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Please note the following: FHFEDITEE

It is not necessary to fill in this claim form for Outpatient Claims. Please write the policy no. and your

contact telephone no. on the original medical receipts and then send them to us by post. & BB R
# UFEEEENREE. FEBLEKREBNEARLE RO RBERBRBIEEFERE , RAREF
BEM.

If you are claiming under the Employee's Compensation Ordinance (e.g. Your domestic servant sustains bodily injury by
accident or disease arising out of and in the course of employment), please contact us immediately. You need not fill in

this claim form.
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Domestic Helper Insurance (Hospitalization) Claim Form

FERRIAREBE EBR XHESE

Name of Insured: Policy No.

RN PREAGEHS

Comespondence Addrass: T T
SEEFME

E-mail Address:

I AL -

Phone No.: (Day) (Night) Fax No.

HEaagehs © (H) (7 EHER

Name of Patient: - hee
Ryt il i

patients ID/Passport Nog T e T

B B RS
Please attach the original of all medical receipts and reports pertaining to the claim. Zif 7G5 BRI SRR ISIE K i
FYTEA o

IF HOSPITALIZATION WAS DUE TO ILLNESS FA ByEinith:

Please describe the symptoms before hospitalization. Fa£ift A FERTHEEL

When did these symptoms first appear? 5B & K HER?

Date HHH Name(s) and Address(es) #E:54 R il

The physician first consulted for the illness.
ERERIRE L

All other physicians consulted for the illness.
P B RS R m B A

Physician who referred the Patient to hospital.

R AR

IF HOSPITALIZATION WAS DUE TO AN ACCIDENT EREANZEMER:

When and where did the accident happen? E &} AARF A EE# 4 ?

Please describe how it happened. Zfl &= SM&HE

Please describe the extent of injury.  ZFHE IS5 By (524




DECLARATION AND AUTHORIZATION
BHKE

1. I/We declare that, to the best of my/our knowledge, this information is true. I/We also agree that if any of the above is intentionally
untrue or missed, Paofoong Insurance Company (Hong Kong) Limited (“the Company) has the right to repudiate my claim.
RNFELBERANCTH DRI RSN » ERERIORSR - AAFERUNM LE TSR EE SRR - TER
b (B ARAT CBEARERIERANE ZLLERIE -

2. I/We hereby declare and agree that any personal information in this claim form or otherwise obtained is provided by me/us and may

be held, used and disclosed to enable the Company to carry on insurance and financial services business; and may be transferred to
any individuals, related companies, any other organizations, any independent third party and other service providers for the purpose
of (i) processing this application and providing subsequent services for this or other products and services, and or (ii) direct
marketing, and/or (iii) data matching, and/or (iv) communication with me/us for such purposes.
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3. I/We understand that I/we have the right to obtain access and request correction of any personal information concerning
myself/ourselves held by the Company. Request for such access can be made to the Data Protection Officer of the Company.
RNREHARNREERER N ERE TR BEAFRERERAN REFWENERL G ILEESR A BN FRER
TRAE R -

4. Thereby authorize any physician, hospital or other organization or person, that has any records or knowledge of the patient or his/her
health, to disclose to Paofoong Insurance Company (Hong Kong) Limited or its representative any and all information about the
patient with reference to the accident, his/her health and medical history and any hospitalization, advice, treatment, disease or
ailment. A photostatic copy of his/her authorization shall be as effective and valid as the original.
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Patient’s Signature Date

RS H

Name (Block Letter)
P (IEHS)

Insured's Signature Date

RRNEE HIH

Name (Block Letter)
P (IEHS)

Insurer . Paofoong Insurance Company (Hong Kong) Limited
A subsidiary of Shanghai Commercial Bank Ltd.
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ATTENDING PHYSICIAN STATEMENT

ERERE
(MUST BE COMPLETED BY THE ATTENDING PHYSICIAN) J/EHF2B4RE
Name of Patient Age Sex Date Admitted  |Date Discharged |Final Diagnosis

1. Date on which the patient first consulted you for the hospitalized illness or injury.

2. Please describe the symptoms and complaints of the patient during the first consultation.

3. [If possible, please give the names & addresses of all other physicians consulted by the patient previously.

4. a) According to the patient, how long had he/she been experiencing these symptoms before consulting you?

b) How long do you feel the symptoms will last?

5. What was your clinical diagnosis?

6. Medical treatment given and test(s) performed

Operation performed

Date performed Surgeon

7. Prognosis of the Patient's condition?

8. What is the chance of having a relapse?

9. Was injury / sickness due to pregnancy?

10. Was condition caused by congenital anomaly or infertility?

11. Had the patient previously been treated or hospitalized for this or any other disorder? If so, please give details.

Dates Disease / Disorder Details of treatment / hospitalization Name of Physician / Hospital
Name of Physician Qualification
Date Name and address of Hospital

Signature Hospital Stamp




