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HOSPITALIZATION & SURGICAL CLAIM FORM B¢k FiaBs (8 R (29082011)
Important Notes B BEEIE

(i) Original itemized bills and receipts and this Claim Form must be submitted within 90 days from the date of hospital admission.
R AL HEET 90 H A IEAF S IR RS RIS AR — iR -
(ii) Please attach copies of hospital discharge summary, laboratory tests report, pathology report, physician’s statement and any other related information.

TR _EHBEAR - fLBRTR - SREEERE - BA S R AN R Al -

Part 1 - To be completed by the Claimant F—#{3 — HEREAEE

la. Policy No. {4 B b. Policyholder {§-Bf545 A4 Hi

2. (Applicable to Group Insurance Only. 35 A EI e S L < )
Name of Employee &%

Surname #}: Other name %4
3a. Ref. No. ZIE5EHE b. Name of Claimant ZZ{E A 44 c. ID Card/Passport No. {7y 55/ WA
Surname ¥ Other name %4

4. Claimant’s relationship to the Policyholder Z{& A\ Bil{ ¥4 A Bilf%
["] Employee {i& & ["] Employee’s Dependant {f = 57 J& M Self KA [T Spouse i [] Child v

5. Describe the symptoms and abnormalities leading to this hospitalization. g it RI{n] A5 S A (i) 555 5 [ B R ARE »

6. Name, Address & Telephone No. of doctor / hospital first consulted for the illness. R Ri2 2 B4 k44 1 S5 44H0 ~ Hhik R FE R 9RAE -

7a. Date of the first consultation 15X 3R72 H b. When did these symptoms first appear? Jj {15 2 HHE 2

8. If hospitalization was the result of an accident, please describe when, where and how the accident happened? ZIIXE A A5 » S RGIRIRFIY ~ SHE Ke 8 A lfe

9. Has the Claimant taken any home leave during this hospitalization? Z{E A\ 545 AE L2 IStz 2
[] Yes 45 Period H 1 : From to & [ No 4%

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

RIEALIRTE A B2l [ AT BRI L2088 2 40 T ) GBI

Date admitted / Treated Date discharged Cause Name & Address of Doctor Name & Address of Hospital
AT G A HBe JE GEA AL R Gl Kk
11a. Are the Claimant making any other insurance or compensation claim as a b. Name of Insurance Company c. Type of Insurance / Compensation
result of this hospitalization? If yes, please provide reimbursement breakdown. I NI 4 P s ERE
FIE NS IRIERABE M A CREs S i E 2 40 T Gt
WER BRI -
[l Yes 44 [] No fit
1) I hereby declare that the ing statements, including any attached, are true, correct and complete to the best of my knowledge and belief.

2) Personal Information Collection Statement
The information you provide to Falcon Insurance Company (Hong Kong) Ltd. is collected to enable the company to carry on insurance business and may be used for the purpose of (i) any insurance or financial related product or service or any
alterations, variations, cancellation or renewal of such product or service; (i) any claim or investigation or analysis of such claim; and (iii) exercising any right of subrogation. The information may be transferred to (i) any related company or any
other company carrying on insurance or reinsurance related business or an intermediary or a claim or investigation or other service provider providing services relevant to insurance business for any of the above or related purposes; (ii) any
association, federation or similar organization of insurance companies ("Federation") that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory functions or such other
functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the Federation; and (iii) any members of the "Federation" by the "Federation" for any of |
the above or related purposes. Moreover, Falcon Insurance Company (Hong Kong) Ltd. is hereby authorized to obtain access to and/or to verify any of your data with the information collected by the Federation from the insurance industry. You
have the right to obtain access to and to request correction of any personal information concerning yourself held by Falcon Insurance Company (Hong Kong) Ltd. Requests for such access can be made to our compliance officer (6/F., DCH
Commercial Centre, No.25 Westlands Road, Quarry Bay, Hong Kong. Tel: 2232 2888 Fax: 2232 2799).

3) Consent & Authorization
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 me/us* and held by Falcon
Insurance Company (Hong Kong) Ltd. (whether contained herein or otherwise obtained) may be held, used, disclosed, released and transferred by Falcon Insurance Company (Hong Kong) Ltd. to the parties and for the purposes mentioned
in the "Personal Information Collection Statement. I hereby authorize/and on behalf of the Claimant hereby authorize* (i) any doctor, hospital, clinic, or insurance company, government office or any organization or persons who has any
records/knowledge/information of me/the Claimant* (whether medical or otherwise) to disclose, release or transfer to Falcon Insurance Company (Hong Kong) Ltd. or its representative such record, knowledge or information pertinent to the claim
herein and/or the disability resulting from the said claim; (i) Falcon Insurance Company (Hong Kong) Ltd. or any of its appointed medical/para-medical examiners or laboratories to perform necessary medical assessment and tests to evaluate the
health status of me/the Claimant *in relation to (i) above. This authorization shall bind the successors and assignees of me/the Claimant* and remains valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as
valid as the original.

*delete where appropriate

1) R NFEAERLAFYT » DL Al YR ARIRAR AFRADF (S IERESLRT » 58 58 M IETE -

2) CSRIEA FORF
B FREER > S ESRRERARATIRI R EBAE - Ui Mﬁi?ﬁh’\ FHIER @ G) (LIRSS B R Euuiﬁﬁ’@é SRR SHE IR LT - BT - BOHERIN § i) (USRI SRR
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83 2 Gil) S0t GG BEFITE WG 96 E - LUESIE i \aﬁ Hi - B4 (tﬁti‘i%&gﬂl%n(§iﬁ)ﬁlﬁ’\_]ﬂﬂ TR DRI ISR T B R A AR - B MR R B
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Date | [H#A Signature (Claimant/Parent if Claimant aged under 18)

B GRIENACRE - AR AR 18 1%)




Part 2 - To be completed by the Attending Physician (at the Claimant’s own expenses) 3 %8} — HFXr 28 4RE FrERHaBRBABMN)

1. Name of patient Ji-5¥E4, 2. Name of Hospital 5§54 fi 3a. Date admitted A 3¢ H 1] b. Date discharged [H[5¢ H HH

4. Complete diagnosis for hospitalization {1:[5¢.2 i2Ef 5. Symptoms and onset date 2 s¢ HARRFBE G

6. Aetiology of the medical condition %5

7. ‘When did the patient first consult you for this condition or other related |8. Was the patient referred to you by another doctor? (Yes/No)
symptoms ? J5 A i XSS i o Ho A Bs S iR g 2GRk 2 2 If yes, please state the name of the doctor

TR AR 7 (/)
nTE o AR A

9. Has the patient been treated or hospitalized for the same or closely interrelated condition before?
If yes, please complete: 5+ LM 75 N M ERBARBE LI EE 2 Gk 2 1 T4, - S
a. Date admitted ABEH - Cause ABglEA -
Date discharged  HHf5¢ H I - Treatment J5¥#% :
Name of Hospital B&[¢%3 ¢ Attending physician/surgeon’s name ~F:2/94 R} B A 14
b. Date of clinic consultation [']72 [ 1] Symptoms/complaints J5 2/ i Treatment &% Name of Doctor B&/[: /: 4,

10.  Are you the patient’s usual physician? [ [ 2795 S 1EH K2 o824 ?
a. Yes it []. Please fill in the medical history ZFiE 5545 FE ¢ (Please use additional paper if necessary 214535 % » Z FHIfHIIALIE)

Date of clinic consultation ['122 H ] Symptoms/complaints ¥/ i Recommended tests/treatment £ 2/} ¢

b. No5 []. Please give the name(s) of the patient’s usual doctor(s) that you know.

arBE R N R IR K2 L B R

11.  Have you recommended and secured the opinion or services of a specialist? 12.  In-hospital Doctor Visit Fees charged 34F3 B2
RGBS L B RS 2 [ Yes 5 [ No fif
If yes, please give the name of the Specialist and the reason why his opinion or services Hi%__ daysfgH@

are required. 411 "7 FEHEOLRLERNEE AL 1A SR BH R L IR i AT -

Total Fees 2 F#A%A ¢

13.  If confinement is due to childbirth £[1AIS> M F:%

a. approximate date of commencement of pregnancy b. it should be classified as a /3!

BB el [ 1] [] Normal Delivery JIE7E [ Legal Abortion 34l
[] Miscarriage VRAE
Day H Month Year 4 [] Caesarian Birth [Jii 4=

I hereby declare that I was the Attending Physician of the above-named patient during hospital confinement, and that the answers given by me as above are full, complete

and true to the best of my knowledge. A AGEAEILEFHT » A NS LA EBER# < E2 b o DLl — Y RIEA N FTHLIERERES - MR 58 2 A1 ETHE -

Date H 1 Name, Qualifications & Address of Attending Physician Attending Physician’s Signature & Official Stamp
FRB LIS, - FRE B T FROER R B

Part 3 - To be completed by the Surgeon if operation was performed =} — MDEITFHR - HLRENRIS4 T -

1. Name of Patient J5&#:44 2. Date of Operation F-fiif [ #H 3. Where performed i

4. Brief description of operating procedure performed FfEl& Gl Tl 1.2 20 B8

5. Surgical Fees charged #45} Fiif2 H 6. Name of Anaesthetist JiififliL:4% 7. Anaesthetist Fees charged itz

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.

ANGEAEILE > Ealip E R AN BT ARV - DLEATl— YL A N TR NERERES » A58 A1 ELHE -

Date H 1 Name, Qualifications & Address of Surgeon Surgeon’s Signature & Official Stamp
SNRHR 2 WA - R bl SIEHEE3E J
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6/F DCH Commercial Centre Tel TS : (852) 2232-2888 H® OB O & @
No.25 Westlands Road Fax {$H : (852) 2232-2899 HEWEE AR

Quarry Bay, Hong Kong Website #fgik : www.falconinsurance.com.hk KEITREZFEFLAE




