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Cashless Arrangement Service for Hospitalization Application Form

> FMp Y I I A a AT BAENY G At HERY BRERPETL LI ZAAI AP RASEET AL o
The issuance of this application form does not constitute an admission of liability. No fee, commission or charge of whatever nature is required to
pay to the employees or Insurance Intermediary of the company with respect to this application.

> FrEY FEE -G Ao Y R 5ol A FA4E T RHBEFA/LEAL G HT Y
Please answer ALL the questions in Part | of this application form. Part Il of this application form MUST be completed and signed by the attending
physician. The completion of this part is at Policyowner/Life Insured’s own expenses.

> HREFERE AR ! FE R R R R - R
Please make sure the signature of Policyowner/Life Insured on this application form is in consistent with that appearing on the policy application
form.

> S OBRASBERIRIAY 2 - A (THETA- ) REIFEAERET 0P (CHTAEAE)) T FEZLEL e HER
53 FRT EPRBEM - T 1 (852) 2290 2886 °
The Cashless Arrangement Service for Hospitalization is provided by TY Solutions Limited (hereinafter called “TY”) to the Life Insured as
specified by the Hong Kong Life Insurance Limited (hereinafter called “Hong Kong Life”). Please contact Customer Service Hotline for any enquiry.
Tel: (852) 2290 2886.

1. #e® A A4t 2.5 % X S 3. BT E
Name of Insurance Insurance Contact Tel. No.
Intermediary Intermediary Code
B o 2wy FHBE AL A EP () FERE AL RAER)
PART | POLICYOWNER/LIFE INSURED’S STATEMENT (to be completed by Policyowner/Life Insured)
4, FH G 5. £ iRAd 2 S )
Policy No. Name of Life Insured | in English in Chinese
6. A HIERSE 7.HH o 9 o > 8 WuT
ID Card / Passport No. Sex Male Female Contact No.
9. A pH | EéL / / 10. T 03 Ht
Date of Birth | Age P DD 5 MM EYYYY | £ Age E-mail Address

e FIR SR o AR S 11-13 5% -
Complete Item 11-13, If Hospitalization was due to Accident.

11, o3 2 p o~ BT fop gL # 5 P |
Date, Time and Place of Accident Iga{te . / MM /3 vy -ﬁme p|;£fe

12, & ehg 4 5
How did the accident happen

13. XMz X ARR
Which part(s) of body injured and the extent of injury

Yo FA R IR 0 FHEAFE S 14-17 78 -
Complete Item 14-17, If Hospitalization was due to lliness.

14. e ST kB B M
Describe the nature of illness and the symptoms

15. F =t IR EA R R A P B
Date of the above illness and symptoms first appeared

16. K2 Fre L
Name of the first consulted doctor

17. &2 _
Date of first consultation

CLM-F007 (08/2021) " pas5, |
» HHALBNRESESE Hong Kong Life Insurance Limited
FHREEEFEPIAOIHERAMISIE  15/F Cowco Tower, 183 Gueen's Road Central, Hong Kong
1 Wehsite ; www hklife.com hic I T8 E-Mail ; irdo@ hklife.com hk B FHREE Hotline : 2200 2888 B 8 Fox : 2530 5682



feB Lt F gL (D REEEAER)

Credit Card Authorization Form for Shortfall Collection (to be completed by Policyowner)

> AAFELEF A RERABAERET AP (TR E ) pArZrdov PRI 2 37 -
I, Cardholder, hereby authorize Hong Kong Life Insurance Limited (“Hong Kong Life”) to debit the outstanding shortfall due from my credit card
account.

> AAFEEN AL P 2 FRRNFErEFL Y 2 KNk e
| confirm that my signature on this authorization form is the same as that on the credit card.

> AARREFL BT ERE AR AR BBENTEGY %R A B2 Y FE e
| agree that should the credit card expire in the future, Hong Kong Life shall continuously debit the outstanding shortfall due from the below credit
card account without further notice.

%%ﬁzﬁa&&}w N R ’*‘FHNIIB’»;*M%.%?W?’*
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> A B AEI R FRAGNT RN AR ETRIEREL & ke
% FAFEAEL 4G AT

+3E+ L :x.-/;', LM RH 2 nH ﬁ; Ao AEA BRI LER T L X au’ﬁ
GL R > AP 4% Visa Card 2 Master Card - )

If the amount paid by Hong Kong Life to the hospital exceeds the eligible claims arising from this hospitalization, this Form authorizes Hong
Kong Life to collect the shortfall amount from the following credit card account. Credit card holder must be the Policyowner of this policy. Hong
Kong Life will issue the shortfall notification 14 days prior to the collection. (Please note that we only accept Visa Card and Master Card.)

PR
EX L Ex

i e B+ 5

Policy No. Credit Card Account No. | | | | | | | | | || ]
Fr /\&4; B+ /

Name of Cardholder Credit Card Expiry Date » MM 7 & YY

AAEEE H A B AR RGP IR I 2 i A A PR F A T AR F P LR
| hereby authorize and direct Hong Kong Life Insurance Limited to deblt the outstanding shortfall due from my credit card account detailed as above in

this part.
& / /
p DD 7 MM # YYYY
FEAGEF(GREGYF R LK) p g
Signature of Cardholder(must be same as that on the Credit Card) Date
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I/ We hereby declare, understand and agree that: (1) Hong Kong Life Insurance Limited (hereinafter referred to as “Hong Kong Life”) only collects
necessary personal information for the purpose of processing your application or any other applications for insurance or financial related products/
services and providing all on-going services relating to such applications, claim processing or any analysis of it, statistical or actuarial research,
litigation, communication, internal/ external audit, to maintain quality services, direct marketing for insurance products and data matching, and
communication with any relevant organization/ person in respect of any services and/ or products provided by Hong Kong Life. Any personal
information collected or held by Hong Kong Life is to enable it to carry on insurance business and may be stored, used, disclosed, released and/ or
transferred (whether within or outside Hong Kong) by Hong Kong Life to any other companies carrying on insurance or reinsurance related businesses
or any intermediaries or third party administrators or third party service providers (including without limitation insurers, bankers, lawyers, accountants,
and other third party service providers who provide administrative, telecommunications, computer, payment, printing, redemption or other services to
Hong Kong Life) or claims investigator or medical bill review companies or other service providers providing services relevant to insurance business or
professional advisors or researchers or government authorities or any associations or federation of insurance companies or credit reference agencies
or debt collection agencies or partnering financial institutions or any organizations which meet disclosure requirements imposed by law or court orders
or pursuant to guidelines issued by regulatories or other relevant authorities; (2) I/ We have the right to check whether Hong Kong Life holds data
about me/ us and the right of access to such data and require Hong Kong Life to correct any data relating to me/ us which are inaccurate. I/ We also
have the right to ascertain Hong Kong Life’s policies and practices in relation to data and to be kept informed of the kind of data held by Hong Kong
Life. Such request can be made in writing and addressed to the Data Protection Officer of Hong Kong Life at 15/ F, Cosco Tower, 183 Queen’s Road
Central, Hong Kong ; (3) Hong Kong Life has the right to charge a reasonable fee for the processing of any data access request.

I/ We confirm and acknowledge that: (1) I/ We shall be responsible for observing and complying with any applicable law, regulatory policy and/ or other
statutory requirement of the country of my/ our citizenship, residence or domicile; (2) If in doubt, I/ We shall consult independent professional advisers
concerning possible tax, legal or regulatory consequences of purchasing, holding, withdrawing, redeeming or otherwise disposing the policy issued or
exercising any rights of the policy. Hong Kong Life has not provided any advice to me/ us around tax or a person’s citizenship status; (3) Hong Kong
Life shall be entitled to, insofar as necessary and to the extent permitted by laws, furnish the relevant governmental authorities, regulator(s), court(s),
tribunal(s), administrative board(s) and/ or law enforcement bodies (both local and overseas) with any of my/ our personal data and other information
relating to my/ our policy(ies) or investments contained in this application or otherwise. Hong Kong Life may also answer any question or inquiry the
said governmental authorities, regulator(s), court(s), tribunal(s), administrative board(s) and/ or law enforcement bodies, and as it sees appropriate,
make any report at its own initiative in order to comply with the laws, regulations and codes of practice/ conduct. I/ We understand that Hong Kong Life
will not be able to sell any insurance product to me/ us and provide any service if I/ We refuse to give the said express consent.

I/ We hereby understand that if I/ We do not want to receive any promotional information from Hong Kong Life, I/ We can make such request in writing
to the Data Protection Officer of Hong Kong Life at any time.

I/ We hereby authorize: (1) any employer, doctor, hospital, clinic, insurance company, government office or any relevant organization/ person in
respect of any services and/ or products provided by Hong Kong Life who has or may hereafter have any record, knowledge or information of me/ us
(whether medical or otherwise) to disclose, release or transfer to Hong Kong Life or its representative such record, knowledge or information pertinent
to this application and any reinstatement or claim arising therefrom; (2) Hong Kong Life or any of its appointed medical/ paramedical examiners or
laboratories to perform the necessary medical assessment and tests to evaluate the health status of me/ us in relation to this application for insurance
and any reinstatement or claim arising therefrom. This authorization shall bind me/ us as well as the successors and assignees of me/ us and remain
valid notwithstanding death or incapacity in so far as legally possible. A photocopy of this authorization shall be valid as the original.

& /

p DD T MM £ YYYY
FHEE AL L2 D a R RERSLA

. i ﬁ ¥ Name & ID Card / Passport No. of P 3
Signature of Policyowner Policyowner Date

p DD » MM £ YYYY

R AL R DG RS
XA EE l iy . p &

Signature of Life Insured Name & ID Card / Passport No. of Life Date

Insured
S.V.
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Cashless Arrangement Service for Hospitalization Application Form

L FALEHL(FERE AL ER AP D A FH /L wFdH0)
PART Il ATTENDING PHYSICIAN'S STATEMENT (to be completed by attending physician/surgeon at Policyowner/Life Insured’s
own expense)
1 mAdt 2. E#p/fn] 3. B BERYLG
Name of Patient Age / Sex ID Card / Passport No.
4 @ BAEFERFZZAER/ X G RTRE2p Y /

Date of first consultation to you relating to this illness / injury pDD MM £ vvyy

(b) & =2 i S Lo g2 2 p _ y
Date when symptoms first appeared or accident happened )
p DD 7 MM £ YYYY

CRFRTEEFRALEFRBFA?
Are you the patient’s usual physician? O fYes O % No

AP TR D AR S RD 2 P It o ) . o
Please list down the date and details of each visit of the patient to your clinic/ hospital in the order of dates.

e
FZp = e o

I b
B e v

(d) 2z »fr =+ jF20 4 IR R M
Chief complaints and symptoms of the patient relating to this hospitalization/surgery

(€) 4r3z=x »[add RV ERG FHXRBREIIF AdPEPAEEAG 0 ?
If the hospitalization was due to accident, was there evidence of an external and visible bruise or wound at first O &Yes 0O %No
visit?

FAGE RIS X B R X G R T e o
Please describe which part of the body injured and the cause, character and extent of the injury.

() B g 3R PAL T mES Hac? dof o Gk ki o ) _
Has he/she been having same or similar conditions or symptoms before? If yes, please give details.

©per
Diagnosis

(h) 22 £ 4islio B
Surgery / treatment suggested

() 2R PR/ iHRE/E e DR
Lab Tests / Imaging / Other Diagnosis Investigation suggested

(O EREN R
Reason for this Hospitalization

(k)

Bght rpew f FARE AR B R (b ) ? _ o
What tests and procedures have been done prior to this hospitalization (if any)?
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) mAEFd e FAE/ATNFT 2 4of > FREFN -
Was the patient referred to you by other physician? If yes, please give details.

(M)A HEE 2 RFBMMEAR? Wi FREFIBFLFENE Y -
Was the illness a recurrent episode / chronic disease? If yes, please give details and the date of first episode below.

() se3z=xic, 437 AP LE? dod > FREGKRISH TR -
Is it possible to provide this treatment on an outpatient basis? If yes, please give reason of performing on an inpatient basis.

(0) 7+ 72 THIREL SR dof o I BN -
Is the patient on regular medication or medical treatment? If yes, please provide the details.

(0) BN A mE G M2 T TR T B

Please circle the following factors which is associated with the illness / injury and provide details.

WE O G AR HEF NI FH R ES A BE A AL RARATRAF BB TP RS RL G E I gl Ry
A SR GTPIA T h SRR A AR Y L FEAE X LR L MR s o s S ] B L s/

Past injury or iliness / Cosmetic surgery or plastic surgery / Abuse of Alcohol or drugs / Childbirth, pregnancy, miscarriage, abortion or prenatal
care / Infertility or sterilization / Suicide or self-inflicted injury / Congenital deformities or anomalies / Mental or nervous disorder / General
check-up or vaccination / HIV/AIDS related illness, venereal disease or sexually transmitted disease / Others

Details:

C)R
Estimated Costs

Frtgh
Name of Hospital

i rep s S EN 3
Estimated Admission Date / / Estimated Length of Stay p day
§ DD MM # YYYY
R BT Y L AL
Please provide full breakdown of estimated costs.
1 P ltems 7 * Charges I P ltems % * Charges
By Feps 67 3
Surgeon’s Fee Anaesthetist’s Fee
SHER " 46 Frge
Operation Theatre Fee Other Hospital Expenses
FpFdy BRFLY
Daily Ward Round Fee Specialist’s fee
A% me] §idps/
Ep53 S
Daily Room Charge Class of bed: Ward /
Semi-Private / Private / Others
A Y
Estimated total fee for this confinement

(N Rrsnsfept? by Ma Hi gf e

Any further information you consider relevant to this request.

AAFLER o AL MAREF IR IR BARG o FEF AL NI R R FRIERE 2o
| hereby certify that | have personally examined and treated the patient for the above illness or injury and that the information as stated above is true
and complete to the best of my knowledge and belief.

& /)

p DD 7 MM £ YYYY
FLEF2ER FretrzTh
Signature and Chop of Attending Name and Qualification of Attending
Physician Physician

p
Date

ok T
Address Telephone No.
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