MSIG Insurance (Hong Kong) Limited

=HERBENKRRE (58) BRATY

9/F 1111 King's Road, Taikoo Shing, Hong Kong
M S I G Tel +852 2894 0555, Fax +852 2890 5741

msig.com.hk

AMember of JWRYTAN INSURANCE GROUP

Hospital/Day Care Surgery Claim Form
EhRRE/ BRAFNRERS H745

[ ] Hospital claim £iRFEE [ ] Hospital cash claim FBRIREESE [ ] Day care surgery B &=i

1. You can report a claim anytime, anywhere around the world, simply click on the following for online claim lodgement:-
SO DAERF B Tt RS M ERFETRAS » RE L TENHEHE -

Eliﬁ'.‘_iEl
https://forms.msig.com.hk/Forms/ClaimHealthCare  Or%{  QR: iy v

L
[=y;
2. Otherwise, please complete and submit this Claim Form to us within 30 days from hospital discharge or day care surgery,

together with relevant supporting documents. Further information may be needed in the future.
 Post: MSIG Insurance (Hong Kong) Limited, Claims Division, 9/F 1111 King's Road, Taikoo Shing, Hong Kong

9T BREYCRERBEQEEBENN - WRERIOEFMEICRA2RANT - BRUETZIRE—FER -
« HSUL - FBEROWEEB 11159 —HERB ENERE (B8) BRAT B5S

3. Forinquiry, please call our Healthcare Services Hotline at +852 3122 6988 or email at HCclaims@hk.msig-asia.com
WHTOEH » BHERMNEERZEIR+852 3122 6988 NEFHCclaims@hk.msig-asia.com

Part 1 (To be completed by Policyholder/Insured Person)
E—EMD (BREFEA/BRAER)

Policyholder details REFBAER

Surname: Given name: Policy no.:

% - 2 REBSRIS

[ ] HKID no. B850 3B%E Date of birth (DD/MM/YYYY): Gender: ME[] F&[]
[ ] Passport no. EIBSEH : HEBH (B/B/F) - 1R : 7

Email: Contact no.:

B : BHEEE -

Correspondence address B304 :

Flat/Room & Floor 12 Block £

Building/Estate

KE/IEW

Street/Road & district area = N -
EERE CJHK BB KN EE CINT#HRE
If we need to contact you in written, which method would you prefer most? (] Mail B¢ [ Email ES-THE

WARNTFRUSEEHEE - BRRI—BER O LRES?

Insured Person/Patient details (If not the above Policyholder) IR A/SBAER (0F ERRBIHEA)

Surname: Given name:

P 2

[ ] HKID no. BB E/DE%S : Date of birth (DD/MM/YYYY): Gender: ME[] F&[]
[ ] Passport no. EIBSEH - HEBH (B/B/F) - eSSl -
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Claim settlement method B3& /5%

To quicken our settlement for any valid claim, please provide your banking details if you prefer direct credit.
ERIDEHEBER - AATIUBEREZEE, - WREBERYS - sEERHRTEBNERS ORI -

Account holder’'s name E0#&EFE A (Must be the same as the Policyholder/Insured Person WEERREFHFE A /2R AMG)

Bank name Bank code Branch no. Bank A/C no.
RIT2HE TR Yax Wk WITIRPHRID
Did/Will you apply for compensation from another insurer(s)/organisation(s) for the same event? Llves& [INoBE

If ‘yes’, please provide the following information.
TEEMEES/HEOEMRRAT/EEREIRE ?
WEE (7] - FRHEHMTEN -

Insurance company/Organisation Type of cover Policy no./Reference number
RENT)/EESE = el TRES S0 / ABRESRID

Note: Please send copy of the payment document if other insurance company has already paid part of the medical expenses.
TR EEMRRATSELER - FRHZRRATZBERZD -

Name of hospital/clinic:

BEr/E2ma

Hospitalisation period/visit date:

HBRBH/2EB

From (DD/MM/YYYY) (HH:MM) To (DD/MM/YYYY) (HH:MM)

&8 (B8/8/%) BE (F:2) = (B/8/®) HE (& :2D)
%a;%ée‘géﬁedlcalcondltlon: [ ] Sickness Z&Jm* L] Injury S5

Reasons/diagnosis of hospitalisation/surgery
HBR/ F i RENELEZHBR

Have you ever been treated for the above disability or related conditions before? Llves&B [INoBE
SN CMSABER IS MmNk ?
If ‘'yes’, please state all the name(s) of doctor(s), name(s) and address(s) of hospital(s)/clinic(s),

date(s) of confinement/consultation in chronological order.
W B3] FERIETEELEMS « B/ BRIt « Ee/s2EBH -

*For Sickness, please provide the information below *EBERE @ FRHTIIBER

(a) Sign and symptoms
N

(b) When did the symptom(s) first occur (DD/MM/YYYY)?
BHROXRBIREH (B/8/%) 2

(c) Please state the date of previous episode of the same condition before, if any (DD/MM/YYYY)
WAEBEIREEEWR - 5552888 (B/8/F)

#For Injury, please provide the information below *WBZ4E - FiRLTIIER

(a) What is the date of accident (DD/MM/YYYY)?
BEINELEBR (B/A/F) 7

(b) Please describe how and where the accident happened.

BFNBINEE IR AL -

[ ] Please tick for return of certified true copy of receipt. WIFEZ OB ESIA - ENLE v -
Please note Certified True Copy will not be returned if the claims are fully reimbursed. 5+ 5 @ WEPBEREZHE - [FR 728 A8 NERD -
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Declaration & authorisation B8R IBREE

1. 1/ We declare that the above information is in all respect true and complete to the best of my/our knowledge and belief;

AN () PULESR - DIEATISEREAAN (5) FTARAMENER Mt - WARIFERIWESRE ;

2. ltis agreed that upon request by MSIG Insurance (Hong Kong) Limited. I/We shall make a statutory declaration to re-affirm the
genumeness of all the information contained in this claim form; and

—HERBENKURR (58) BRADRUEHEXK - AA (F) BROURFHERAREPFRAERIIBEENETER : &

3. | hereby declare and agree that any hospital, clinic, physician, insurance company, organisation or any person that has any
records or knowledge of my health, or that of the above named patient, to furnish such information to MSIG Insurance (Hong
Kong) Limited. A photocopy of this authorisation shall be considered as effective and valid as the original.

ZKAEM?%EﬁjiH BREUHESAANT LIRS CBREERNNZRER « 207 BE - REATVEAERBATO=HELELE
NEREE (B8) BRADREEHEN - WREZCFNARIEARTHE W °

4. | believe that the facts stated in this claim form are true and correct. | acknowledge that the Insurers will rely upon the
information supplied by me/the policyholder/the insured person, which I verily and honestly believe to be true and correct, in
prosecuting or defending any claims or proceedings in future, and the signatory/the policyholders/insured person under this
policy, if so required by the Insurers, will be asked and are bound to sign any court documents on the basis of information
provided herein.

RANERINREDFERNCEEIREERIENE - AANERERBLATSKEAAN/REBFEAN/ZRAMBHNER (KRATE
BEZEERREENIEER) - EREIETURELARBRFNER A - WERBATENK » ABBA/REFBA/ZR
ARERDEARRSTOEHERZSERPTER AR -

Signature of Policyowner Signature of Insured Person

REFBEARS DRAZE

Name of Policyowner Name of Insured Person

REBFEABD SDRAUD

Identity document number of Policyowner Identity document number of Insured Person
REBIHFBASDEE R RSB RIT

Date signed (DD/MM/YYYY) Date signed (DD/MM/YYYY)

=288 (B/R/F) =288 (B/B/F)
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Part 2 (To be completed by attending physician’s statement at the Insured Person’s own expenses)

BTEMD HEDEBLER  IEEAHSKRASS)

We would be most grateful if you could attach copies of any specialist or hospital reports, together with any test, or similar evidence to support the
validity of your Patient's claim.

FM EETBEEEREZE  £RrHS - AFRENEMBENY - DIRIRAIRERE - LHEIE -

Name of Patient (in full):

RABES :

Name of hospital:

ElRweiE

Date of admission (DD/MM/YYYY): Date of discharge (DD/MM/YYYY):
ANRBH8 (B/B/F) - BRBHBE (B/B/F) -
Level of hospital ward: | Standard private Z#f\%%E  [| Semi-private XK=

MR : [ ] Generalward &@% [ ] Day Care Surgery B&F4fi

1. Clinical history P52/ FE :
a) Date on which the Patient first consulted you related to this illness/injury (DD/MM/YYYY)
BABRNBEER/ ZEERCZ258H (B/B/F)

b) Symptom(s)/complaint(s) of the Patient relating to this hospitalisation/treatment/investigation

WA BB R X/ oK/ REEIN /R

¢) How long had the Patient been experiencing these symptoms before the first consultation?

BALREIRBIKEIRIBIR T 2K ?

2. Hospitalisation details Be5EfE -

a) Final diagnosis Date of operation (DD/MM/YYYY)
B2 FmBEH (8/8/%)

b) Operation procedure(s) performed

=

c) If the Patient has consulted other physician during this hospitalisation, please provide the following:
WRARBREAESOEMBLER » BIRELER

Name of physician consulted
BN

Reason

RE

What treatment had the physician performed?
B DIRHETERE 7

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)
FREHRBE (BERERERER  BmE  BURTERS  BF  HEECBRRIRESTS))

e) Please provide reason(s) for hospitallsatlon if this type of cases can be managed on day care/out-patient basis.
BREEHEZTROBEEE/FI2EE - FREREANEERRA -

f) Did you refer the patient to another physician/hospital? Llves2 [INo&
If ‘yes’, please provide information.

IEEEENE A NEEMBERER 0 [2) - BREAFTEEN -
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3. Professional comment HE=5 -

a) Inyour opinion, was the Patient hospitalised as a result of recurrent episode or achronicillness
or related to a previous complaint/diagnosis.
If 'yes’, please provide date of the first episode and details.

@EWE’JHE PARSHRBRRNSHRRIELR ISR R MR ?

W R - FRHEERBRZBHRFE

[JYes2 [INo&

b) Was the condition due to or associated with the following? (Please Tick “v" the appropriate boxes)

RABFERESERE MIEREE? (EBENHIBRY")

[ ] Accidental bodily injury

[ ] Self-inflicted injury

[ ] Abuse of drugs or alcohol
[ ] Mental or nervous disorder
[ ] Refractive error

[ ] Pregnancy

[ ] Infertility or sterilisation
[ ] Contraception

[ ] Treatment for cosmetic purpose
[ ] Vaccination

[ | Congenital condition

[ ] Developmental condition

[ ] Hereditary condition

[ ] General check-up

[ ] Vnereal disease, sexually transmitted 4% -

disease or AIDS/HIV related illness
[ ] None of above

4. Others Hf :

BINZB
=SP4
BB TEE
ST / TBAETS

12 ORERE

i85
e
BB

ESFM
sicdaai|
ToRIEERR
BERSH
BEIERR
—RERRE
MR

D EEAE

RN/ EBHIVE B E R

a) If the Patientwas referred by another doctor, please provide the referring doctor's name

and address.

WHRAREMELESNT

 BRHFZEN L HBRIOIE -

b) Are you the Patient's usual physician?

IMESHAES &L ?

[IYes2 [ INo&

| hereby certlfy that all information given above is accurate and true to the best of my knowledge.

ANER LR ERNREANTRE R EEE -

Physician/surgeon details 284 /I\RIEBLEERN

Name of attending physician/surgeon Qualification

TEEL /IRELEHD WOER

Address Telephone no.

byl JH&EB5E

Signature and chop of attending physician/surgeon

TEBL/INBERERES
Date (DD/MM/YYYY)
B (B/B/F)

H745 (AC/06-26) Page 5 of 7




Appendix: Notice to customers relating to The
Personal Data (Privacy) Ordinance ("the Ordinance")

MSIG Insurance (Hong Kong) Limited (“MSIG”, “we" or “us”) would
ask that you take the time to read this privacy policy carefully. In
case of discrepancies between the English and Chinese versions of
this statement, the English version shall prevail.

Privacy Policy

MSIG takes your privacy very seriously. To ensure your personal
information is secure, we communicate and enforce our privacy
and security guidelines according to the relevant laws and
regulations. MSIG takes precautions to safeguard your personal
information against loss, theft, and misuse, as well as against
unauthorised access, disclosure, alteration, and destruction.
Furthermore, we will not sell your personal information to anyone
without your consent. MSIG imposes very strict sanction control
and only authorised staff on a need-to-know basis are given access
to or will handle your personal data, and we provide regular
training to our staff to keep them abreast of any new
developments in privacy laws and regulations.

We will only retain your personal data in our business records for as
long as it is necessary for business and tax purposes as permitted
by the laws. We will require our agents, contractors or third parties
who provides administrative or other services on our behalf to
protect personal data they may receive in a manner consistent with
this policy. We do not allow them to use such information for any
other purposes. If you have any questions orinquiries regarding our
Privacy Policy, please feel free to contact us.

We may amend this Privacy Policy at any time and for any reason.
The updated version will be available by following the ‘Privacy
Policy’ link on our website homepage at msig.com.hk. You should
check the Privacy Policy regularly for changes.

Personal Information Collection Statement

Personal information is data that can be used to uniquely identify
or contact a single person. As our customer, it is necessary from
time to time for you to supply us with your personal data in
relation to the general insurance services and products ("the
Product") that we provide to you and in order for us to deliver and
improve customer service. This includes but not limited to the
personal data contained in the proposal form or in any documents
in relation to the Product or any claim made under the Product.

If you do not provide us with your personal data, we may not be
able to provide the Product you need or process your request.

We may use your personal data for:-

» processing and evaluating your insurance application and any
variation or renewal of the Product;

» administration of the services and Ffacilities in relation to the
Product provided to you;

« conducting identity and/or credit checks;

 invoicing, processing payment instructions and collecting
premiums and outstanding amounts from you;

+ assessing and processing claims in relation to the Product;

« conducting statistical or actuarial research and/or analysis by us;

» automated decision-making processes, including profiling, for
risk assessment and claims management;

+ other ancillary purposes which are directly related to the above
puUrposes;

+ conducting matching procedures (as defined under the
Ordinance);

« complying with applicable laws, regulations or any industry
codes or guidelines; and

» detecting, investigating and preventing fraud and/or other
illegal activity (whether or not relating to the Product issued in
respect of this application).

In connection with any of the above purposes, the personal data
that we have collected might be disclosed or transferred to the
following persons and/or entities (who may be located within or
outside of Hong Kong, or may process or store your personal data
outside of Hong Kong):

« third party agents, contractors, service providers and advisors
(including but not limited to debt collection agencies, credit
reference bureaus or call centers) who provide administrative,
communications, computer, data processing and storage,
payment, security, information technology, marketing or other
services which assist us to carry out the above purposes
(including medical service providers, emergency assistance

H745 (AC/06-26)

service providers, telemarketers, mailing houses, IT service
roviders and data processors);
oss adjudicators, claims investigators and medical advisors;
reinsurers and reinsurance brokers;
your insurance intermediary;
our le?al and professional advisors;
our related companies as defined in the Companies Ordinance;
the Hong Kong Federation of Insurers (or any similar insurance
industry association or federation);
. thed Insurance Complaints Bureau and similar industry bodies;
an
. goYernment agencies and authorities as required or permitted
v law;

» the police and fraud investigation or prevention organizations;

» databases or registers Sand their operators) used by the
insurance industry to analyse and check information provided
against existing information: and

« in the event that we transfer all or a substantial part of our
business to another company, the transferee of that business,
who may then use your personal data to continue carrying out
that business.

In order to confirm the accuracy of your personal data, you agree to
provide us with authorisation to access and to verify any of your
personal data with the information collected by any federation of
insurance companies from the insurance industry.

MSIG also intends to use your name, your address, your phone
number and email address from time to time to provide marketing
materials and conduct direct marketing (including but not limited to
promotion, marketing and sales) of the Product.

If you do not wish MSIG to use your personal data for D
direct marketing as listed above, you should tick the box
on the right and send us a copy of this Notice at the
address listed below together with the required
information which are necessary for us to process your
opt-out request. You may also notify us by Filling in the
“Enquiry form — Opt-out from direct marketing activities”
on our website at msig.com.hk. In your notification, you
?ulst supply the same required information as listed
elow.

To enable us to process your opt-out request, please
provide us below information and send to:

The Data Protection Officer at 9/F, 1111 King's Road,
Taikoo Shing, Hong Kong.

Full name:

Contact number:

HKID number: (for identification purpose)

Policy/Certificate/Acknowledgement number
(if you have one):

Note: This instruction will override all previous instructions
relating to direct marketing that have been given to MSIG.

Under the Ordinance, you have the right to: (a) be informed of the
kind of personal data held by us; é ) be informed of the main
purposes for which personal data held by us are or are to be used; ()
request access to your personal data held by us; (d) request
correction of your personal data held by us; and (e) ascertain our
policies and practices in relation to personal data. If you wish to
exercise these rights, please write to our Data Protection Officer at
9/F, 1111 King's Road, Taikoo Shing, Hong Kong.

IFgou have any enquiries or require assistance with this Personal
Information Collection Statement, please call us at +852 3122 6922.

Proposer's signature

Date (DD/MM/YYYY)
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PER : BIIS KBAER (R &A1) ( [RE) ) B9BFEA

=HERBENURR (F8) BRAT (ME [MSIG) - [FF)
O [RRT] ) FESHEE MIIRRERERG - WIEBHVTHRA
RPVIRARBEIRE » BURSIRARE -

RMBRBUR

MSIGERRETRDEVIE - RTREEOVBAEN - HFIUEEIER
RIBOAIRAEL - OATABEEWNTHMAEIIZLERRE
B3| - MSIGEI B ITHREBERURELHEAERNEES
B BB RA UREREHTZER MRIA  RE - BH
RIE - I - RIFSRENER - RFIASHELNBAERN
BTN » MSIGEISHNITRIER - REFFERECBEENTR
BERT - RANEEEHNBAER - I HfISOBEEH
Bl - AP T ERLBER R EE -

BFMARSELIRSTFUNTARFEEERBAE BN T - RBM
BBAERERIFIBFEHECIR - RAIBOMUARIZSHRTH
REMRFE<NE - ARBAE =2 - BEREFIBBEABRRRES
TJERANBAEN - ARIPASSFUAIERBRERNRED
HBHY - BT AIBVLRERBTORE - Bl riIEs -

FATEABBIAMERN - BEAERNBATRALRIBE
msig.com.hk N < MEEHER NEAPTBHIAS -

BABERINEES

{@)\ SN B I AEBIEI TS ERIA LT8R - ERIFINE

 WEROEFIASHERIFREC —RERRBAREER (T
ﬁ% [fREER] ) BEOBAEN  BRATQTRHSFRER
NERFE % E;?ED@%ETIKEK@T PRRERUMEIRRETE
X SO BEBRERE EMEBAERN -

WEKREDRFARHEHBAERN - RATEEERHEMFN
E ORI TEIFEK -

FAITEREBBAER BRI N ¢

« RIPAFHSTOVRRPHE R UREERNE B WER

- SIPRREEBRIOVIRIZARIE ;

- ETBSDN/HERBEE

« SBHIARES - )EIEHTJZ?ET&F]W WERBA RIS ERIA -

« LS RRIBERE o EEIIRE

« ETHETHBEERTA/ D $ﬁ

« RRVSHREEENSECRRIBIE - BB

B P BNEEABRENEMEREEE

. ﬁﬁ@a%’ﬁ%%ﬂﬁ%ﬁ%%ﬂ (QDﬁ%%ﬂ%@ﬂqﬂﬁﬁﬁ%) ;

« BIBABNAR  ARIUTOTETAURIES

. 15 @l sEEARGLEERGE R / A EEED (EES%XEE%EE%ZSEEE%
PP VREERHR) -

EUEEGEHT - BFINENBAERN TESEIREREREUT
ATH/RER (BRATEMREBREATEIN - ATEESBEIN
RIBREENBEAER) -

o MFFIRHTH » B3R - B - BUBRIENHET =Y - KL -
R - BENEMBHRMER CRENRBE=18
B BT REHEERED (BRBENRIRBFIARERE -
ERRAERAMUPIL - URERRBHESD - RRIRRFBH
B - ENEHED - BSRORRSD - EFRNKRBHESR
FERIERBD)

« RIPRAEE0VIEREEN - BB ERERER ;
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« BRERATRBRERER

« BEYRERBPTA

« BRAERREXED

- BFEEEEAT (DL (RIRA) ABEERE)

« EBRRENS (WEROVRRITEHRS IS

« RSB RDBOIRRRFEEE |

« REPIZKETI BIBUTIEES

« ED RIS AREFEIHER

- REREMREENMEMREANERMED D MRS
FREAECM (RAEEE) R

« EERFIBZEAAABOEBERGCEMADE - ZEKHBD
2N TRIEERIENBAERRINTLET -

RIEREOBAERN LR - MERREANTERME
EOBHRBEFRARRA IS IMINETRTOIBEAER -

MSIGIN RN ARV ~ o« BEEFRG LB
RIEERNDBHEREZIRHE (RIBEBRRINERE « SiH
FSHE) o

WIBARMSIGRIENRBABRREEZRERE @ & D
BREISBNLEIARL R HBRECIARNEREE
KIEBEZRHETHAVBRENEN (FBUOT)
MEBEETINWILE -BWNTEZALAINBE
msig.com.hkfy [EHFIR —HBEHEETE ] BA

R - EENBAD BUBREBHUTIIHNERD
HREN -

R:%éﬁirﬁﬁ“smiﬁwutﬁﬂjE’J?E%E}ﬁﬁiﬁ;ﬁbz: Ko
BRHEUTERNISE : SBARXOHES2E 111158918 -
E*—H%EEIEIIS(

H3Z

BB

EESOT R
(1EEBI2 )

RERH/EERR/ BRmE (WEA) :

M5t : LIER BB RRE B BRI SBUVERITBFMSIC
—UIBRR ERZEHENET -

IRIBERE - 0B - () NEHMITHENBAERNEE ; (b)
HERFIPTRENEABNNEZRRE () EFEFIPTHREN
TEYBNER 5 (d) BIEHFIPTFEOEEBAER K (e) 9
BAIBEGEAERNNBIRINES - WEAHLTEELERN -
FANEBAGHREZE 111157912 - FFIBERREED -

WK B AERINEEZFBTOREABRE » FHE
+852 3122 6922 ERFRPIHEHS

BRARZ

81 (B/B/%)
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