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PRUchoice HealthCare - Insurance Claim Form

Claim Instructions BiEEEIET

1. Completing Claim Form 1. EEBRRMREBHER
Part I: To be completed by the Insured / Claimant -7 BRREFEA/REAES
Part II: To be completed by attending Physician / Surgeon (any cost BTG ARIDRE/INRAEE (IEERRREEEA/REAXMN)
incurred is o be borne by the Insured / Claimant)
2. Submitting your Claim Form 2. EXREPFER
Please submit Claim Form together with supporting documents required. BEARERFEREREA XN —HHER - F15ESHRE -

Please refer to the Policy for details. . .
HEUTER » REDFHTEHE
No Reimbursement of Claims shall be made for: o HEHERSHER QOFREBIER
* Claim(s) submitted affer 90 days from the date of the expenditure o  FREBRTRE
being incurred.

« Insufficiency of required information.

3. FEZRZRERFERXE

3. Returning the completed claim form to : RBBRERAT
Prudential General Insurance Hong Kong Limited 5 ; . SEEE B B N
3/F. DCH Commercial Centre, 25 Westlands Road ERMAREMBRSTABTREDL I
Quarry Bay. Hong Kong E5E 1 3656 8322 [EIN{HE : 2164 8445

Telephone : 3656 8322  Facsimile : 2164 8445

4. Getting Your Claim Payment 4. WERRERE
Approved payment will be settled by autopay fo the designated bank BHBRENRERREUABEETR  ATRRAFR LEH2RESFEARTFO -

account of the Insured as provided in the Application Form.

Part | To be completed by the Insured / Claimant $—&B{} : HREFAN/ RENES

Name of the Insured /Claimant : Patient's Date of Birth : Sex :

REIJFEA/REARSE MRELERY 1]
Name of Patient : Daytime Contact Tel No. :

MBEHE B RIBEERE

?;“Cy%’?;;:;% ient: %ogg/ é:;;‘laolmed Treatment : ;om ;‘-‘(Z

1. If hospitalization was due to illness & B £ 2. If hospitalization was due to accident FEZEIMM{ERE

a. Describe the symptoms and /or abnormalities which led to the hospitalization. a. When did it happen? B JMaBF 84 ?

Y BRI B ER/RE IR
Date BHA Time F§RE

b. Where and how did it happen? & 5N 4 it 25 % 4538

b. Name of doctor first consulted for the illness M E& £ &

c. Date of the first consultation ¥ A #

c. Please specify the injured area, type and severity of the injury.

FEIIABINZEED - BMRIRES -

A B ER IR B R/ SREAER

d. Did the patient report to the Police? S EB B RE ?
e. Has the patient been treated by other doctor(s) for similar or related illness in the past?
M ECERBUREERFES A S AR ? !
Yes D Send us a copy of the Police Report No I:’
BRREERERR—0
Yes B |:| No & |:| If yes, please specify #1745 » #& 518

e. Was there any concurrent/predisposing illness at the time of the accident?

BoEAR REBEMBFEZRRE?

Date of Treatment & B #A
Name & address of the doctor(s)/hospitail(s) &4 /B8P % 78 & it ik

f. Other information Efth& $}

I
I
I
I
I
I
I
I
I
I
I
I
d. When had these symyg’roms and / or dbnormolmes first appeared? |
I
I
I
I
I
I
I
I
I
I
I

3. Is the patient making any compensation claim from other insurances as a result of this tfreatment ? Yes B |:| No & |:|

HRARRER B ERTHHBREERE?

If yes, please specify the name of the Insurance Company/ Organization: Policy No.:
W - FHIBRBAT BB ER RER

GI3/FRO032B/P01 (01/14)



Declaration & Authorization ZEi R IBHEE

| hereby declare that the above information given is true and correct. | further authorize any hospital, doctor, insurance company, organization or any person that has any record or knowledge of my
health, or that of the named patient, to furnish such information to Prudential General Insurance Hong Kong Limited ("Prudential"). A photocopy of this authorization shall be considered as effective
and valid as the original. | understand that if | or that of the named patient fail(s) to provide any information requested in the Claim Form, Prudential may not be able to accept or process this claim.

ANELEAU EFHER e —ER - DMEREN  FALTRERAMBERAR ( “RE" ) OFELARDE 2 RERCEENNER - B4 RBAF - BEIEAALRIEEEY - RE
EZHHAREAGEREND - RARA - MAAR HRRDERERARMEAFRREFAFER - THSEBRB TR REBARMEPE -

Personal Information Collection Statement Y {E A EEIEE8A

Prudential General Insurance Hong Kong Limited (referred to as  “the Company”, “our”, “we”,or “us” in this Part entitled ‘Personal Information Collection Statement’ ) may collect certain
personal information, including without limitation your name, identity card number (and copy of identity card), passport number, contact information, family history, health and medical information
and financial information ("Personal Information™) from you when you apply for insurance or financial products and services from us, or when you apply to make changes to your policy, or when
you make a claim against a policy. We may also collect Personal Information about you from third parties such as other insurance companies or agents, government agencies, medical personnel,
credit reporting agencies, courts or public records.

RAEHMBERAR (EED [WEEAENEH] 24 B0 - @8 (A28 R [HM] ) TESEAETARMEEFREILHNERRRY - PEEXREIMREREREFEAB T RE-LEALR
BEEFRRETHES  SORNE (REMEER) - EREE  BEER  REL - RENSFER  URMEEN OATHEE [MBEARE]) - BRMNBETERE=R - NEMORBOTHKE -
BUTHE - BIEAS - FRBMERE - ERAAMLES  WRARETHEARR -

1. Purpose of Collection IR & ¥ 2 B 9

We may use your Personal Information for the following purposes: (a) to process your application; (b) to administer and process insurance policies, insurance claims and medical, security and
underwriting checks; (c) to process payment instructions; (d) to verify your eligibility for insurance, financial or wealth management products and services; (e) to design and provide you with insurance,
financial and related services and products; (f) to communicate with you; (g) to perform a policy review or needs analysis; (h) to conduct research and statistical analysis; and (i) to meet disclosure
requirements imposed by law or regulatory authorities.

EMTESEABTHEASRMETIAR  (a) BEBMTHWHRE ) (b) BENERRE - REBRE 85 - KHRNARRE ) o BENRET ) () RERTHERE  RAVEERERRRENE
%5 (o) R RAMTRARE - SRKABNRBNER ; () BETETENR () ETREFSRF/RIMN () ETHRANGHIN K () FELERLEERERNKBEZR -

2. Classes of Transferees # & RIE A E K55I

We may disclose your Personal Information to third parties (within or outside Hong Kong) for the purposes outlined at Section 1 above, including without limitation the following third parties: (a) insurance
agents; (b) re-insurance companies; (c) other entities whose ultimate parent company is Prudential plc ("companies within the Prudential Group"); (d) claims investigation companies; (e) third party
administrators; (f) 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 us to enable us to operate our business); (g) industry associations and federations; (h) medical bill review companies; (i) professional advisors;
(j) researchers; (k) credit reference agencies; (1) debt collection agencies; (m) partnering financial institutions; (n) regulators and government agencies; (o) law enforcement agencies; (p) the Courts.

REINLME—BHVIAZEN RATEEEAE=S (EHBERAREN) BEEATHEAER BEBTRRMUTESR  (a) RIRRE; (b) BRIRAR: R B AT ARERHEENTE ([RE%
ERBHAF]) () REAS QT (6) BE=HEEA () F=HRBHLERD (BIFEETRAMRBAT - R1T 240 S5t UREIREITE B B (30 IR BERE LIRS S KIS AT LUE
ENE=F R HIER) ; (o) TEBEREE ; (h) BRIREFEENT: () TEED: () IRALE; (K EEERREHEE () BERKRIE (m) BHSHEEE (n) EERBRBUTEE (o) BUEHE  (p) &kt -

We may transfer your Personal Information in connection with a transaction with another company which affects the control, governance, structure and/or management of all or a substantial part of our
business, or if required to satisfy applicable legal or regulatory requirements.

EEBFEARMEDREABSEBOLREE AR SRR EENR S WELBHEBANEEREEERT RATHESEMTHEAER
3. Consequence of failing to provide Personal Information SR EEIR AN BRI M &

Unless otherwise specified by us, it is mandatory for you to provide the Personal Information requested by us. In the event that any such Personal Information is not provided, we may be unable to provide
you with the services or carry out the activities outlined at Section 1 above.

BRIRMBERE  BTUBMTLERHEEMAERNEAER  ERERMEALEEAGR  RATEEEZABTRMUREIET LS -3 5 HIED -
4. Access and Correction Rights Z5 B M & IF KY#ER]
Under the Personal Data (Privacy) Ordinance (the "Ordinance™), you have the right to request access to and correction of any Personal Information that you provide to us. You may make such a request

by writing to our Data Protection Officer at 3/F DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong. In accordance with the Ordinance, we have the right to charge a reasonable fee for
the processing of any Personal Information access or correction request.

RiE CEAER (FARR) 61 ([EH]) - BTAREREMREEEMETREGEMNBEALN - MTNHERIETE/ALS - FAEMNEMRETCFEHERER - it REBHRBREN
BR25SRAETRIHE DU o RIBKSINRTE  ROIBEREESHREETMEAZNNESR - BMSENEA -

The Applicant/ the Insured/ Insured/ Claimant hereby confirm understanding of and agreement to the contents in this Part entitled ‘Personal Information Collection Statement’.

FEA REFBA ZRA REABUEZAOLERZEES [REEAGSHRE] 2ABHPNAR

Signature (The Insured/Claimant) 28 (IREZFBA/REAN) ID No./Passport No. 517 5% 15/ & RS 1% Date BEA

Financial Consultant’s Name and Contact Telephone No.:
BRI R R BRE RS

(To be completed by Financial Consultant Only)
(FRIZBIRERYER)




Part Il To be completed by the qh‘ending Physician / Surgeon ( For Hospital Cash Protection Claim Only)
FEI - HESERE/MRIBAEE (RHERRSRERERR)

Name of Patient Date of Admission
MPHERA PNEACE:

1.D. Card No. / Passport No. Date of Discharge
SRS / ERIRS HET B8

A. Clinical History &2 EfifmREsT 8%

1.

Date on which the patient first consulted you for the hospitalized illness or bodily injury. Fh##& BX REFES & BI8EERDE A

2. Please describe the symptoms and complaints of the patient for this hospitalization. LR IX P & X 2 HHER B R
3. According fo the medical history given by the patient, how long had the patient been experiencing these symptoms before the first consultation?
REFRDERUNEE  ERDEGRDEN  ZFHCHFESZRER?
Days (s) A Month() B Year(s) F, orsincesl B
4. What was your clinical diagnosis and when was it made? BT & 1EH EEDE & £ [EEL ?
5. How long, in your opinion, has the patient suffered from these symptoms? RIBEE THEEXER  BPECRERFHRSRE® 2
B. Hospitalization History {£BziRED &%
Final diagnosis When was it made? Operation performed
REDEHER RSO 2 FrEFi B8
Date of opercTion Name of Surgeon
FirAH SMRHER AR

Recommended treatment & the reason for the treatment i :#iEZ 4B B RER

Recommended diagnostic tests & the reason for the tests B ES DERE > ZBRER

If you have referred other Physician to the patient during the hospitalization, please provide the following relevant information. FAMEBTEIR - MBI T 2B EEN FHMEE - BRUTIIEHES -
Name of referred Physician 1) BE4£ 4% Reason of referral #7)" R A What treatment performed S5

2. Brief discharge summary (including onset & duration of sign & symptoms/illness, etiology, types & results of major examination, freatment, complication & follow-up plan).
EHRRE GEHEERBRE/ RFNFRRREREY  FE - RRMERER AR - SHEERRESE)
3. Has the patient taken any home leave during this hospitalization? R{EBREARE - M2 EEBHERIN 2
No #& |:| Yes B |:| Please state the date, time and reason #& 583 A #A - BFRE R R EH
C. Professional Comment BE&ER
1. Inyour opinion, was the hospitalized illness a recurrent episode or a chronic disease? If so, when would be the first episode?
RETER  RAKBRAAEMEFERBIEHE ? R - ARAERFHEH?
2. Has the patient ever had the same or similar symptoms(s) before? Fte2#& UAT S E B H EERBLUFE ?
No & I:’ Yes B D Please state when and describe details & 5188 B # & iR EEE
3. Was the above condition due to or associated with the following problems ? (circle the appropriate answers) LS R 2 A FE A TRIEME ? GEBHSBER)
Accidental bodily injury \ abuse of drugs or alcohol \ AIDS \ HIV related illness \ venereal disease or sexually fransmitted disease\ pregnancy, infertility or sterilization \ eye refraction \ cosmetic or plastic
surgery \ mental or nervous disorder \ congenital condition \ hereditary condition \ developmental condition \ self-inflicted injury \ general check up or vaccination 1 NONE OF THE ABOVE
BONGREREG \ BASEYSIERS \\ BRERIRZE (BEH) \ EABEREIRZ ZEEBSHIV) \ BFRESEBRRZER \ 82 - TERBE \ BHIHEE \ RERBEFI \ BHolesm\ £
RSN\ EEMEER \ BERHBERER \ BREE \ —RIBBERHEEH \ LERBFR
4. Had the patient been previously treated or hospitalized for this or any other illness? If so, please give brief summary (including onset & duration of sign & symptoms \ illness; efiology: type & results of major
examination; treatment, complication & follow-up results) Bz & i % B A F RS H bk mm S B2 aE IR ? N2  HIREHE EYHERFEH\ RENFRRAERAY - BH  RRMERER )
Date HEA liness \ Disorder \ Complaint % \ %38 \ BiF Details of freatment \ hospitalization 345 \ (¥Rt Name of Physician or Surgeon \ Hospital 2 EEESIMRIBE AR \ BI85
(Please use any separate sheet with the signature of Physician or Surgeon on it if more space is needed) (A ZFEREEE » SREABEEEEILBEIIINBENEEMES)
D. Oihers Hit
Are you the patient’s usual Physician \ Surgeon" @TE SHEMRPEDEE \ IMRIBEE?
i.  Yes D Please fill in question 2 2 - FEBRE
ii. No D Does the patient have any other usual\family Physician(s)\Surgeon(s)? If Yes, please give us the name(s). T2 @ M ERETEHMNRY\ RETDHIIRIEE 2 2 » FHIRMEHSS -
2. Please fill in the date of consultation, the symptoms and complaints of the patient for each consultation FFEBZE B H » REXADENHEHRR B R
Consultation date 248 B &8 Symptomns \ Complaints 1 \ B 5f Recommended tests \ freatment ¥ HRE \ AE
3. If you are referred by other Physician \ Surgeon, please provide the name, contact number and address of the Physician \ Surgeon. 21 T D EMEDEEE \ IMRIBEESN  FIREZBEN S - BE
BRI
Signature of attending Physician \ Surgeon with Chop \ Hospital Stamp Address & Telephone
EDEE N\ IRBERBRHEOE \ BREE ik R EF
Name of aftending Physician \ Surgeon Date
EDBE\IRBERE HE

B AT MBS ER - —HIESORE -



