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HOSPITALIZATION & SURGICAL CLAIM FORM % [ = ol [l A5

INSTRUCTIONS @F@?’F‘ﬁ :

This Form is to be completed by the Insured Member, the Attending Physician and Surgeon.
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2. If the clalmant is the Insured member, please complete Part 1 - item 2 only and leave item 3 blank. If the claimant is the Dependant, complete both item 2 and 3.
DRk~ 7o s o U WG R 2 - DRI oK i R 203
3. Written nouce of hospital comllnemenl should be submitted within 20 days from the 1t of such i 1t.
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4. E)ngmal itemized bills and receipts and this Form must be submitted within 90 days from the date discharged from hospital.
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5. J'l'hls Form must be fully completed and signed and the mformatl on all bills and receipts should be clearly stated. Otherwise, documents submitted will be returned for verification or other necessary actions.
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6. Documents returned must be re-submitted within 90 days of incurring such expenses. Otherwise, such claim will be declined.
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7. No benefit is payable for items and conditions listed under ‘EXCLUSIONS’ in the Policy.
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Part 1 - To be completed by the Insured Member 37— ¥} — FIof * #EH

la. Policy No. fﬁiﬁ‘f@ﬁﬁ% b. Policyholder ﬁi?ﬂﬁjf] L&

2a. Ref. No. 2&%’1% b. Name of Insured Member [l * f4 £,
Surname % Other name ¢,

3a. Ref. No. iﬁﬂﬁ?ﬂ}% b. Name of Claimant (if not Insured Member) c. Relationship d. Occupation
R Mgy (EEE R T RD F*fd[? By
Surname 7t Other name ¢,

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

TR ET YPPEE R ﬁﬁr’rﬁfﬁﬁﬁﬁﬂ ~ PORITR SRR o

6. If confinement is due to childbirth, please complete: Y[ 55 (= [ » ?ﬁgrlﬂﬁ;ﬁ
Name of Child = ¥ It Date of Birth 14 [ 11

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

FAIBSHIE ~ )67 8 IR AR A 2 1 T8 S

ate admltted/Treated Date dlscharged Cause Name & address of Doctor Name and address of Hospital
FBE RN M AR TR (AR C s kil BRIk f s s
8a. Are you making any other insurance or compensation claim as a result b.  Name of Insurance Company / Type of Compensation
of this hospitalization? B 2> ) £ 1 ¥ Al

At DS B o RS g 2
(] Yes %) Result nﬁy\'
[] No .

1; | hereby declare that the foregoing statements, including any statement 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; (ii) 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
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".
4) Authorization
a) | hereby authorize/and on behalf of the Claimant hereby authorize* (i) any dentist, 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; (ii) Falcon Insurance Company (Hong Kong) Ltd. or any of its appointed medical/para-medical examiners or laboratories to perform necessary oral examination, medical assessment and tests to evaluate the
health status of me/the Claimant *in relation to (i) above.
b) 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.
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Date [ I# Signature of Insured Member ~Zfl * 3%
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Part 2 - To be completed by the Attending Physician 31 #f5 — f1Z2 @ * EH

1. Name of patient S #1% ¢, 2. Name of Hospital A ¢7 3. Date admitted ™ i [ 1] Date discharged ik [ 1]

4. Complete diagnosis for hospitalization (=% Z%r 5. Cause, pathology & brief history of disability \Jﬁ[ﬂ . fﬁ% L4 iGieng Fﬁ"@

6. When did the patient first consult you for this condition or other related |7. How long had the patient been experiencing such symptoms prior to this first
symptoms? St # 7 Fﬁﬁ“iﬁ%’ﬁ@?ﬁ?ﬂ T“J'Ejfj‘%"ﬁﬁi"ﬁ [ EITRRES 2 consultation? 7 Fi- %R HASE ﬁfrt Bt %22

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

first consultation? Did you inform the patient of your opinion ? If yes, please state the name of the doctor

BUSEFRL » IR BRI % X2 g e THILES B8N 2 ()
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10. Has the patient been hospitalized for the same or closely interrelated condition before?
If yes, please complete: ffy 8"} £ {7 1y M il g AL iy £ e 2 > R
Date admitted TREFTHY Name of Hospital ~ B&[k /7 :
Date discharged L F i Cause TRTRU
Result /AN
11. Is the condition due to or associated with the following? F:ﬁ‘[‘ﬁibdﬁr\, NS Fltﬂfg"gﬁﬁéﬁ?
Yes i No F\, Yes i No F\,
(a) congenital anomalies ? O O (f) AIDS,venereal disease or sexually transmitted disease ? OJ OJ
SR VR~ 1 Y PN R oy
(b) self-inflicted injury ? O O (9) pregnancy, contraception, infertility or sterilization ? n n
Iz i, e R PR
(c) the influence of drugs or alcohol ? 0 o (h) refractive error or correction of eyesight ? O O
e NG AP
(d) mental or nervous disorder ? o (i) routine medical check-up O O
H R ~ A
(e) cosmetic or plastic surgery ? o (j) restcure or sanitaria care ? O O
AP~ IR
12. Have you recommended and secured the opinion or services of a specialist? 13.  In-hospital Doctor Visit Fees charged [ 2t 3 557
G PRI IEIR S VRGO Yes t [ No &

30 R

Total Fees 7'V [FjAE :

If yes, please give the name of the Specialist and the reason why his opinion or services days & [ '@
are required. (1 "E| o ?;@ﬂ ﬁi/;q; s bﬁﬁ’,l;f (B8 WLy IR%

%EHO

14. If confinement is due to childbirth J[1P< 57 fs = ik
a. approximate date of commencement of pregnancy
TR A 15 S )
[] Miscarriage Wk

Day [ ! Month %] Year & [] Caesarian Birth ﬁ[ﬁ?{éﬁ ;3

b. it should be classified as a 73 fuXif]]||
[] Normal Delivery "fii%

I hereby declare that | was the Attending 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 knowledge. 7 * &7 R » £ A 75 ByiE ﬁ;@ﬁﬂyg‘ ZEL o ) Bt “’JL#@%Z& b ERIT F.Ei;g B TR R Aig
i
Date [!#] Name Qualifications & Address of Physician Physician’s Signature & Official Stamp
2 BRRE VI E S TR g 2 BRE FER AT

Part 3 - To be completed by the Surgeon if operatlon was performed 53= ¥R — JPFEh= 6% R R[B S IEE -
1. Name of Patient Jfj &1t ¢, 2. Date of Operation = 7 11 3. Where performed = #is3sgi-
4. Brief description of operating procedure performed ﬁfﬁf”‘ﬁ?* e s VIR
5. Surgical Fees charged 6. Name of Anaesthetist & Qualifications 7. Anaesthetist Fees charged

GHE] = pen e £ 2V e |

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.
4~ R Higﬁﬂ ;‘F-»I g Fﬁ?j DGR e I At SRS~ I thg [ S ?L[Eﬁ“é: B

Date [!# Name, Qualifications & Address of Surgeon

GIRIPRE VI &~ N P

Surgeon’s Signature & Official Stamp
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