRRFRESMRTHL;

iv. BETHARBEERAUNEMNERIMENS —KE (AU L(b)EFMREEENMREZBEAZR) ;
ETEERBARBBIRRERNEMA L —AEFABBERFIENSEE M-

ZIS/\/?JFQ_JLXL B LN EEB L E FE‘E*EEIZ;:XEEEEE’MI/\ﬁﬂ(T‘LﬁﬁEl MTHBELZG—ESEER):

ETHBMERERERAR - B2 A

ik \F"i%ff‘ﬁﬁﬁﬁ%ﬁf"ﬁﬁﬁj(FSEB&C@

B info.mac@gbe.com

E:E:+853 2832 3909

(e) BEAN/HENDRXRS—ALTEEMETHERBRRBEBAZE AA / REEHEZALTRAEREUL (a)(b) (c) HBEBAERIFE
?' Fﬁtuiﬁﬁﬁl‘"”

(f) BEANXHZHP - BXRZEBREE D BUEN RS A%

a
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