PRUchoice Medical - Insurance Claim Form
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Claim Instructions B3 RIEIST

1.

Completing Claim Form
Part I: To be completed by the Insured / Claimant

Part II: To be completed by attending Physician / Surgeon (any cost incured from this part and the forthcoming
medical report fee are to be borne by the Insured / Claimant)

Submitting your Claim Form

Please submit Claim Form together with original medical receipt(s) and all supporting documents,
certificates, information and evidence. In case of a claim of Sub-Section 11, the original medical receipt
issued by the Registered Chinese Medicine Practitioner is required. In case of a claim of Sub-Section 13,
please submit the original taxi fare receipt which clearly indicates the date and time of travel, and the
amount of fare. In all circumstances, a fresh claim forms required for follow-up visits at a later date.

Claim Form must be submitted within 90 days of the expenditure being incurred. Before returning the
form, please make sure that all parts have been completed and that you have attached original medical
receipt(s) and all supporting documents, certificates, and informated. Receipt(s) will not be returned
unless requested.

Al consultation payment receipts must clearly indicate the consultation date, patient's name, description
of charges, diagnosis and operation, (if any), together with the signature of Physician/Surgeon. Prudential
General Insurance Hong Kong Limited reserves the right to request for medical report, to be obtained at
the expenses of the insured/claimant, and further information if information on the receipt is insufficient
and to appoint an independent medical examiner at its own expenses.

Remarks: Please attach copies of histopathology, endoscopic, diagnostic / laboratory tests report, and/or
operating theatre summary.

No Reimbursement of Claims shall be made for:
* Claim(s) submitted after 90 days from the date of the expenditure being incurred.
« Insufficiency of required information.

Returning the completed claim form to :

Prudential General Insurance Hong Kong Limited

3/F, Berkshire House, 25 Westlands Road, Quarry Bay, Hong Kong
Telephone : (852) 3656 8362

Facsimile :(852) 2164 8445

Getting Your Claim Payment

Approved payment will be settled by autopay to the designated bank account of the Insured as
provided in the Application Form, or in cheque should the bank account for the autopay not be
designated.
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Part | - To be completed by the Insured / Claimant $F—#3{5 - HIREHFBHAN/ REANEE

Name of the Insured /Claimant : Patient’s Date of Birth : Sex:
REFEAN/REALR MPEHERH i1
Name of Patient : Daytime Contact Tel No. :

MBHEHSR BRI EERE

Policy No. of Patient :

B EREIRIE

Date of Claimed Treatment : From To

REHEAH ] ES

1. If hospitalization was due to illness ZEERMEER 2. If hospitalization was due to accident ZEEEIM{ERR

a. Describe the symptoms and /or abnormalities which led to the hospitalization.

AV EHRREROFEERR/ REMER o

o

. Name of doctor first consulted for the illness FR2 B&4E 1 &

. Date of the first consultation ¥]32 B £}

o

d. When had these symptoms and / or abnormalities first appeared?
k2

A B ER R s R/ SR E A

e. Has the patient been treated by other doctor(s) for similar or related illness in the past?

R ELTRAURBERFEZ A LG ?
Yes B |:| No & |:|

Date of Treatment &% A £f

Ifyes, please specify 207 » 755188

Name & address of the doctor(s)/hospital(s) B& < /B& F & 18 K dth ik

Is the patient making any compensation claim from other insurances as a result of this treatment ?

AHARKEHE B2 ERTRERRIRPFARE?
If yes, please specify the name of the Insurance Company/ Organization:

mE - FIRRBAT / HEEE

a. When did it happen? B SMAIRF 8 4 2

Date A Time B RS

b. Where and how did it happen? 2 JMNEk 4 #91th 2 1% A538 2

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

FIARINZ G - BRIRES -

d. Did the patient report to the Police? Fi82 & B B IRE ?

Yes D Send us a copy of the Police Report No
=l ARXERRERIR—D &=

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

BINEER  REFREMBFEEZRRE?

f. Other information ELfth & %}

Policy No.:
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Declaration & Authorization AR IFIEE

| 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.l understand that
if 1 and/or 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.

FAEURAN TR — &N - IBEREN - AALTRERHFMBERAR ( RE" ) AFELERDE 2RERTHEROER  BE - RRAR  BEREMALREEREN  WWRE
EZFHARERGAREN D c RARH » MARAR/SH DRFBDERERARERFRRBEATEY  TRSEHRVTEEZREERREHE -

Personal Information Collection Statement W& {E A &E$lZ8H

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.

RAFBERAR (EEA [REBASRRA] 24280 - 8 [A28] % [EM] ) TEEABTEAEMNFEFRBIEHERRRS  AEEXREIFRERHRAHEOBTRE-LEAER
BEETRRETHES  SORNE (REMEER) - EREE  BEER  REL - RENSBFER  URMEEN OATHE [EARE]) - BMBTERE=S - WEMOREBO TSR -
BUTHE - BIEAS - FRBMERE - ERADMALES  WREREBTHEAER -

1. Purpose of Collection WWEEE ¥t 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 provide you with promotional materials relating to insurance or financial services or related wealth management products of the Company, and those of other entities whose ultimate
parent company is Prudential plc ("companies within the Prudential Group") or partnering financial institutions; (h) to perform a policy review or needs analysis; (i) to conduct research and statistical analysis;
and (j) to meet disclosure requirements imposed on us or any third parties mentioned in Section 2 below by law or regulatory authorities.

EM T2 EAMTHNEAERMETIIMAR © () BEBMTHRE 5 (b) BEMNEERRE - REBRE - BF - KHAEARRE ; (o) BENRET  (d) REBTHRERR - SRIMEEEERRRBENE
% (e) Ret RAMTRERE - SRMRABNBRBNER () BETETER (o ARTREBRALAURAEMSARNAXBRAEEANER ([REKEANHLF] ) IVHSRBBHRIBNESR
RBNERNG EERERNERMY - | (h) ETREFERFIRDN ; () BETARNGA DN R () FREEIEEEROBRMIETRE-BLAFINE=FRENREER

2. Classes of Transferees # & ¥ & KA R

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.

HED EME-HAFFAZEN RMUTREAE=S EEBHEAREN) EERTHEALR SEETRRUTE=R () RIRRE (b) BRIRAR RS ANARERAEENEE ([REE
EAHAF]) | (d) REBEQR; () E=HEEA; () B=HREHED (FEETRMRIBAE - RIT - 260 S0 UREMRHATE - B B A7 DR BEREAREAS RMWEBETUE
FHNE=SRBEER) ; (g) TEBEREE; (h) BRIREFS LR () EXEA: () FRAR () FEENRBHEE () BORRIE (m) BHSREE (n) EERBRBUTHEE () BUEHE  (p) bt

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.

EERYLIRMN2PRBANSEBOEHE RE SRAN/IEENR S IELATSEANEIEREEERT  RMNTHSEZETHEALS -

3. Consequence of failing to provide Personal Information R B2 (B A BRI IS &
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.

BRIFMBERE  BRAIMTLREEBRMARZROEAER - ERERBEARSEALER  RMOTEELDE T RERBIET LRE 2D FAIIEEEE -

4. Access and Correction Rights 25 B F 5 1F AR

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 Berkshire House, 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
request.

RE (BAER (FBE) %6 ([&6l]) - BTEREREMRECEAMTREARMNEALS - BTOREMAEEFAEY  FARMANE/MRESAFELREEER - bt REBHLBEN
BR2555IA RE 3 o REMGINAE - RMEEREESHEMEABERNER - KREENEH -

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

HEA REFAEA ZRA REABLEZAOALERBEES [REBAEREH] ZABHRHRE

Name of Policyholder / Claimant fREIFH A/ RIEALE Signature (The Policyholder/Claimant) 28 (RREZBA/REAN)
ID No./Passport No. B 17783515/ 3 KR35 TS Date A &

Name of the Insured {REFR AR Signature (The Insured) 38 (REZRA)

ID No./Passport No. B 13 % 3% 15/ RN Date A &

Financial Consultant's Name and Contact Telephone No.:
TRE AR 1 B R B B RE SRS
(To be completed by Financial consultant Only)

(RIZSREARIER)




Part Il - To be completed by the attending Physician / Surgeon (For Hospital Claim Only)
ETER - AEDBE/MHBEEE (ARERREBR)

Name of Patient Date of Admission
MRELSR ABEEH
1.D. Card No. / Passport No. Date of Discharge
BRI / RN HET B H
A. Clinical History s2 i R FEaT $%
1. Date on which the patient first consulted you for the hospitalized illness or bodily injury. Fhz2 % BEIX EEFEH FEEIBEERZHE AN -
2. Please describe the symptoms and complaints of the patient for this hospitalization. &8 2R Fh &2 B EIR Z WA R B R ©
3. According to the medical history given by the patient, how long had the patient been experiencing these symptoms before the first consultation?
RERDERUNFE  ERDEERDRA  ZFBEFESREH?
Days (s) A Month(s) B — Year(s)&F, orsince SREHl — BR
4. What was your clinical diagnosis and when was it made? BT & 1EH EEDE R MREL ?
5. How long, in your opinion, has the patient suffered from this disease before his/her first consultation? RIEEI FTHWEXER » WATEESE—ADEZA » ZRECHETZA?

B. Hospitalization History {EPR7RAELL &k

Final diagnosis When was it made? Operation performed
REDEIER B2 2 FREFHT BT
Date of operation Name of Surgeon

EREk SIRHERE A

Recommended treatment & the reason for the treatment (2iZIEZ ABE 2 BBRRER

Recommended diagnostic tests & the reason for the tests F2FRIEZ PHIMERE 2 EBR R

1. If you have referred other Physician to the patient during the hospitalization, please provide the following relevant information. FAM{EREEAR] » AT EMRD EEN FHMEEE - FIRMTHIHEEER -
Name of referred Physician B/ B8 % Reason of referral ¥&5 R A What treatment performed SEEETE
2. Brief discharge summary (including onset & duration of sign & symptoms/illness, etiology, types & results of major examination, treatment, complication & follow-up plan).
HERBE GHHERRRE/ RFRNRERERES - BE RBUERER A5  SEUERRESTE)
3. Hasthe patient taken any home leave during this hospitalization? REBRER - R EERBRIMNG ?
No #& D Yes B |:| Please state the date, time and reason 7% 5188 B 8 ~ RFE R KA
C. Professional Comment BEER
1. Inyour opinion, was the hospitalized illness a recurrent episode or a chronic disease? If so, when would be the first episode?
BRETER  RRRBEERERERERISIMFIE ? N2 - ARKERHAK?
2. Hasthe patient ever had the same or similar symptoms(s) before? Fh#> & AT B & 28 BB ELIFR ?
No & D Yes 5 D Please state when and describe details 355188 B #i R i il 5515
3. Was the above condition due to or associated with the following problems ? (circle the appropriate answers) E#1ERRERATRIEFRHK ? (FERHESBER)
accidental bodily injury \ abuse of drugs or alcohol \ AIDS/HIV related illness \ venereal disease or sexually transmitted disease\ pregnancy, infertility or sterilization \ eye refraction \ consmetic or plastic surgery \ mental or nervous disorder \
congenital condition \ hereditary condition \ developmental condition \ self-inflicted injury \ general check up or vaccination \ NONE OF THE ABOVE _ } -
FGRBEEAEYSER \BXRENRZE (BHK) BABRENRE ZHBRFEHV) \MWESREEBRACER B2 - FTERBE \BHINHRE\ER AR FIM BB ERm L
AEFREEEER \BEFHREEER \BREE \ —REEREIH RN\ U L2BTR
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; etiology; type & results of major examination; treatment, complication &
follow-up results) B2 EBEBBRIMRAREMEFMBZZEERER ? N2 - BFHRESH FEIHARRR/RBNRERERES BE  RRUEERER AF  HERERRELR )
Date B HA lllness / Disorder / Complaint 3/ 2k F8/ER 5 Details of treatment / hospitalization J&E/{EFr 18 Name of Physician or Surgeon / Hospital ESE&4E S IMNRIEE 41 £ /B 218
(Please use any separate sheet with the signature of Physician or Surgeon on it if more space is needed) (ZZERBIEE » BRAHEFETLBERIINBENEBEE)
D. Others Hith
1. Areyouthe patient's usual Physician/Surgeon? AT REMDENRIMEDBE/IMIEE ?
i. Yes I:’ Please fill in question 2 =& * FAERRIE 2
i. No D Does the patient have any other usual/family Physician(s)/Surgeon(s)? If Yes, please give us the name(s). T2 * M2 ERBEHMNRS / REEDHIIREE 2 R » FHiRMHE -
2. Please fill in the date of consultation, the symptoms and complaints of the patient for each consultation EEREZR B » REXDRNHBR AR
Consultation date 247 H & Symptoms / Complaints 4 / B 5F Recommended tests / treatment 3 IRE / A&
3. Ifyouare referred by other Physician/Surgeon, please provide the name, contact number and address of the Physician/Surgeon. 40 BT HEMEDEE/INBEEN  FRUZBELES BESERIBIL -
Signature of attending Physician / Surgeon with Chop / Hospital Stamp Address & Telephone
EOBE/IREERERAENE/ BRES it R BEE
Name of attending Physician / Surgeon Date
EOBE/HREBESS =R

& TR WER R — BRSO o



