@/ Sompo Insurance (Hong Kong) Co., Ltd.

21/F Berkshire House, Taikoo Place, 25 Westlands Road, Quarry Bay, Hong Kong
Tel: (852) 2831 9980 Fax: (852) 2573 2072 Website: www.sompo.com.hk

Medical Insurance - Hospitalization & Surgical Claim Form
BRlE-EREXEFWEERFES

Claim Notes R{EBFFEEE

1. This form is appllcable to both hos| |ta||zat|on and out-patient surgical claims.
IR FEEBERARER A2 FHRE

2. To avoid delay in processing your claim due to incomplete information and supporting documents, please complete this form with sufficient information in BLOCK letters
and submlt the completed and signed claim form together with original copies of all relevant documents to Accident & Health Department of Sompo Insurance (Hong Kong)
Ltd. through your Human Resource De;artment or plan admlnlstrator élf apgllcablg) within 3 months from the date of dlscharge/treatm
ﬁﬁals‘ﬂ* RXHAREMIEREIBE T B AEXIFISIE R PR SR & ,\ﬁ&ER%ZEEn%% BFEXHZIER EAtHIKn/,c.Ff% BRA - —HERXRE
PENFENBEFEEEANER)BEELD R ERR ( &8) ARADAR %Ez%ﬁﬁﬂ

3. Original payment receipts, hospital bills & doctor slips and copies of all laboratory test,” medlcal reports (if any) must be submitted together with this claim form. Please
submit certified true copy of payment receipts, hospital bills, doctor slips and claims statement advice if the original copies are kept by other insurance company. Each bills
and receipts must clearly show patient’s full name, treatment date, diagnosis, treatment nature with breakdown amount of charges and signature & official stamp of
attendlrll? zgr;%/smlan and or authgrlzed person of thenmgzdlcal institute. R . e e

£ - BIIRSREEWEBOABIEARICE RMHSEIAMA)  MIEACEARMERRATS - FIELWE  BlRRERETWESZEEX
*Dﬁ‘ﬂ EEEME - lﬁFuQ}F EE RGBS N AR R LS AR - DB 2B AR ERERRR RS E RS SBER/NARBREBREAZRZER

4., For conflnement in the general ward of a public hospital managed by the Hospital Authority, the requirement of completing Part Il of the claim form by attending physician can
be waived provided that discharge summary ~discharge slip or medical certificate with diagnosis specified issued by the attending physician to be submitted (please note that
medical |Ilngss surgical condition is not a diagnosis and is |nsuff|0|ent to determlne the claim assessment). R
EAEBRERRER ATBRARRE - ANCOMRELEERS (EREFMREDFE ) 28 - HRRERHAETZEERU I LRRE LRRZELBMSIB2H
JRAE Z B ERE AR E na&% SRR, INEHR I B A R Z RIE R KEW’E@EDJE)

5. For overseas hosi)ltallzatlon surl cal treatment please provide translation to English,~Chinese on each item, diagnosis, name of operation procedures, etc.
EEBIMRE  BRRBIEEERW FEEEZHEY DXERER -

6. We are entitled to rei uest forguréﬂrowsmn of medical reports, further information and documents or completion of other specific claim forms at your own expenses.
PEENREXFRAREMERARES  MEERARREASN -

RATERERRE
Part | — To be completed by Patient /Employee B& — BHEA EEIEE (Must be provided %EIER)

Policy No. fREESRHE Name of Policyholder (Employer) fREHFHB A(BF)EHE Telephone No. (Optional) E&&ESEHS
Y Y Y A
Employee’s HKID Card No. fEE &% |Name of Employee (Surname followed by Given Name) S %3 cemur - #m%) | Staff No. (if applicable) fEE#R5% (XNEA)
BDE RS
- PXX(X)
Patient's HKID Card No. A Z#&EE |Name of Patient (Surname followed by Given Name) JEA%E ¢onsk - wns) Certificate No. {RIRE 2R
e Employee 85 Dependent Z &
- IXX(X) A Y N P A
Patient’s Date of Birth & A Z HEHE Patient's Sex f®A Z 5l Patient’'s Occupation & A 2 iz Relationship to Employee Eil{g {4

ooE wmva vva |0 ME O F& O selfA A O Spousefict® O Child¥%
Date of Hospitalization,”Out-patient Surgery Pz FI:2FltHES: From H to &

If hospitalization was due to illness HRERMEF

Describe the symptoms & abnormalities 55! tHE Al A& R B FERERE R AR
The date of signs and symptoms first appeared & R 3R B & & AEAR 2 HEA Date of first consultation BER>Kz2 B
Name and telephone no. of doctor ~hospital first consulted BRKZ 2 BEH S BiREERE:E
Name, telephone no. and date of first consultation of other doctors seen for this or similar /related past conditions Z2A LR IBERLE BB R 2 EthEEHRS - BF
BRKZ B

Name, telephone no. and date of first consultation of doctor who recommended this hospitalization Z#EERAR ZEBEYE - EFE KB RKZHH

If hospitalization was due to accident EER I
Describe where and how the accident happened &Rl &S M BE K s it 3% 4= 4818
Date of accident =4MHHA Injured area, type and severity of injury S 30 - BRI RS2

Please provide name and address of family doctor (or the doctor usually consulted) 512 {5 52 88 4 (S0 18 & 5K 32 B 4 ) MO S 2 Rt 31k

If this claim has been ~will be filed with other insurer, please specify below MIE2XEES BB BEMFRATIRE - FHBEMAT:
Name of Insurance Company {RIRAS]ZTE Policy No. {REESRHS

[ Please put a "v" in this box for request of return receipt(s) for other insurance claims MFEEIWIEERFEMRIGEE - BRAEREL TV,
DECLARATION & AUTHORIZATION EIIRIBHE

| hereby declare that the above information given is true and correct.

RAIRBAR LI FTER A B R ERERAL -

| further authorize any hospital, physician, insurance company or organization that have records or knowledge of me or my health, to furnish to Sompo Insurance (Hong Kong?

Co., Ltd. or its authorized representative, any and all information with respect to any illness or injury, medical history, ¢ onsultatlon prescriptions or treatment and copies of all
hospltal or medical records. A photostat copy of thls authorization shall be considered as effective and valid as the origl |na .
RANGERFEAANBRIIAIER 25 - & ATl - SILUSERMEL R B AR AR AR TR RNZS - T'J_ PRS- B ABERMARRNERCHEIASER
HTAXVERR (B8 ) ARASSHEREA - ltt}ﬂ&iz CEHIRBEIEARRFS -

| confirm that | have read, understood and agreed to the Personal Information Collection Statement (“PICS”) of Sompo Insurance (Hong Kon (?) Co., Ltd provided on the last page

of this form. | agree that any personal data and other information relating to me or my policy(ies) collected, generated, compiled, or held by Sompo Insurance (Hong Kong)

Co., Ltd. by any means from time to time may be utilized in accordance with the PICS. | agree that Sompo Insurance (Hong Kong) Co., Ltd. may transfer, disclose, grant

access to or share my personal data within or outslde Hon Kongjto the types of transferees mentioned in the P

i RAANCEE - BBR RESH AR ERR A i E'_" —EE’JflﬁlAéﬂﬂﬁl%EEH $/\ HAEMERR (B8 ) ARATAKIEAS WS - &

- DF‘JQ%EEHEU@/\ﬁHEJM%%E’\J A . TTFH lil/\ﬁﬂuﬁlm cANBERAMERR(EE )EI?E Tjath/\ﬁﬂiﬂa KET LISZ EIN=CEVE- INES
RERBBEALIBINE) - NBE SR AEEE -

Signggie of Patie_:rlt= /Parent $ Patient aged below 18) Emplﬁg)ge’s Signature Date
BAEE REHE (BRART/\EUTZHEA) RBEEE HEA
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Part Il — To be completed by attending Physician at the patient’s own expense Z3 - HEXZB4IEE  fIEEAHRBABTEE

Name of Patient (in full) WRARZ (£8):

Name of Hospital E&Fz&7E:

Date of Admission ARz HE: (ODB,/MMB_/YY%) Date of Discharge tifzHEA: (DDB/MMA /YY%)
Level of hospital ward f&E4R Al O Private FARE O Semi-Private —%&E O ward XE
(1) Clinical Record K#2aCi%
a) Date of accident occurred or symptom first appeared =404 H HAEG 20 R H A (DDH /MMB /YY)
b) Date of first consultation for this condition or related illness 5 A &2t b i 20 A BB 2 K52 H A (DDH /MMB /YY)

c) How long had the patient been experiencing these symptoms before the first consultation 55 AfE E R HTEEA IER 2 A

d) Symptoms,”complaint(s) of the patient relating to this hospitalization surgery & A2 RER, 3 ft A 3R 8948 B fiE AR K m B

(2) Hospitalization or Surgical Details fFBzat FiTz15

a) Final Diagnosis & &2 M

b) i) Date of Operation Ffiff HHA (ODE /MMA /YY)

ii) Name of Operation procedure(s) performed Fifif&HE

c) If the patient has consulted other physician during this hospitalization, please provide the following: R AR ERERHEE S @EMESEKZ - BB TIER

-

Name of physician B4 Reason [RE

What treatment had the physician performed %4 28 BB

d

=

Please give a brief discharge summary (including onset and duration of signs and symptoms ~disease, etiology, types and results of major examinations,
treatments, complications and follow up plan) FRELRIEE (BEMABREAFELIRVEI HRK - KE  FTERENEERER - A% - HRERBZHE)

If hospitalization has been arranged for scans, diagnostic testing or a procedure that is normally carried out as a day case, please explain the reason 2R FR2
ARETZERE - R —RBEFN - FRBEHBAARZRR

e

NA

f) Has the patient taken any home leave during the hospitalization B ARERBEAESTHERIE? O No BAE O VYes, please state the date, time and
reason 7 - FSIRBEER - KA KRR

(3) Professional Comment BE¥E R
a) In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic illness or related to a previous complaint,“diagnosis? If “yes”, please provide
date of the first episode and details. B TER - MARRKREREERE R M ERIEMERAIS IR E ZAINER, MENZEBR? & T2, @ FRHER
BRHBRFE -

b) Was the condition due to or associated with the following? Please tick the appropriate boxes. EANFEIEELRFLAU TN ERNBE?F EEEERRE L v,

[ ] Accidental bodily injury E9NG 585215 []Pregnancy &% [ ] Congenital condition SE XK ER, BE
[] Self-inflicted injury BHE=E [] Infertility or sterilization ABEB ["] Developmental condition &Rz

[ ] Abuse of drugs or alcohol ;% FZEH) 3§ F g [] Contraception ##2 [] Hereditary condition i {& £

[ ] Mental disorder #&t#H3%EL [] Treatment for cosmetic purpose EFMHEMNAE [ ] General check-up —HEEEIBE

[ ] Refractive error [E}R1E [] Vaccination &R [ "] None of the above I EZ=&3R3EA

[ ]Venereal disease , sexually transmitted disease or AIDS /HIV related iliness 4% - BB ERABELRB,  BURSEHRNER

(4) Others E.At
a) If the patient was referred by another doctor, please provide the referring doctor's name and address. M8 AFHEMEEEE Y - Fi2EZENBENBEZ ML -

b) Are you the patient’s usual physician? B TE2ERANBEELE? O No& O Yes 2

| hereby certify that all information given above is accurate and true to the best of my knowledge. &N AZXEBR - FAARNAFRHN - EHFRAE R ERESEA -

Signature and chop of attending P hysician,/Surgeon FiZ 84 INRIBEZEERZSE  Address and Telephone No. it & &5ESRES

Name & qualifications of attending Physician ~Surgeon Ei B4 IMRIBEUE MERFE Date HE#§ (DDH, MMA /YY)
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Personal Information Collection Statement (“PICS”) B AZERUIEEERR (v022019)

1. Purpose: Sompo Insurance (Hong Kong) Co., Ltd. (the “Company”) is committed to protecting the personal data of our customers. The Company is also committed to the implementation of the
data protection principles set out in Schedule 1 of Personal Data (Privacy) Ordinance (“the PDPO”)(Chapter 486 of the laws of Hong Kong). From time to time it is necessary for you to supply the
Company personal data of you, insured and beneficiary under the insurance policy which may be used, stored, processed, transferred, disclosed or shared by the Company for the following

purposes:
(a) processing and evaluating your application or request for and any alterations, variations, cancellation, renewals and reinstatements of any insurance products and / or services offered by the
Company;

(b) administering your insurance policy and providing services in relation to your insurance policy;

(c) any purposes in connection with any claims made by or against or otherwise involving you in respect of any products and / or services provided by the Company, including processing and / or
investigating any claims and detect / prevent fraud;

(d) invoicing and collecting premiums and / or outstanding amounts from you;

(e) exercising any right of subrogation, if applicable;

(f)  conducting statistical analysis;

(g) contacting you for any of the above purposes;

(h) meeting the requirements to make disclosure (i) under any law binding on the Company; or (ii) under any applicable rules, regulations, codes or guidelines or to assist in law enforcement
purposes, investigation by police or other government or regulatory authorities; or (iii) for complying with any requirements, policies or measures for using data and information within Sompo
Holdings Group (“the Group”) in accordance with any Group-wide programmes from time to time for compliance with sanctions or prevention or detection of money laundering, terrorist
financing or other unlawful activities / misconducts;

(i)  other purposes directly related to any of the above purposes.

For using the personal data provided by you for promotional / marketing purposes, please refer to the section titled “Use of Personal Data in Direct Marketing”.

The failure of providing the Personal Data by you may result in the Company being unable to provide products and services, assess your policy application, process claims under insurance policies
issued by us, or process any other requests, enquiries, or complaints from you, or any of the purposes listed above.
2. Transfer: The Company may disclose your personal data to the following transferees in Hong Kong or overseas, including transferring into and out of the European Economic Area, for the above
purposes:
(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist the Company to carry out the above
purposes (including medical service providers, hospitals, emergency assistance service providers, mailing houses, IT service providers and data processors);
(b) in the event of a claims, loss adjusters, claims investigators and medical advisors;
(c) inthe event of default, debt collectors and recovery agents;
(d) insurance reference bureaus or credit reference bureaus;
(e) reinsurers and reinsurance brokers;
financial services intermediaries that are authorized by the Company for the distribution of products and services provided by the Company including your insurance agents, intermediaries or
brokers, if applicable;
legal and professional advisors of the Company;
The Group and any associated companies of the Company;
the Ipolil;:lyf)w::lder, when none of the insured person(s) of that policy is the policyholder, for the purpose of policy application, administration, renewal and / or claims administration (if
applicable);
relevant industry association and federation that exists or is formed from time to time;
tEe fraud prevention database or registers (and the operators) and any participating parties of the database including other insurance companies and service providers handling claims for
them;
(I)  governments and authorities within or outside HKSAR as required or permitted by law. The Company may also use and disclose your personal data otherwise with your consent;
(m) any third party in connection with a transfer or potential transfer of all or part of the business of the Company that some of the transferees may be located within or outside of HKSAR.

3. Access: You have the right to ascertain what type of personal data the Company holds, whether the Company holds your personal data and, if so, the right to request access to and to request
correction of any personal data concerning you held by the Company. Such request can be made to the Data Protection Officer, Sompo Insurance (Hong Kong) Co., Ltd, 21/F Berkshire
House, Taikoo Place, 25 Westlands Road, Quarry Bay, Hong Kong. The Company reserves the right to charge a reasonable fee for processing a request to access your personal data access
request.

Use of Personal Data in Direct Marketing

Apart from the aforementioned purpose, the Company may also use your name, contact details, demographic information, policy details, products and services portfolio information, transaction pattern

and behavior, and financial background held by the Company to contact you with direct marketing communications regarding financial and insurance products by mail, email, telephone, facsimile or

SMS. The Company may also provide your name, contact details, demographic information, policy details, products and services portfolio information, transaction pattern and behavior, and financial

background held by the Company to the following transferees: (0] third party financial institutions, insurers, banks, credit card companies, securities and investment services providers; (1) third party

reward, loyalty, privileges programme providers or merchants; and (lll) charitable or non- proflt making organizations for gain who may send you direct marketing communications regarding (1)

insurance, banking, credit card, financial, provident fund scheme and related products and services; (2) reward, loyalty or privileges programmes and related products and services; and (3) donations

and contributions for charitable and / or non-profit making purposes by mail, email, telephone, facsimile or SMS.

Before using your personal data for contacting you with direct marketing communications, the Company must obtain your written consent, and only after having obtained written such consent, the
Company may use your personal data for any direct marketing purpose.

You may in future withdraw your consent to the use of your personal data for direct marketing purposes by the Company or the transferees and thereafter the Company shall, without charge to you,
cease to use such data for direct marketing purposes. If you wish to withdraw your consent, please inform the Company by writing to the Data Protection Officer, Sompo Insurance (Hong Kong) Co.,
Ltd, 21/F Berkshire House, Taikoo Place, 25 Westlands Road, Quarry Bay, Hong Kong.

Amendment to the PICS
The Company reserves the right at anytime, with or without notice, amends this PICS which will be found in our website or in writing to notify you how the Company will collect, use and transfers your
personal data. Should there be any amendment to this PICS in the future, such amendment will become effective with immediate effect.

| acknowledge and confirm that | have read and understood the PICS. | confirm that | have been advised to read carefully the PICS, and | have read it carefully about its effect and impact in respect of
my personal data collected or held by Sompo Insurance (Hong Kong) Co., Ltd. | hereby give my acknowledgement and agree to the use and transfer of my personal data by Sompo Insurance (Hong
Kong) Co., Ltd in accordance with the PICS, including the use and provision of my personal data for the purpose of direct marketing.

[Important: If you do not agree to the use and provision of your personal data for direct marketing as set out in the PICS, please tick the box below and we will not use your personal data
for the purpose of direct marketing.]

[0 Please tick if you do not consent to receive direct marketing communications from us.

O Please tick if you do not consent to receive direct marketing communications from any transferees specified in the PICS.
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	Date: 
	Name of Policyholder (Employer)保單持有人 (僱主 )名稱: 
	Name of Employee (Surname followed by Given Name)僱員姓名 (先填姓氏，後寫名 ): 
	Name of Patient (Surname followed by Given Name)病人姓名 (先填姓氏，後寫名 ): 
	Telephone No: 
	 (Optical)電話號碼: 

	Staff No: 
	 (if applicable)僱員編號 (如適用 ): 

	fill_100: 
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	Date of first consultation首次求診日期: 
	Name and telephone no: 
	 of doctor／ hospital first consulted首次求診之醫生姓名／醫院名稱及電話: 

	l首次求診日期: 
	Name, telephone no: 
	 and date of first consultation of doctor who recommended this hospitalization建議是次入院之醫生姓名、電話及首次求診日期 [1]: 
	 and date of first consultation of doctor who recommended this hospitalization建議是次入院之醫生姓名、電話及首次求診日期 [2]: 

	Please provide name and address of family doctor (or the doctor usually consulted)請提供家庭醫生 (或慣常求診醫生 )的姓名及地址: 
	Name of Insurance Company保險公司名稱: 
	Policy No: 
	 保單號碼: 

	Describe where and how the accident happened請敘述意外地點及詳述發生經過: 
	Injured area, type and severity of injury受傷部位、類別及傷勢: 
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	Patient's Date of Birth: 
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