MSIG Insurance (Hong Kong) Limited

=HERBEXKRE (&8 ) ARAT
M S I G 9/F 1111 King's Road, Taikoo Shing, Hong Kong
Tel+852 2894 0555, Fax +852 2890 5741

msig.com.hk

AMember of RIYRYADN INSURANCE GROUP

Pre-authorisation Form for Cashless Service kBl IRF5 FE L HEIZ BHFE R

Please complete this form and send it to MSIG by email or fax. FEZILRE W B EEZE MSIG »
Cashless service application shall be filed to MSIG at least 3 working days prior to hospitalization or day surgery.
NARBRBFVBEE RSN BREFiliRIRD 3 EIEXBH MSIG FE%ELHE -

Email EH: gop@hk.msig-asia.com Fax {§K.: +852 3500 5287 Hotline 344% : +852 3122 6899 (press & 4 F)
Part|: To be completed by the Insured Person 55—&} {7 : HR{RAES

Name of Insured Person (Patient) 2R A (BA ) E& HKID no. 511355555

Policy no. fREESEAS Contact no. Bt48 B 55 Date of birth (dd/mm/yyyy) 4B ( B/B/&E)

Declaration & authorisation

1. | understand and agree that MSIG Insurance (Hong Kong) Limited ("MSIG") will arrange guarantee of medical expenses for
hospitalisation, provided that the above policy with MSIG for the above-named Insured Person is in force during the period of
hospitalisation and the arrangements are made in accordance with the terms and conditions of the policy.

2. lunderstand and agree that such arrangement will cease immediately should subsequent verification proves that the above named
Insured Person or his/her medical conditions should not be covered by the Policy.
3. | 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 Insured Person, 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.

4. | understand and agree that all personal and medical information relating to me / the Insured Person contained in this pre-
authorisation application will be collected, used or transferred to third party by MSIG located within or outside of Hong Kong in
accordance with MSIG Personal Information Collection Statement (“MSIG PICS") particularly for the purpose of processing this request
and providing subsequent services. The updated version of MSIG PICS is available for download from its website at
www.msig.com.hk/en/privacy-policy or is made available upon request.

5. lunderstand that under the Personal Data (Privacy) Ordinance, | shall have the right to request access to and correction of any personal
information concerning me provided to MSIG, and to request MSIG to cease using my Personal Information for direct marketing
purposes, by writing to MSIG’'s Data Protection Officer at 9/F 1111 King's Road, Taikoo Shing, Hong Kong.

6. Neither submission of this Pre-authorisation Form nor the issuance of Letter of Guarantee by MSIG shall be construed as admission of
liability on the part of MSIG.

BAREE

(1) $)\EHEIIH"J: MR ARERRIAE DI RENRNDAEN  EFSREA—MREFWERLT  ZHERBLEXKRE (&E) AR
AT (ST "MSIG, ) ETHFEESNERER -

(2) AABRUREERNBEENZERB DMSERANERRAIEAFREFER - _EZHS S AELE -

(3) AANELEBBRIEREAESAASN EMFEENERENMGCHENER - 2 B4 - RIEBASIFEAHBHOATCAMSIGREESBE
1o RSN ABE I ERBBRENN -

(4) AANBEKREZE - LFECHZES Lﬁﬁ‘EE’JKA / ZRANBARBEERN - ’fF&%MSIG BAZRUERR - MSIGTIUE - EASERE
EBEAYENE=" BAEEEBEILLBFEREEHEHERE - ﬁEﬁMSIGﬂE}\ NIWEBPENETRFRE  dREQATIHEE
WWW.msig.com. hk[zh -hant/privacy-policy 'F’JZ HARBEKR @A AR S

(5) AABBREBEAER FABE) R0 RABERRMSIGHERREET - %  EELXEWEZEB 1 1M1RME=HERE EXKRE
( ,% ) BRAT - BERKRBIEMSIGFIFENTABRRAANBAZENNGEE ; REKMSIGELERAANBAENEEEGSEER

r;“»

(6) E’ IEFRSEHAZ R FAR A AMSIGE B B BRI RIREB E A BEIE B AMSIGEIE B E AT

Signature of policyholder IREIFEARE Signature of insured (to be signed by guardian if insured is below 18
years old)
ZIRAZEESRAEREISHEUT - APERBVEREEAESD)

Name of policyholder IREFE AL Name of insured/ guardian 1R A/ B A H

ID card / passport no. of policyholder fREIFE A B R/ EHR5EEE  ID card / passport no. of msured/guardian
21%)\/m¢u§A%’ 7JnE/ < EE":TFE%

Date signed (dd/mm/yyyy) 2B ( H/B/%F) Date signed (dd/mm/yyyy) =2 HE ( H/B/&E)
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@ vsic

Credit card authorisation form for shortfall collection S FEIZSEE NN ELEER

The credit card holder should be either the Policyholder or the Insured Person of this policy.
The notice for shortfall collection will be sent to you within 21 days prior to the collection.
BRAMDERLRENFTEATZRA -

EEEMBMERRUWEZESR 21 XREETET -

Declaration & authorisation

1. lunderstand and agree that MSIG Insurance (Hong Kong) Limited ("MSIG") will arrange guarantee of medical expenses for
hospitalisation, provided that the above policy with MSIG for the above-named Insured Person is in force during the period of
hospitalisation and the arrangements are made in accordance with the terms and conditions of the policy.

2. lam aware of the limits as to my/the Insured Person’s medical insurance in respect of this application. | hereby undertake to
settle any account in excess of my/the Insured Person’s entitlement, or that it is not within the insurance coverage. | hereby
agree and authorize MSIG to deduct the reimbursement of claims payment from the following credit card in the event that
I/the Insured Person have any shortfall amount, for whatever reason, due to MSIG.

3. The Authorisation Form for Shortfall Collection authorises MSIG to collect the shortfall amount from the following credit card.

EREEE
1. FABBRILRE=HEREBLXKRR (8 ) ARAS (B "MSIG, ) SRHEESINERER - E EEIRARERHABZ
FHREMADREN - MEHFATERENN—MRIFTRARR -
2. AACEBMEMLRFARA / ERANBERBNESRESE - AATRELEEXNEABLEAA / RRANRRRSHEE
ERNARRBENER - EXA / RRAHBEAREENEARMRRZRR - FABEREE MSIG U TN ER-FHNREDT
FEESE -
3. IEEEESREE MSIG £ T AERRIREUEESR -

Name of cardholder HKID no.
ERAEFEEALSR B IRNS

Credit card account number

Credit card expiry date MM B YY & Contact no.
ERREIHHE / 4R EE S

I hereby authorise MSIG to debit my credit card account, listed above, for the collection of any shortfall.
EAZLIRE MSIG RAA ERNERREOAUENEESE -

Signature(s) of cardholder Date (DD/MM/YYYY)
BRAZE HEA(B/R/%)
/ /
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@ vsic

Part 1l : To be completed by the attending doctor

Please complete this form and send it to MSIG by email or fax. FEZILRE L UEHHEEE MSIG °

Fax f#H.: +852 3500 5287

Email EE}: gop@hk.msig-asia.com

E_EB5

cAEBEEER

Hotline 4% : +852 3122 6899 (press % 4 &)

Name of patient

MALE#

HKID no. of patient
RABRRERE

Name of hospital/day centre/clinic
Bt / HAEP D / 2B

Treatment location A%EithEL
[] Inpatient 1£F% [] Hospital OPD B&zf922
[] Day centre HfHHus  [] Clinic 322Ff

[] Diagnostic imaging/laboratory centre 2 / {E§& % /0

Date of admission/treatment (dd/mm/yyyy)
Al /eEB# (H/B/ %)

Expected length of stay
SR =h

Chief complaint/sign and symptoms E&f / &= R AERR

Onset date (dd/mm/yyyy)
FEHEIRER (B/ B/ &)

Is it a chronic or recurrent illness 2& 124 E & ER
[] Yes 2, First onset date (dd/mm/yyyy) FEHERXRHIRELE (H/B
/&)

[INo&

Diagnosis 72 Ef

Full name of surgery / treatment / purpose of admission F i &% / 8% / ARRE

Please list out any laboratory tests/ imaging tests / other diagnostic investigations required. &

FIMLER/ RABRE/ Kt EiteE -

BESHERTNOEEE /MH2EE  BREACERRR -

Please provide reason(s) for hospitalisation if this type of case can be managed on day care/out-patient basis

Estimated cost (HK$) f&5tER (&) :

Room and board fee per day

ERREER

Room type O Private FAZRE O Semi-private ¥FZEKE
et bl O Ward XK= O Day Case BREIAE

Ward round fee per day 8B E&HR

(If more than one doctor, please provide the breakdown and
justification. MMM —GIEE 4, FEIIHBAMKRER -)

Surgeon's fee SMNRIBE4E 2 F(

If more than one surgical procedure, please provide the breakdown. 1% 1R —
FieiEr - BHILRA -)

Anesthetist’s fee Anaethesia O G.A. = 5 fiffE O M.A.C. S22 s
i e 6 22 R itz OL.A. SE0fREE O IVS FRAR: 5T 5HAF:
Operating theatre fee Hospital miscellaneous charges

FN=EER BiRHIEER

Estimated total fee

BEETER

Attending doctor’s information 2 EEE R

[ BPIFRF R FrEREARE EHE

I/ We hereby certify that I/ we have personally examined and treated the above patient in connection to the above condition and the
information given on this form is true to the best of my/ our knowledge and belief. & A / B FELILE

BHE A LR AELZE - WRERK

Name of attending doctor IE?%%KIE%

Signature and stamp of attending doctor 2 BE%E KL

Date (DD/MM/YYYY) BHR ( H/B/E )

Contact no. B4% S8 55 Fax no./Email &

HERHS / B
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