B2 R{EHR:ERIE Hospital Claim Form M bOWt|e

{REESRER

Policy Number:

Part 1. %1 (F{REEFFH AZEE) Authorization (Signed by Policyholder)

RANEEARIAN/ZHRAREEAET EMEER B 5287 RRAT  R17 - BURHE « SUEMERE BRI A L  IRNERFAEABREA/RRAZLEE
SFIENBRERER  R/ABLRIAEREZLREN/RRAE AR ZEEERARBASRBARAR  ILREHAANZEERARZBARBORT; BMEFETR
BITARE /R > ILREMAR N - RMREENTE AR ERITERER S -

| HEREBY AUTHORIZE on behalf of myself/the insured any employer, registered practitioner, hospital, clinic, insurance company, bank, government institution,
or other organization, institution or person, that has any records , knowledge or medical information of me/the insured and who has attended or may
hereafter attend myself/the insured to disclose such information to Bowtie Life Insurance Company Limited. This authorization shall bind my successors and

assignees and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the original.

REFAANSR BE HEHN
Name of Policyholder : Signature: Sign Date:

Part 2. {£PRE15 (32 BEIATE) Hospitalization Details (To be completed by attending physician)

N 2] S15:85%65
Name of patient Identity Card / HKID Card
BhRaE
Name of Hospital
ABRER DD /MM /Yy HRRER DD /MM /Yy
Date of Admission Date of Discharge
IWRE FFRE RERE FRNEERRE P32/ NFAiT Hth:
R R 0 Private 0 Semi-private 0 Ward 0 ICU 0 Clinical Surgery 0 Others:
=
o =8 DD /MM /YY

1L ETRERANBERE? Yes, Since

Are you the patient’s usual doctor? =

=
U Ko

2. FARILFFR B ERRZH B

Pate of first .consultution for this condition or related DD / MM 7YY

illness / accident
3. MERERR | FMTREERE

Chief complaints / symptoms of the patient relating to

this hospitalization / surgery
4. R AR SN E AR

Date of symptom first appeared or accident occurred DD / MM /YY
5. (a) Bi&32

Final Diagnosis
5. (b) B2 Ef L HA
Date of Diagnosis DD /MM /Yy
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6. SIEZE A RIER

Underlying cause for the diagnosis

7. (a) FHli B8

Name of Surgery

7. (b) FiTEHA
Date of Surgery DD /MM /YY
7. (c) FiiEHE
Surgery Nature
8. ATRIRE (BIFaREBEREF ER HEERIREE)
Brief medical treatment summary (including treatments &
investigation procedures, result, and any complications
and follow up plan)
9. MNFE A R ELth B A H T - SRR M BB AU R stk
If the patient was referred by another doctor, please provide
the referring doctor’s name and address.
10 A BT EFAN BB ARE AR R B O] R
Had the patient previously been treated or hospitalized for . .
the same / related disorder?) Yes, Please provide details
B DD /MM /YY
Consultation Date
R
Disease / Disorder
B4/ BIREE
Name of Physician / Hospital
ARMERRFIE
Details of treatment / hospitalization
0 5
No

N BAREEEMER BRI RN ERZZE/RE?

Was the patient’s injury/illness directly or indirectly due to or aggravated by other factors?

0 B - AETIEEMES ISR RS (NER)

Yes - Please tick where it is appropriate and give details (if applicable)

[ #HEuaERAEY /B 5%

Dependence or overdose of drugs, alcohol or narcotics

1R | D% ) BRa ) RE
Pregnancy / Childbirth / Abortion / Miscarriage

5/ BB
Beautification / Cosmetic Purpose

RBIERST | BARIE

Correcting visual acuity / refractive errors

15 / AR IR AR SRR

Venereal disease / Sexually Transmitted Disease

o o O 0O

%1% Details

S
|:|No

O B/ WMIEER /%R B ) T8  HRERE

Birth control / Reversal of birth control / Sterilisation /

Sex reassignment /Infertility / Sexual dysfunction

Bi%/ BIRER
Attempted suicide / Self-inflicted

SRR Congenital condition
— ¥55% Disease / Disorder

— 2% H#P Date of manifestation 22 /MM /YY

— W2 B8 Date of diagnosis Lo smm vy

0 ABRENRZHS

Human Immunodeficiency Virus
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12. BABEEBETIHRE/B1E?
Did the patient have the following past medical history / habit?
B - BETIESMER LRSRAER M S (NER)
Yes - Please tick where appropriate and give details (if applicable)
0 S 0 WEPRIS 0 BT FM

Cardiac problem Diabetes mellitus

Previous operation

m RIEBIE
Smoking Habit

m BBIE
Drinking habit

m = [ ER m ZBIFFR m R
Hypertension Hepatitis B Drug addiction
¥ Details
P DR B 5 o
Diagnosis date and name of physician
REZBR O TEEE
Current condition of the above medical history : Fully recovered

TR /B B B AA R I
Smoking / Drinking habit since

&
DNO

0 A

On Treatment

Part 3. B4 ¥ Physician Details

FAEIBERBRHAELS A U EZ R AARBARERRZER

| hereby certified that | did personally treat the patient and the facts as given above represent my opinion of his/her condition.

FRERR
Name of Attending Physician

BE

Qualification

St WA TS
Address Telephone No.

INBEEERELD B# pp /MM /vy
Signature and stamp of Attending Physician Date
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FA/ZFRAERARRRTIIEE: (F) FRERFRELPIHNSARER  URESA/ZRAFMEEZBRMESHFIEZ At XX SBAERE
it TR  (Z) MAEN/ZHRARGERMBIFFIFTEL TERRRASRBRERAR ((RFR) REEEZUILIEEFRS -

I/The insured hereby declare and agree that: (a) all the foregoing statements and answers in this claim form together with those in any
required medical questionnaire or other document signed or submitted by me/the insured in connection with this claim are full, complete
and true. (b) Bowtie Life Insurance Company Limited (Bowtie) may be unable to process this claim if I/the insured fail to provide any
information related to this claim.

EABERUEERA

TN/ ELPARREREATURBREN/EEMBEENEBEABERMEUTRR  (2) BERTHERA/EZHNILIER; () EEAN/ EEMFENRERE
&b MR HARRRARES ; (o) RERBAEFRN/EEMFANRREMRREEZR; (d) ETEFRE; () AEFMZ R KR/HBICREHNEMREART; ()
AEAN/EFTRERSHEEE RERHEZTAFE LIRHUTEN/EFEMNRT ; (g) B LRBNRRAN/EFBE ; (h) SETERBBES ER
ERIESISERES < K(i) B ERE NEZRAMPNEMEMBN - RETA U LENRBEFAN/EENEABERTTIEEA () HiHBREM LIk
AR (RmESBREMMS) MiIRHRBNE=S > SERERETE  BRER  BRRBREE - RSXERBERED BRIEATKREERM (
HERARMANBRICFAEABNREL R A REEMBRBMERBAEZR) ; (b) FA/EZFMRITEERAR; (o) RENEEBH  RBRM

FYWRREDHIA ; (d) RENBEQR RBABRGIETRA) ; (o) EBRMEMERHATE  URHMFRMAR RERMRTHE ; (f) RRKERE
ABEZ(BBHEMB K Z)EG ER ERIES VEESCHARRETAEREHMNEEHE BN > N EBRAZIRIMNFEN T BIRFS (e
NEREERTHRABNIBEFMRML > N B HREE THRBHERFEM A (HARNERE B0 FESSE  RIRSEM) RFIME
MEFHIRBENEINATREEER; (g) RRk REEENBERIERZEAT RRFMEENNSRATHAWE SRS  ILGERETZHE

RAEE 2RFNBESENR S  RBERZBASTEFRREZNEFT RN PERAEAN/EENER ; (h) AREAN/EFTENEAREAL
WA 2w A BORZASHERKR NIRRT & (i) HEBE QR EEFREERFRRERNEMATE  EUINRRER A/ EEFR MRS
AN/ BEERNERRETREREHFIAN/EETNEANER RMHERERUABEAZL REATERESAN/EENHFE TN/ EEEHRER

REXREEFRRFEAMEAN/EENEAAER AAZKAIUEENADFTEEBRIERZEH180952612GP18 > Z{Hello@Bowtie.com.hk fRZHY
TARRIEEE - REUMEEZEERKNSEER

PERSONAL INFORMATION COLLECTION STATEMENT

I/We understand and consent that, the personal data collected from me/us by Bowtie may be used by Bowtie for the following purposes:
(a) processing and evaluating this application I/we make; (b) administering and providing services in relation to the Bowtie products I/we
hold; (c) processing and investigating claims in relation to the Bowtie products I/we hold; (d) conducting customer surveys; (e) researching,
designing and/or enhancing Bowtie's products and services; (f) selecting me/us to participate in reward, loyalty or privileges program and
providing me/us with related services; (g) contacting me/us for the above purposes; (h) complying with applicable laws, regulation,
regulatory guidance and/or court orders and (i) fulfilling other purposes which are directly related to the above purposes. Bowtie may
disclose my/our personal data to the following transferees for the above purposes: (a) third parties who provide services in Hong Kong or
elsewhere which assist Bowtie to carry out the above purposes, including claims investigators, medical advisors, medical service providers,
emergency assistance service providers, reinsurers and professional advisors (provided that such contractors are required to keep all such
personal data confidential and may only use the personal data to provide those services); (b) my/our bank for payment purposes; (c)
Bowtie's business partners, service providers and appointed persons of Bowtie; (d) Bowtie's associated companies (as defined in the
Companies Ordinance); (e) Hong Kong Federation of Insurers and its members, and other insurance companies and financial services
companies; (f) any person or authority or self-regulatory or industry bodies or associations of financial services providers within or outside
Hong Kong to whom Bowtie is required to disclose under applicable law, regulation, regulatory guidance or court order or obligation or
requirement under an agreement, or other commitment, between Bowtie & its associated companies and the regulator or government in
any jurisdiction (in relation to money laundering, terrorist financing and tax evasion or otherwise) that Bowtie and its associated companies
are subject to or required to comply with (of Hong Kong or any other countries); (g) actual or proposed assignees of Bowtie's business
and/or assets, or participants or sub-participants of Bowtie's rights in respect of me/us, to allow them to evaluate the intended
assignment, participation or sub-participation, and enable the actual assignees to use my/our data in the operation of the business or
rights assigned; (h) any authorised persons acting on my/our behalf, payment recipients, beneficiaries, account nominees, correspondent
and agent banks; and (i) research companies, rating agencies and other companies engaged by Bowtie to enhance the products and
services Bowtie provides to me/us. It is voluntary for me/us to provide the personal data to Bowtie, but if I/we do not provide the requested
personal data, Bowtie may not be able to process my/our application. 1/We have the right to request access to and correction of any of
my/our personal data relating to me/us in any of Bowtie's records by sending a written request to Bowtie's Privacy Officer at GP18, 26/F, Two
Harbour Square, 180 Wai Yip Street, Kwun Tong, Hong Kong, or to Hello@Bowtie.com.hk. Bowtie may charge a reasonable fee for

processing such requests.
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