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Luen Fung Hang Insurance
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HOSPITALIZATION & SURGICAL CLAIM FORM

SEEFREES Note for filling a hospitalization claim form
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For hospitalization or surgical claim, THE ORIGINAL PAPER MEDICAL RECEIPT must be submitted; hospitalization electronic medical receipt will not be processed.
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This claim form should be completed & signed, NO reimbursement will be made for late submission or insufficient information provided.
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This form is applicable to hospitalization and day case surgery in hospital/clinic claims. Each claim form is for one Insured (Patlent) only.
- SRSERECHIE R 00 H PN I R A S > T A - s R S [ (R A TR A BRI e o o
Claim Form should be completed & signed before submitted to Medical Insurance Department of Luen Fung Hang Insurance Company Limited together with original
bill(s)/receipt(s) within 90 days from date of discharge or treatment.
SHEFEIT BN - NEISR - B LR ARER S R TIT ERERA -
Please attach copies of histopathology, endoscoplc diagnostic/laboratory test report and operating theatre summary.

IO L R 2RI AR TR R ) (S EOTIRSEIEEA M iMed | ZARE -

For enquiring of the claims status and pollcy coverage, please follow “Ifhinsurance” official account in WeChat and login “iMed” enquiry system.

H# -2 {RES / BREIER PART I - To Be Completed by the Insured Staff / Member

o

B / tREFA NG TRELSRES

Name of employer/policyholder Policy no.

AN = ZirES / REEHA ZIRES / kB SRS E R
Name of patient Name of insured staff/member Insured staff/member or Cert no.

R AS R85 HEHBI(H/AAE) g3l [EES

LD. Card no. of patient Date of birth (dd/mm/yyyy) Sex Occupation

a7 {#{E £ {4 Relationship to the insured staff/member : [ ] A& A Myself [] Fcf# Spouse  [] T2 Child

1. &2 @IE?}gjkt )\, J?EE%E,E\ZHLE%{%"’ Are you making any other insurance or compensation claims as a result of this treatment?

[ &2 Yes s # T2 SHHRAL RN 5] 488 R AR BSE6E 1f “Yes”, please state the name of insurance company and policy number. [] & No
ERCACIER (REESRI B8 T
Name of insurance company. Policy No. or Plan Name
2. HEYKRE—FEIMEEZ /A2 Have you had any prior treatment for this or related conditions?  [] 75 Yes (52t 5& £}l Please provide the doctor information) [] & No
= 2AE HHA(E/ A/ EiE
Doctor’s name Consultation date (dd/mm/yyyy) Telephone No.
3. MWERE / FrEE R 5= 522 Was the hospitalization/surgery a result of an accident? ] 2 Yes ] & No
=g hRE ’7[\1:@515/\ Ifyes this accident related to : [} A0i@EAp Traffic [] T/E=4M Work  [] EHAth Others
BONHHA RIS (/AR Bg3) ST
Date & Time of accident (dd/mm/yyyy hh:mm) Place details

(RSP

Brief description of the accident

4. [ WAREIBEFEGIENIIEER - SHEZENEE ¢ SEEER - MHFETE 2B - AR ERE] - FRIEAGIERRFRIRR - SRR/ RER)
Return of original hospital receipt after completion of claim processing, if yes, please # the box (Please note: Original receipts will not be returned if the claim was fully reimbursed
unless) return of original receipt is requested for specific purpose, please state the purpose/reason) F#&/JA Purpose/Reason:
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DECLARATION AND AUTHORIZATION

I/We hereby declare that to the best of my/our knowledge and belief the above statement and particulars contained herein are in all respects true and complete and are made without reservation of any kind. I/We agree that any of
my/our/the Insured’s personal information collected or held by Luen Fung Hang Insurance Company Limited ( hereinafter called “LFH” ) (whether contained in this claim form or otherwise obtained) is provided and may be held,
used and disclosed by LFH to individuals/organizations associated with LFH or any selected third party (within or outside Macau, including reinsurance and claim investigation companies and industry associations/federations and
other service provider providing services relevant to insurance business) for the purpose of processing this claim.

I/We further authorize any organization, institute or individual that has any records or knowledge or my/our/the Insured’s health and medical history or any treatment or advice and that has been or may hereafter be consulted to
disclose to LFH or its authorized representatives such information which is/are relevant to the settling of this claim and/or the Insurer’s rights of recovery. This authorization shall bind my/our/the Insured’s successors and assigns
and remain valid notwithstanding my/our/the Insured’s death or incapacity in so far as legally possible. A photocopy of this authorization shall be considered as effective and valid as the original.

I/We understand that all the related documents should be handled by the HR Dept. of the organization/company where the Insured Staff/Member work, whether the claim will be reimbursed or not. I/We understand and agree to the
“Personal Information Collection Statement™ attached in this claim form.

ZE R B/ E ’g%"gﬂ Signature of Insured Staff/Member ﬁ)\(‘f‘/\ﬁiﬁut) %E_g Signature of Patient (18 vears of age and over) %g HHI(H/H /4F) Date signed (dd/mm/yyyy)
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Personal Information Collection Statement
The information you provide to Luen Fung Hang Insurance Company Limited ("the Company") is collected to enable the Company to carry on insurance business and may be used for the purpose of:
1.processing and evaluating your insurance application and any future insurance application you may make; 2.administering your insurance policy and providing services in relation to your insurance policy; 3.analysis or investigating,
processing and paying claims made under your insurance policy; 4.invoicing and collecting premiums and outstanding amounts from you; 5.any alterations, variations, cancellation or renewal of any insurance related product or
service; 6.contacting you for any of the above purposes; 7.exercising any right of subrogation; 8.other ancillary purposes which are directly related to the above purposes; and 9.complying with applicable law, rules, regulations, codes
of practice or guidelines or assisting with law enforcement purposes, investigations by policy or other government or regulatory authorities in Macau or elsewhere; including but not limited to FATCA and the IGA.
The Company may disclose your personal data for the above purposes to the following classes of transferees who may be located in Macau or outside of Macau:
1.third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist us to carry out the above purposes (including medical service providers, emergency
assistance service providers, telemarketers, mailing houses, IT service providers and data processors); 2.in the event of a claim, loss adjudicators, claims investigators and medical advisors; 3.in the event of default, debt collectors
and recovery agents; 4.insurance reference bureaus or credit reference bureaus; 5.reinsurers and reinsurance brokers; 6.the Company's legal and professional advisors; 7.any financial services provider “industry association or
federation”. 8.any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to insurance business
for any of the above or related purposes; 9.the Monetary Authority of Macao; and 10.government agencies and authorities as required or permitted by law.
The Company is hereby authorized to obtain access to and/or to verify any of your data with the information collected by the = “industry association or federation”  from the insurance industry. Moreover, the Company may also
use and disclose your personal data otherwise with your consent.
Use of Personal Data in Direct Marketing : The Company intends to use the data subject’s data in direct marketing. The Company will comply with the provisions of the Lei da Protecgdo de Dados Pessoais. If you do not wish the
Company to use or provide to other persons your data for use in direct marketing, you may exercise your opt-out right by notifying the Company, or # tick the box below; [] I object to the use and provision of my personal data
for direct marketing purpose, and do not wish to received any promotional and direct marketing materials.

DR HAMA L - RELURHNE (RS - S

The person to whom requests for access to data and/or correction of data and/or for information regarding policies and practices and kinds of data held are to be addressed to the Company at No.398 Alameda Dr. Carlos D’ Assumpg@o,
Edificio CNAC, 4° Andar, Macau.

TERPYOR T A RS 398 5% oA E PUAs: No.398, Alameda Dr. Carlos D’ Assumpgao, Edificio CNAC, 4° Andar, Macau
FEEE Tel : 28700033 [E 2 {#E Fax : 28700088 EFEF Email: imed_eng@luenfunghang.com 444 Website: http://www.luenfunghang.com
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PART II — To Be Completed by the Attending Physician/Surgeon at the Insured’s Own Expenses

WAEA(EH) e
Patient Name (if full) Name of Hospital
% E4ER Room Type [] FAZRE Private  [] }FLZ % Semi-Private  [] i#5E Ward  [] [FE% &= Isolation Room  [[] H[E &% Day Case
A5 HHH Date of Admission / / : i H B Date of Discharge / / :
Hdd Hmm #Fyyyy Bfhh 43 mm Hdd Hmm Hyyyy Hfhh 4 mm

A. KE2EC8% Clinical History
1. R AR EHEREEIRE RN A% 2 6 ? What were the patient’s chief symptom(s)/complaint(s) for this hospitalization/treatment ?
2. R A BRI S A B RR s 25  E R oK #2 H A ? Date on which the patient first consulted you for this condition or related illness/injury?
3. ZERBEEBERANEICKERIELEIES A ? How long had the patient been experiencing these symptoms before the first consultation?
B. {(XBO&RER-FiTsEE Hospitalization and Surgery Details
1. EigHZ

Final Diagnosis
2. FfrsfdnrE

Detail name of surgery(s) performed
3. FrHE(H/H/A4) SRS 4/ Bh RS MR AR AL

Date of surgery (dd/mm/yyyy) Name of Surgeon/Assistant Surgeon
4. GFHRALHRE R/ EIRE (BRERA - TEREREE AR AR - OFHEK R HIHFIEES ) Please give a brief discharge and/or investigation summary

Lo

(including etiology, types and results of major examinations, treatments, complications and follow up dates & plan)

BRTFAM ~ B e &M/ T 08T » m#EZE(ERE ? Can the surgery, medical investigation and the treatment be done on an out-patient basis/at day

surgery center instead?

[ ®/BL Yes  FHRERFG ~ M RO EERETHIEE » 55:7BHE A - If the patient admitting to hospital for the surgery, medical investigation and treatment,
please state the reason.

[] & No i FHfeftAaER2/ HE TS 0 TRYE R © Why it can’t be done on an out-patient department/at day surgery center?

ii. HEEHE ? Any comorbidity? [ & » SFHRMALEEE Yes, please specify details ] % No
B EEAEZE ? Is it a case of emergency ? [ 72 » iHHEMHLIFEIA Yes, please specify reason(s) [] & No

Q097 NP B AT % i ) Hofh BE AR SRS > 3B (LD R ER If the patient has been referred to consult other physician during this hospitalization, please provide
the following -
k2844t 44 Name of physician consulted JE[A Reason

JEEEES What treatment had the physician performed

EHEZEZ H Professional Comment
PIEEEER - W ARTEGT GRS S R S MBS M pRTS | BEELLEMN /28 E R 2

In your professional opinion, was the patient hospitalized as a result of recurrent episode or a chronic illness or related to a previous complaint/diagnosis.

[ 2 ARt E2Esm HH RGEERS Yes, please provide date of the first episode and details. [ & No
BALLEIG & B BRI iEEzE2/a5 AT & ? Has the patient ever been treated or hospitalized for the same or similar conditions before?
[ & > 550 HHAREE Yes, please state when and describe details. [] & No

WA R E1EE:%E 2 Any possibility of having a relapse?
WA RIE RS RS R R ZE B B TR o AR ? Was the condition caused by or in any way associated with congenital condition or abnormalities?
[] /& Yes [ & ERELEEE No, please specify details.
WA IRIER S e DL N RERE G F IEHEE 25 v 5%) Was the condition due to or associated with the following?(Please # the right answer(s))

[] 2% Pregnancy FH#A15%42 HH Approximate date of commencement [ EYNE 88215 Accidental bodily injury

[] AEE4EF Infertility or sterilization ] #5112 EL Mental disorder [] B#FEZE Self-inflicted injury

[] ##%2 Contraception ] JEYEAIE Refractive error [ JEF 25085 Abuse of drugs or alcohol
[] &5 [5H Developmental condition [ —f%E5#8H# General check-up ] ¥Eii##fE Vaccination

(] M MR R B LR B LR 5 A BRNYIER Venereal disease, sexually transmitted disease or AIDS / HIV related illness

[] #E{#HER9E Hereditary condition [] EFEMENEHE Treatment for cosmetic purpose ] PAE4 K None of the above

W A\ A AR - SEER LR AR A A -

If the patient was referred by another physician, please provide the referring physician’s name and address.

ENBILERE - gids ATl _Ealt e SIS HEREMEER - 1 hereby certify that all information given above is accurate and true to the best of my knowledge.

FEBASIMIE AR R EE A TS MR A R B
Name of Attending Physician/Surgeon & Professional Qualifications Address & Telephone No. of Attending Physician/Surgeon

2RI B A 2 44 B BE I 255 Signature of Attending Physician/Surgeon & Hospital Stamp #FHHE (H/H/5) Date Signed (dd/mm/yyyy)
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