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AAA MEDICARE — HOSPITALIZATION & SURGICAL CLAIMFOR M

INSTRUCTlONS HWEIF

This Form is to be completed by the Insured Member, the Attonding Physician and Surgenn
RARLIR G RA S 2YBLERNHELRS

2. If the claimant is the Insured memhcr, please cnmplcu: Part 1 - item 2 only and leave item 3 blank If the claimant is the Dependant, complete both item 2 and 3,
PRAR P HASGRA  ARRGF—HAZAAL s DR IRATER UK FA 2003 ¢

3. Written motice of hospital confincment shunld be submitted within 20 days from the of such
LR B AL W20 MR R ERXE DAL o

4, Original itemized bills 2od receipts and this Form must be submitted within 90 days from the date discharged from hospital,
HAEK EEH09 M EAFFRRR KRk RRRB—RBZ o

S This Farm must be fully complc(ed and signed and the information supplicd on af) bills aud receipts should be clmly stated. Otherwlse, documents submitted will be returned for verification or other necessary actions.
KA RBLFHRRRLDZRART o BF MR H A X FA 0 ;Hrﬂ:vm TUABLZXAHRED L o

6. Documents returned must be re-subsmitted within 90 days of i i Otherwige, such claim will be declined.
B XAF LA RN X H AR08 NFRRX TSI P ‘b!‘MTﬂ.'.tJ!. .

kA No benefit is payable for items and conditions listed under ‘EXCLUSIONS’ in the Policy.

ERPL [RERBEN ) QLB EHRERKLZS] o
Part 1 - To be completed by the Insured Member % —# 4% — B XFEAHE

la. Policy No. REH%A b. Policyholder #EHHA AL H

2a. Ref. No. £ B35 b. Name of Insured Member £4&RAHE
Surname 4 Other name %

3a. Ref No. £B#Em b. Name of Claimant (if not Insured Member) c. Relationship d. Occupation
BEYFALL (RERATRH) M 44 WE
Surmame # Other name %

4.  Date admitted to Hospital 5. If hospitalization was the result of an accident, please describe when, where and how

K BH the accident happened? B ESIANK @ FEERM - BEBEF LB -

6.  If confinement is due to childbirth, please complete; % B %K% » # gl
Name of Child F%#4 Date of Birth £ 8}

7.  Has the Claimant had any prior treatment for the same or closely interrelated cause? If yes, please complete: .

BAFHAAN G FRLBRMRIAMBREZEH? do [F] o+ g

Date admitted/Treated Date discharged Cause Name & address of Doctor Name and address. of Hospital
%M HicH M BB B R BEA AR M

8a. Are you making any other insurance or compensation claim {b. =~ Name of Insurance Company / Type of Compensation
as a result of this hospitalization? HRIR A8 B A [ AR S5
%ﬁ@@ﬁ&kﬁﬁ*%ﬁm%&%ﬁiﬁﬁ?
] Yes & Result #%:

[0 No #&

1) T hereby declare that |h= ” including any attached, are true, correct and complete 1o the best of my kaowledge and belief,

2) Persena! Ii 1
The information you pmwde {0 Falcon Insurance Company (Hang Kong) Ltd. is collected ta enable the company to carry an insuraoce business and may be used for |h= purpose of (i) any insurance or financis! related product ar service or
any alterations, variations, cnnu!lmmn or cenewal of sich product or service; (it) any claim or investigation or anolysis of such claims; and (iil) ising any right of 8 Thei may be te (i) any related company
ar any other company carrylng oni or related business or an fary or & claim or it ian o olher ssrvice provider providing scrvicos relevant ta insurance business for any of the above or refatcd purposes;
{i1) any jon or similar fon of {es ("Federation®) that exlsis or is formed from time to time for any of the above or related purposes or ta enahle the Federation ta camy out its or
such other functions that may be assigned to the Fedecation fram time to time and are reasonably required in the interest of the losuraace industry or any b of the F ion; and (iii) any bers of the "F iont™ by the
"Federation” for any of the above or related purposss. Morcover, Faleon Insurance Company (Hong Kong) Ltd. is hereby authorized to obtain access to and/or to verify any of your data with the llected by the Federati

{from the Insurance industsy, You have the right to obtain access to and {a request correction of any personal information conceming yourself held by Falcon Insurance Company (Ilaog Kong) Ltd, Requests for such access can be made to
our complisnce officer (36/F., The Les Gardeas, 33 Hysan Avenue, Cause¢way 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 mefus® and held by
Falcon ln;urznce Company (Hong Kong) Ltd. (whetber contained herein or otbenwise obtained) may bo hield, used, disclosed, released and transferred by Palcon Insurance Company (Hong Kong) Ltd, to the parties and for the purposes

d in the "Personal ion Collection S s
4) Authgrization
a) I hereby authorize/and on behalf of the Claimant hereby autborlze® (i) any dentist, doctor, haspilal, clinic, or insorance company, goverument affice or any organlzs:inn or persons who has any ds/k dgeli ion of me/the
Claimant* {whether medical or otherwise) to disclose, release or transfor to Faleon Insurance Compnuy (Hong Kong) Lid. orits such rzcard, k ion pertinent to the claim herein and/or the disability resulting
from the s2id claim; (ii) Falcan lnsnr:nce Company (Hong Koeag) Ltd. or any of its i or lat ies to perform uecessary oraI examination, medical assessinent and tests to evaluate the health slatus
of mefthe Claltant 'm relation to (i) above.

b} This authorization shall bind the suce and ass] of me/the Clai * and remains vatid ithstanding death or ity. A ph copy of this i shalt be as valid as the origloal.
*delote whero appropriate.
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8} AARREHBALARBE P AR © ST AAR P IRA S BRSO H TR Bk 0 B R AASNARRBBAAL - HERBERCERDA RATARRAASREBLNHNRA/BR P
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FHAF G AR
Date H # Signature of Insured Member %A K F
Room 1007, Eastern Harbour Center, ﬂﬁr[ 1 (852) 2597-9233 K O
No. 28 Hoi Chak Street, Fax fdid : (852) 3160-4312 m 1% 1728 B

Quarry Bay, Hong Kong Website 74t www.aaamedicare.com PNHRI1-S 1007 2



Part 2 - To be completed by the Aitending Physician £ =4 — w4 B43 5

1. Name of patient 5 # 42 2. Name of Hospital B2 % 3. Date admitted A8 3 Date discharged &% 8 &

4. Complete diagnosis for hospitalization %X % 5. Cause, pathology & brief history of disability # B » AERAHB-2 R E

6, When did the patient first consult you for this condition or other 7. How long had the patient been experiencing such symptoms’
related symptoms? prior to this first consultation? :

FEMKBEEARZFT MAREAGE RS 2| EERRSHN  AAGET HARE S X7

8. In your opinion, how long were these symptoms presented prior to  [9. Was the patient referred to you by another doctor? (No/Yes)

this first consultation? Did you inform the patient of your opinion? If yes, please state the name of the doctor &£ F & % —5&
#&&ﬁiﬂ'Eﬁkﬁ%ﬁnﬁ%ﬁ&%T§k?ﬁé%%ﬂ$ EHN? (RIF) B[R]  FRESBLELHEL
Riflfe At

10. Has the patient been hospitalized for the same or closely interrelated condition before?
If yes, please complete: RAXAEYEHAMIMMIAERER e [H]  HFHE5 ¢

Date admitted AR B : Name of Hospital HHE4 :
Date discharged HEEH 3 : Cause ANERE :
‘ Result F23 3
11, Is the condition due to or associated with the following? :afH 3.2 % B 2t F B S A7 82
Yes%Z No%& Yes NoZ&

(2) congenital anomalies ? O | (f) AIDS,venereal disease or sexually transmitted disease ? [ l
KR MBG FHEA - BB A RESE R AR

(b) self-inflicted injury ? O £1 (2) pregnancy, contraception, infertility or sterilization 2 [ O
ABEF WE 8B TFARE

(c) the influence of drugs or alcohol ? O O (h) refractive error or correction of eyesight 7 A O
BHARYZHE WAREE

(d) mental or nervous disorder ? | O (i) routine medical check-up O £l
MBS ABE — Rk i E :

(¢} cosmetic or plastic surgery ? O L1 () restcure or sanitaria care 7 O 1
E3 R X Aaki) wEREE

12. Have you recommended and secured the opinion or services of a specialist? 13. In-hospital Doctor Visit Fees charged 4 & % 5k &

GETHRENB LT RSB ? [JYes & O No & o days &8

If yes, please give the name of the Specialist and the reason why his opinion or ays e

services are required. Total Pees 3 il 4647 *

o (F]  FREBFEABLELBEATEZIHNELERIMHLEY o

14. If confinement is due to childbirth 4= & 4425

. . A1t
a. approximate date of commencement of pregnancy b. it should be classified asa -4 ALA

BB 42 K B [0 Normal Delivery M2
[1 Miscarriage WE
Day® Month A Year [] Caesarian Birth B4 2

I hereby declare that I was the Aitending 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 knowlsdge, AAHEWER » FAA LR ERAFLLISEE o A LR~
MAREAAN I ERRE + EHE I IAE -

Date 8 # Name, Qualifications & Address of Physician Physician's Signature & Official Stamp
Part 3 - To be completed by the Surgeon if operation was performed % = &4 — ﬁvﬁ"ﬁb%ﬁi‘ RGN ELEHT -
1. Name of Patient fl%'&/g 2. Date of Operation +# B /5 ) 3. Where performed < #53#. 2

4, Brief description of operating pracedure performed # ff s8R -F #7472 F

5. Surgical Fees charged 6. Name of Anaesthetist & Qualifications 7. Anaesthetist Fees charged
ShAFRER BB LB TR ek A

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. FAHEREH > LR B ECBREREIAAL FXH54 c A LA R —WARBRAF L
YRGB EBER o

Date 8 # Name, Qualifications & Address of Surgeon Surgeon’s Signature & Official Stamp
ShAB AR L - TERM IHBERTREF

* ABEEABLIPIERARBALELR A FER BRUERXBARAL -



