HEALTH GREEN HOSPITALIZATION
MEDICAL INSURANCE CLAIM FORM A TN RRB

BExR - ERGFEIFREEREREDBE P TARGET INSURANCE

¢ Please read and complete every question in this Claim Form carefully. If necessary, [ N )
please continue your answer on a supplementary sheet. FOR PRODUCER USE fUZ2 A f£f
AR RERFRECEMERE - BFE BN ETREHE - Name
3 The Company is entitled to request for more information or assign expert for investigation. ®nE

ARBERERREERHESZER  SBREFETHE Contact Number
Any requisition of this Claim Form and other documents are not construed as an admission H,ﬁoiﬁgﬁﬁ% umboe
of liability on the part of the Company. o

BRIER MR RGN M I T A D DRI EAE - Email Address
* Please complete in ENGLISH BLOCK LETTERS and v as appropriate. L EE A )
AURIEEE RPNEEN L v 35 IMI.C.201808.003
O New Claim O Further Claim
BRRE BERE
SECTION A TO BE COMPLETED BY INSURED OR CLAIMANT P18 hZ{RAXREARE
Name of Insured Policy Number
ZRALE REEMRS
Name of Claimant / Patient
BERFA/RERS
Correspondence Address
Bt
Email Address Contact Number
T Bikam
PLEASE COMPLETE QUESTIONS 1 TO 4 AND 8 IF HOSPITALIZATION WAS DUE TO ACCIDENT. (b) The doctor who referred the Claimant / Patient to hospital / other
MEENREARBEARME1E4R 8- doctors seen for this or similar past condition
=3 > g B e N R= o2 -y
1 B Date and Time of Accident BREARNBEER HE 2B IR RBERERRNEEE R
BB ERE Dato oo MM jad
DD MM Yy HR MIN T AM. £ K2 BH L = VA | F
‘ B B VE B D TIPM THF Name and address of doctor / hospital B4 / B&Bx & 18 K it

Where and how did it happen?
BOMBE R B ?

ﬂ (a) Please give the date of admission and the date of discharge
AR R T B H#

E Part of body injured and type of injury Date of Admission Date of Discharge

SEHURESE INCAE Hife B &
DD MM YY DD MM YY
| B = :3 | = A -3

(b) Please give the admission period in Intensive Care Unit, if any
FREANMERDAESAE - EA

Present occupation (if more than one, state all) and exact nature of

occupational duties FROM H TO &
BB CEARBBEH) RBSE DD MM YY DD MM Yy
L | H L | ﬁ L | fﬁ L | El L | ﬁ L | fﬁ
: . ) 5
PLEASE COMPLETE QUESTIONS 5 TO 8 IF HOSPITALIZATION WAS DUE TO ILLNESS. O s E e o 1 (o nOSpial confinement
MERBARFRARHEES E 8- ?
3 Yes 2 INo &
5 Please give a brief description of signs and symptoms = -
ROk R AR If "Yes", please state the date and time of your home leave
m Al FHAM B RRERE
DD MM Yy HR MIN TAM. £F
\E]\ \H\ \i\ \Eg—f\ \ﬁ _|P.M.—F5F
(d) Have you filed or will you file this claim against any other insurer(s) /
E How long have these symptoms existed prior to the first consultation? organization(s)?
RSEREERRDACHFESA ? BEWAR  CRERBAEHRBA T / HBRHE 2
J Yes 2 M No&
If "Yes", please specify the name of this insurer / organization and
. . . N provide claims settlement advice, if applicable
Pl Please give details of consultation EIREEFEE 0 ) S5 B2 B D T NE . mE
. (a) The doctor first consulted for the illness B X2 2B BEE X TR BAVHRIBAE R SR R AR RS SR .
Date DD MM Yy
sk A HY ‘ B VA  E Policy Number / Membership Number
R RE | BEHEYS
Name and address of doctor / hospital 284 / B&fz & %8 K il
7 [f you need to file this claim with another insurer, please v the box and
we will return a certified true copy of your receipt to you.
MABMEMRER AR RERE  FRAEBRAEL / 5 - RPOEREIKEN
| BRI o ]
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SECTION B TO BE COMPLETED BY THE SURGEON OR ATTENDING DOCTOR AT THE CLAIMANT'S OWN EXPENSES

ZIE AR ABEBFilSENTHBEER

1 . Patient's Name Patient's HKID Card Number
RELE HEEB SN
(a) Period of hospitalization Date of Admission DD MM YY Date of Discharge DD MM Yy
Tj:-lsJ'EHFﬁ AB;TE'E/B\H L \H\ \ﬁ\ \EE HjB;TEE% L \H\ \H\ \ﬁi
(b) Level of hospital ward I Ward o Semi-Private Room f Private Room m Clinical Surgery
B RE ¥ARFEE IR SE S
E (a) When did the patient first consult you related to this iliness / injury? DD MM Yy
BERMLER / Z5% > BX0ETRSWER? = VA 5
(b) Symptom(s) / complaint(s) of the patient relating to this hospitalization / treatment / investigation
& RUORAERR /AR / SR A IR A ARBREEAR I 5
(c) How long had the patient been experiencing these symptoms before the first consultation?
FEEERRDICEERFESXA ?
H (a) Final Diagnosis Date of Operation DD MM YY
B HDE FiHiE B B. fF
(b) Operation procedure(s) performed
FiTEE
(c) If the patient has consulted other doctor(s) during this hospitalization, please provide the following:
MEEMER BB mEMEERDY  FRMUUTER
Name of doctor consulted Reason
BERY R&A
What treatment had the doctor performed
A
(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)
FRHLREBE (BEMARRIFELRROEBK /ER  FE TERENEERER /K - HEEREDHS)
(e) Please provide reason(s) for hospitalization if this type of cases can be managed on day care / outpatient basis
HIWRPIERETE A E#EE | DFRETRE  FRMAERRE
n In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic iliness or related to a previous complaint / diagnosis?
RETER  BERAERAERSTRER SIS MR FEFTSI R E AN TSR/ DEAE ?
0 Yes 2 M No&
If "Yes", please provide date of the first episode and details Date of first episode DD MM Yy
mrR]  EREERBFABREE A=k B WAL F
E Was the condition caused by or in any way associated with the conditions mentioned below? 7 Yes 2 I No &
FEZHREREHTIERAENHERE?
If "Yes", please v the appropriate boxes. 21 [2] @ BEEEESKEL v 9
7 Accidental Bodily Injury 7 Pregnancy 7 Vaccination (3 Correction of Eye Sight
BNBREE 22 R EE BAKRE
7 Suicide, Insanity or Self-Inflicted| (7 Infertility or Sterilization J Congenital Deformities or Anomalies | (7 General Checkup
B R TARER FEREE ERMRE — BB -
£ Abuse of Drugs or Alcohol {7 Contraception (7 Developmental Condition (7 Venereal Disease, Sexually Transmitted Disease
b e vyt = B HBREE or AIDS /HIV related illness
i ) - 4 M ERRER R SRS AN
7 Mental Disorder (3 Treatment for Cosmetic Purpose | (7 Hereditary Condition s - jfﬁﬁjﬁﬂﬁ/&ﬂﬁﬂﬁ@mgﬁ
LE ] EFRAOAR g O Others =

(a) If the patient was referred by another doctor, please provide the name and address of the referring doctor

MFEEREMBEESN  FREENSENE SN

Name of Doctor Address
BAA Hoik

(b) Are you the patient's usual doctor? o _
BTRALEENERELE? [ Yes = M No&

| hereby certify that all information given above is accurate, true and complete and are given to the best of my knowledge.

RAELER  BAAFRE - CMARENAEEIRERER HEERSEEZE2M -

Signature and official stamp of attending doctor / surgeon

FHBE I IMRBERERES
Address Telephone Number
Hhik BRI
Name of attending doctor / surgeon and qualifications Date (DD /MM /YY)
EDEE/ IBEBERERERE HER(B/BI%)

| AREFRR AR TEELERTERREBIE T ERRRGTRENE  RERMRBERA ST

Note: Section B of this claim form is drafted by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers, and subsequently revised by Target Insurance Company, Limited.

J
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SECTION C CLAIM SETTLEMENT METHOD 18 B{EZ 4 KA

Subject to the terms and conditions of your policy, you may select to receive the claim payment by way of direct credit or cheque. Normally, you will receive payment
3 - 5 working days earlier if you choose the direct credit option. If you do not provide payment preference, a cheque will be issued for any claim payment.

EREGHFFAERT » BT UERRURTERIIZAAREEEERE - —RERT » BRRTERKEEFERERXIRM 3 - 5 @TEX - BT RERER

HEEERUEL R - BEREREU S RS E0E

Important Note for Direct Credit $R{TEREETEE

a. The claim payment shall be credited to the bank account in the name of the Insured in accordance with the terms and conditions of your policy. To prevent
any unnecessary delay, please make sure the bank account number and account holder name are correct.

BHEZBERERAREGRR  FAZRABTZRITRS - FRARSRBRIRFIFEASBIER  URSIBTHLEZIER -

b. If the claim payment is remitted to a third party as a result of your provision of incorrect bank account number and / or account holder name, we shall not be
liable to make any further payment and bear any additional bank handling charges whether the claim payment can be recovered or not.
MEZRAGFEREHBITIRPNER /| REFOBEALRE  MEBARQAHREBEARFTEE=EFO - EREEEAESHE AR AETMEEEVZE
RRAERSI B HBERITFEER -

’n M By Direct Credit - for HK$ account only Name of Account Holder (in ENGLISH BLOCK LETTER)
RITHEER - ARBEFO IRFEFAAME (HAXERES)
Please provide your bank account details #5312 AEEER1TE ¥
Bank Name | HSBC Bank Hang Seng Bank Standard Chartered Bank [ Bankof China (HK)
gk P & 2417 1B 8RIT BITIRAT R ERAT (B8)

r Other, please specify
Hits » 35519

Bank Code Bank Account Number
SRATHRSR RITARFIRES

o Hong Kong Dollar Cheque
B R

J

AUTHORIZATION AND DECLARATION  IZiERz 2208

1. 1 / We have obtained all necessary authorization from my / our dependents (if applicable) to supply their information to Target Insurance Company, Limited ("the
Company") or its authorized representative if my / our dependents are parties to the claim request(s). | / We also understand that the information requested in this form
is required in order for the Company to process these claims.

WAN | FE2RBARERBZ—F AN/ TEEARBRE—MEEE WER) » ARNRBERLR ([E2F]) REBERRE/EBAEY KA/ ES
THAARBRAMRENERNRBZEQARMEFREARA | EEREZA -

2. | / We hereby authorize any hospital, physician, person, party and / or authority that has any records or is holding any information of the insured person or me / us to
disclose to the Company or its authorized representative, any and all information with respect to the insured person's or my / our loss, disability, medical history, police
statement made and the like for the purpose of assessing my / our claim request(s). A photocopy of this authorization shall have the same effect as the original.

AN BESEUBREMSEZRASAIA | BEZ 2 AMTHENERNNER - 8L - AL - BEASR/AFRER AR ATREREARRHETEALAEREZR
ARAEAN I BEZEX - B5  BE - OHIEFTERERMETABERF AR - UREEZEARBEAEAREND

3. |/ We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my / our knowledge and

belief. | / We have not withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of all
material information may render the Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited. | / We understand that
the issuance or completion of this application does not constitute admission of liability or guarantee payment of the claim on behalf of the Company.
AN/ ELENERR LA ARENSREBEMEENRMABYRERER EERATE2E2MN  YARBAA/ BEEMARMEMEETHN - XA/ EEARER
WEMEEZENRERMARRUEERERERCENNBEANESAREMNAELRERF2ERER  BUREEE AR THRESHERLRERFERELAFAEE
ANREBE ZEF - AN/ BEHARRERR2BHREZYTRRELVABIEERRERE -

4. |/ We confirm having read and understand the Company's Personal Information Collection Statement as accompanied with this Form.

KA EEHACHERBABAREN L AEE QAN EAERKERS -

Signature of Insured Signature of Claimant / Patient
ZRAEE REAN I FEES
Date (DD /MM /YY) Date (DD / MM/ YY)
| BE(R/A/F) A% (B/8/%) J

CLAIMS DOCUMENT CHECKLIST RIEXHZ2EZE

Basic Requirements (must be completed or submitted) Additional Requirements, if applicable
EFXER (pAERSREME) #@HrER > MBA
3 Section A Completed by Insured / Claimant / Patient J Pre-authorization confirmation
HERA /BERFEA [ HEEZTE 5 k) BT R
J Section B Completed by the Doct% with Signature and Stamp 7 Referral letters for specialist consultation or SRN
MBHEICE  ERBERERER nursing
(] Payment receipts with patient's name, treatment date, diagnosis and breakdown of charges: W EBERSASILSEE s EBEENS
%fﬁfiﬂﬁl}fiﬂoémﬁlﬁﬂi% ‘tﬁ%é'\ﬂ%*%ﬁ CRERTWEERR 3 Copies of histopathology, endoscopic, diagnostic /
° rirst Llaim: Driginal receipts laboratory tests reports, and / or operating theatre
HIRERE  EARE e;ummaryy " ’ ’
* Second Claim: Certified true copy of receipts and claims statement advice by other insurer, WERIEE NI DR BRRBER
if applicable iy _ s [
BERE  HERBATDREHEIAKE X SESEENE  NEA RFAREEIK

No reimbursement or claims shall be made for:

RBLUTER - RS RES T ENE -

* Claim(s) submitted after 90 days from the date of discharge / treatment
BRERERN R /B E 90 REBIER
* Insufficiency of required information

FREERTE
RNIRBEBRLAS Target Insurance Company, Limited @ik Tel 23954111 Bt Website 6161.com.hk
SRPIIRZBAED1815R ML T EIH R EESIE BF RIS EE CSHotline 2926 2926 | E|H Email  claims.gi®6161.com.hk

5/F, Low Block, Grand Millennium Plaza, 181 Queen’s Road Central, Hong Kong {# & Claims Fax 27891172 Page 3



PERSONAL INFORMATION COLLECTION STATEMENT {& A& RIUEEE A

Target Insurance Company, Limited - Personal Information Collection Statement

Target Insurance Company, Limited (“the Company”) may use the personal data the Company
collects about you, which may include your name, address, email address, telephone number and
other contact details, date of birth, bank account or credit card details, HKID card number and (in
connection with appropriate policies) medical data, and which we may collect when, for example, you
apply for, renew or make a claim under a policy and / or you correspond with us, for the following
purposes:

Insurance Services (mandatory)
1.processing and assessing of applications for any insurance products and daily operation of the
related services;

2.administering your insurance policy and providing services in relation to your insurance policy;

3.any alterations, variations, cancellation or renewal of any insurance and related services;

4.investigating, analysing, processing and paying claims made under your insurance policy;

5.invoicing and collecting premiums and outstanding amounts from you;

6.exercising any right under the insurance policy including right of subrogation, if applicable;

7.complying with the requirements under any law and regulation, industry codes, guidelines,
requests from regulators, industry bodies, government agencies, law enforcement agencies and
court orders;

8.to conduct research, surveys and analysis for the purpose of product design and the development
and improvement of our services to you;

9.statistical or actuarial research undertaken by the Company, other members of the Company's
group as identified in our corporate chart available from time to time at www.6161.com.hk (“the
Group") or its regulators;

10.the operation and administration of the Company's internal business including without limitation
any corporate reorganisation;

11.contacting you for any of the above purposes; and
12.other ancillary purposes which are directly related to the above purposes.

The personal data you provide to the Company may be provided or transferred to the following
persons for the purposes set out in the above paragraph or directly related purposes or as otherwise
permitted by applicable law:

a)any agent, advisor, contractor or third party service provider (whether within or outside the Group)
who provides administrative, telecommunications, computer, payment, debt collection, security,
research, ratings, consulting services, product design, marketing (where you have consented to
direct marketing as described below), data processing or storage or related services or any other
person 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;

b)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;

c)any members of the Federation by the Federation for any of the purposes referred to in (b) above
or directly related purposes;

d)government bodies, regulators or any other body to whom the Company or any company within
the Group is required to or has agreed to make disclosure under any applicable laws or
regulations;

e)lawyers;
f)auditors; and

g)other insurance companies within the Group which have undertaken to keep such information
confidential.

Some of these persons may be located in countries outside of Hong Kong, where there may not be
in place data protection laws which are substantially similar to, or serve the same purposes as, the
data protection laws of Hong Kong. That means your personal data may not be protected to the same
or similar level as in Hong Kong. However, the Company will only transfer your personal data to a
service provider or overseas where the Company is satisfied that adequate levels of protection are in
place to protect the integrity and security of any information being processed and compliance with
applicable privacy and data protection laws.

In the unlikely event that the Company or substantially all of any of its assets are acquired by an
unrelated third party, your personal data may be one of the transferred assets. The Company may
disclose your personal data, on a confidential basis, to any prospective transferee and its
professional advisors (in each case whether within Hong Kong or overseas) for the purposes of their
due diligence investigations, the completion of any such transaction and the continued operation of
the acquired business.

You do not have to provide your personal data to the Company, but if you do not provide certain
personal data (for example, the information indicated as mandatory on the relevant application,
registration or renewal forms, or your contact details if you send us an enquiry), it would not be
possible for the Company to process your application and render the services or to otherwise
correspond with you.

The Company is committed to ensuring your personal data is kept secure and confidential and not
kept for longer than is necessary.

Direct Marketing of Products and Services

To provide a more comprehensive range of financial and insurance services, the Company would
like to use your name and the contact details you provide to us (for example, your mobile phone
number, residential phone number, office phone number, residential address, correspondence
address and email address) alongside information that you provide to us about your age, gender and
occupation (the “Marketing Personal Data”) to provide you with direct marketing communications
about the Company's products and services including but not limited to the Company's insurance,
banking, financial services and provident schemes products, but we cannot do so without your
consent.

Please indicate your consent (which includes an indication of no objection) by ticking the appropriate
boxes on your application or renewal forms, or by contacting the Company's customer care centre
(for contact details see below).

If you do not want to receive any direct marketing, you may withdraw your consent at any time free
of charge by contacting the Company’s customer care centre (for contact details see below).

Your rights

You have the right to ascertain the Company's policies and practices in relation to personal data, and
to obtain access to and to request correction of your personal data held by the Company. Your right
to access your personal data may be subject to payment of an administrative fee. Requests for such
access or correction, to withdraw consent to direct marketing, or for further information about our data
privacy policies and practices, can be made in writing to the Data Protection Officer, Target Insurance
Company, Limited, 5/F, Low Block, Grand Millennium Plaza, 181 Queen's Road Central, Hong Kong
(Fax : +852 2789 1539, Email : target@6161.com.hk).

DECEMBER 2017
Issued by Target Insurance Company, Limited
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