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HSBC Voluntary Health Insurance Scheme Medical Claim Form

ELEHEBRTEBERER

Policy No. R B 5715 - Date HE§ (DDE/MMA/YYYYH)

HSBC Life (International) Limited, incorporated in Bermuda with limited liability (the “Company”or “HSBC Life"”) JEL A Rk (BE) AR
REl(GEMAR IR EREZARAR) [ARQR K ELRE])

CLAIMS DOCUMENT CHECKLIST £ X 5%

Basic Documents E A& #

O Part | is fully completed & signed by the Policyholder/Insured Person REXFHEHREZFAA/ TRAEBIHE

O Part Il is fully completed & signed by the Attending Physician/Surgeon with chop (to be obtained by Insured Person/claimant) Z1{&
ROBIKAETPEE HIRBLEER  ESTED(AZRAREARI)

O If the claimant is confined in public hospital (managed by Hospital Authority, ward level), discharge summary may replace the
completion of claim form part Il (without prejudice to the Company’s right to require any additional information and/or documents
(as deemed necessary by the Company for the purpose of processing any claim). HEXEAAEEBRE RE T AT Bz TBRKE -
HEMEAERRER 2B (AMARERRARERRBEEMEMER RS HNEFALEEBRE)

O Original receipt(s) of the medical expenses (including but not limited to deposit receipt) E&E & B U iE EA (BIFETE LIRS WIE)

O Copies of statement for breakdown of hospital expenses (including but not limited to daily charges, meal charges and surgical
package charges) Ef W EF B (BRETRENEBHERE - BR  FWEERE) (WERH)

O Copy of settlement advice from other insurer (if applicable) E R A 7 2 BELEZBMEIA (LER)

Additional Documents (if applicable) 85324+ (@A)

Laboratory test breakdown and amount b & 5515 & 4 %8

O Drug list (include drug name, dosage, quantity and amount) Z£¥))5 %8 (BIFE#YEE - HE HENEHE)

O Referral letter(s) for any specialists {£{a] B &I &E N =

O Copy of Histopathology, Laboratory Test Report, Endoscopic, Ultrasonogram, X-Ray, CT Scan, MRI, Diagnostic Written Report(s)
and Operating theatre summary (if applicable) 2 2 - (LEBRRE WEHR BEE X% BHEFBHE MHOHE FHERERDE
ZEBERERA(WMER)

O Copy of Bank Account Proof (applicable for Policyholder's sole or joint name bank account other than Policyholder’s premium

deduction account) SRITF OFEAXHEIA GERARNREFEAZBAARBEAIEREERFD)

O

Notes &

1. The claim application of confinement and pre-or post-confinement treatment expenses can be submitted together. However, the claim application must be
submitted within 90 days after the date on which the Insured Person is discharged from the Hospital, or (where there is no Confinement) the date on which the
relevant Medical Service is performed and completed. REHFAER AR « Ik BB PI2AEEA —PHER « MBI P ekiE ZEER BT &% 90K A
RHERME-

2. Please ensure completion of the above checklist to avoid unnecessary delay in claim process. B HERTEM A R HARIEERERETR -

3. We will inform you as soon as possible if we require additional information from you or we consider that your claim has to be assessed from third parties (such as
doctor, hospital, etc.). As the time required for obtaining the information is variable, the processing time of your claim will likely be lengthened. Any and all
expenses (relating to obtaining information and/or reports from third parties in respect of the claim or any related matters) incurred will be borne by the
Policyholder. ERMEFTEREZEAFERBMAB THAMAL (WNEE  BRE) RMBEHNER  RMSTZREFAET EBERNEHRENTHEERBINEZ
HESER RAEBLERE {E=ZFEE2EMR /IBREMELEZEMARAEERERRERFAKE-

Please v the appropriate box. #&E i & B 518 A1 £V o

Part | - to be completed by the insured person or claimant in English or Chinese

FH-AZRARIREAURXIAESR

A. Details of Insured Person Z{& A &%

1. Name of Insured Person SR A5 2. |.D. Card/Passport No. & 15 & /& BB 5% 15

3. Contact Number and Email Address B48 & 5 B T E{F L (Please provide telephone no. with its country/region. Country/region code is not
necessary IR BEREMBER ME - EHEREBER & F5%)
O Hong Kong SAR & /&1 51T [(852) Contact Number B 48 & 3
O Mainland China & B 7 #(86) Email Address & F B {Fith i
O Other Country/Region Name Eth B &

Incorporated in Bermuda with limited liability i B 5 Z:F AL 7.2 5 R 2 &)

HSBC Life (l nternationa |) Limited Hong Kong SAR Office Address: 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
E B = — = BB RITTIRE W F Rl - BB BRI B 15 E L F 001 /E 181
IE = * "F ﬁ Bﬁ ( I;% ) ﬁ I;E /A a Claims Service Hotline FE&5 R 75 #4R - (852) 3128 0122
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B. Details of Pre- and Post-Confinement/Day Case Procedure Outpatient Care ABAi=k K% BREFMATZNFIDEERFE

4. (a) Date of Outpatient P22 B8 (DDH, MMA /YYYY4)

(b) Period of hospitalisation or date of surgery ¥z #iff sk F4li B 81 (DDA MMA YYYY4 to ZDDH, MMA /YYYY4)

C. Details of Body Check-Up (Applicable to VHIS Flexi Plan (Diamond Level) ONLY) S @& a5 (REAREL A ERREET
B (ER))

5. (a) Date of body check-up H§€#& HHi (DDH MMA /YYYYHF)

(b) Type of check-up #2& & 7|

(c) Name and address of hospital and/or health care provider 2z & s B ERIEIR Mt & 2 BT M it

D. Details of Hospitlisation and Surgery ¥z & F fii 5% 15

6. Hospitalisation/surgery due to {£Bz,~ F i1 R A
O lliness #&J%& (Please fill in section | 5 E % EE)
O Accident E4) (Please fill in section Il 552 113f)

(I) Hospitalisation/Surgery due to lliness &% 5% 1Bt~ F fif

Description and duration of symptoms B rfilEE M ZmBEFEZ A

Name of hospital/outpatient center and address in respect of hospitalisation/surgery relating to the current claim L& Rtk &R

& (EB, Fiz B, BREFMAFLOLRE Lt

Have you had any prior treatment for this or related condition? 24 B & & AL A HEARKRAAE? O Yes & O No

iz

If yes, please provide details below. 12 » ;BIRE AT ER
(a) Name of attending physician/surgeon EEE?%E/’JM# MR

(b) Consultation Date 3k HE§ (DDH /MM A YYYY4)
(c) Address of attending physician/surgeon £ 84 /NI A Hb b

(1) Hospitalisation/Surgery due to Accident E &= SMEFE,/ F 1l

(a) Date and time of accident B4 B HA KL (DDBE, MMA , YYYY4)

(b) Location of accident = %M ith 24

(c) Brief description of the accident, part of body injured and type of injury B IME B ~ LIS RIS

E. Claims with other insurance company(ies) B H M {R kA 7 & E

Are you making clalms to any other insurance company as a result of the hospitalization/surgery? BBt X {EBR,Fiif - BB S REH
AR A R RE

O Yes & O No &

If yes, please provide details below and a copy of the settlement advice from the other insurers 1% - HUATER RIBHEM
RBARIZBELEBMEAR

(a) Name of insurance company R Q & & 18

(b) Policy Number 1% & 5215
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F. Request for Document Return B & X4 E R

O Please "v" this box if you wish to obtain Certified True Copylies) of original invoice(s) and receipt(s) after claim processing. 1% A%
EMBEENERNUREZZIAN  BEEERNELIV]R -

Note & :

(1) Certified True Copy will not be issued if the claims are fully reimbursed. I1Z & 2 2 &L (g - BRI AN TR -

(2) The originals will not be returned and will only be retained for 3 months from the claim processed date. IE A i AR E - Wi AW R R IZ5THR B HE
HRE3M@EA -

G. Payment Instruction 1§ &35 =

O By Bank Account #&817F 0
O Transfer to the Policyholder’s sole or joint name payment account EEFREFH A ZBAAXBZ U BEIRFITA O
O Transfer to the Policyholder’s sole or joint name of other bank account” (Not applicable if the bank account is held by someone
other than the Policyholder’s sole or joint name) R EREFAH A 2 EAASHE A 2 HmiRiTP 0"

Bank Name and Branch $R17 & 5172 & Bank No. Branch No. | Account No.
SR1THR 5% DITRSE | BRPSRES

O By Cheque A ZF R,
O Mail the cheque to the Policyholder's correspondence address & 2 R B3 A A 2 B iE
If Policyholder's correspondence address need to be updated, please promptly submit “Request for Policy Change — Non Financial”

form to the Company. MFEEFIREF A A Z B - FREREIERRERFER - IEMH] -

If no identity verification has been performed by Bank staff for this request, please also submit adequate proof showing the Policyholder’s full name and the
bank account number (such as copy of bank book, ATM card, bank statement etc) to the Company. If we do not receive the copy of the required
document(s), the payment will be made by cheque payable to the Policyholder (if and to the extent that any claim is valid and acceptable) and mailed to the
Policyholder's correspondence address. LB E IR A HRITHEFEL I NEZE  BRAKRIXDEREFBEAZTEBRRITPORTB 2 2 2EFH (WETHFRBR
BYEERRHALERIARSE) - FERARELAMEXN  (NABREARLEWEN) FBHUXREAT TREFA A Z BB -

For your attention &/ & :

1. Any claim for Eligible Expenses made by the Insured Person in any foreign currency shall be converted to HKD at the opening
indicative counter exchange selling rate published by The Hong Kong Association of Banks in respect of that foreign currency for
the date on which the actual Eligible Expenses are settled by the Policyholder or the Insured Person. If such rate is not available on
the date concerned, reference shall be made to the rate as soon as it is available afterwards. If no such rate exists, the Company
shall convert the foreign currency at the rate certified as appropriate by the Company’s bankers which shall be deemed to be final
and binding. ERIMAIMNERENSERER  VEARREFBEAXZRAINERGCEREBAER  ZEEETBRITAGEMNE
BKATL2ZBEHBRELRRBT BEARAAZ2ENARE ARANEALEEEERENETLBRE - EFBRITAEREZI
BEHBE  RRAEUARRFEANRITRALBREERRERNTH -

2. If the receiving bank is not HSBC or is a bank account of a different currency, bank charges or exchange rate differences may incur,
which will be deducted from the amount payable by the said receiving bank, if applicable. The Company will not be liable for any
charges due to different bank or currency or rejection of transaction by the receiving bank as a result of inconsistent bank account
details. AWK AIFELRITKTRAEEF O - ZRITAINFEFRRRBEERLHLLEEB - ER - XRAFBETGEREEMETR
RITHEEMEBW PR 2 BERAXERTPFOERMTHMEERER BT -

3. Subject to the terms of the Policy, unless otherwise specified, claim payment will be made according to the current payment
instruction (if any) registered with the Company. HRIEREER - WERAEIER  BESEARFANR ALHEEERE(WAE) -

4. If the receiving bank is a non-HSBC or different currency bank account, bank charges or exchange rate difference may incur which
will be deducted from the amount payable by the said receiving bank and/or HSBC, if applicable. The Company will not be liable for
any charges due to different bank or currency or rejection of transaction by the receiving bank as a result of inconsistent bank
account details. AR P OFEYRTXFREE PO - ZRT R ELRITAIAREFRDRBEEAN L LEE - EA - AR
AT EAEEAETRARTHIEEMBHFE RN s BAIARTPAER T T MEERER - EME -

H. No Claim Discount (NCD) # % {& 71 (Only Applicable to HSBC Voluntary Health Insurance Flexi Plan) (REAREL B EE
REEETE)

Important Note E E & 4l

If after a no claim discount has been deducted, a claim incurred in respect of previous five (5) Policy Years becomes payable under This
Plan, the no claim discount shall be re-calculated by taking into account the relevant claim payable, and the Policyholder shall return to
the Company immediately the difference between the recalculated amount (in respect of no claim discount) and the no claim discount
actually offered to the Policyholder. EHIRERENNE - EARRARAAG)EREFENEENRERAFEZFEE - BIERER
HERBEHAEEEMENAE RMREBEARIAIAAAGAREERRETREREANERETNEASHAENERENTSE
ZFEEJE'\JEEE °
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Personal Information Collection Statement Y5 8 A & ¥l 2 85

Data Privacy Notice

Notice relating to the Personal Data (Privacy) Ordinance

We protect your privacy. Read this notice to find out how we collect, store,
use and share your personal data.

1

HOW WE COLLECT
AND STORE YOUR DATA

We collect your data

e when you interact with us, apply for
and use our products and services

® visit our websites (please see the
“Privacy and Security” section of
www.hsbc.com.hk and refer to “Use
of cookies policy” for details of how
we use cookies)

e from other people and companies,
including other HSBC group companies

We may store your data locally or
overseas, including in the cloud. We
apply our global data standards and
policies wherever your data is stored.

We're responsible for keeping your
data safe in compliance with Hong
Kong law.

2

WHAT WE USE YOUR
DATA FOR

We use your data

e to send you direct marketing if you've
consented to it

e to consider applications for, offer,
provide and manage products and
services

For example: (i) insurance, annuities,
pensions and health and wellness
products and services; (i) educational
materials, (iii) products and services
relating to campaigns and promotions
which you have signed up to

e to design and improve our products,
services and marketing

¢ to help us and other HSBC group
companies comply with laws,
regulations and requirements,
including our internal policies, in or
outside Hong Kong

e to detect, investigate and prevent
financial crimes

e for the other purposes set out in
section B

3

WHO WE SHARE
YOUR DATA WITH

We share your data with
e other HSBC group companies

e third parties who help us to provide
services to you or who act for us

e third parties who you consent to us
sharing your data with

e |ocal or overseas law enforcement
agencies, industry bodies, regulators
or authorities

e the other third parties set out in
section C

We may share your data locally or
overseas.

You can access your data

You can request access to the data
we store about you. We may charge
a fee for this.

You can also ask us to
e correct or update your data
e explain our data policies and practices

You control your marketing
preferences

You control whether you receive
marketing from us.

You can change this at any time by
contacting us.

You can contact us

dfv.enquiry@hsbc.com.hk
The Data Protection Officer
HSBC, PO Box 72677,
Kowloon Central Post Office,
Hong Kong

HSBC Voluntary Health Insurance Scheme Medical Claim Form JEZ HEERAEBHEREX
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Personal Information Collection Statement (cont’d) W5 A & ¥l 2 87 (&)

A

Collect and store

We may collect

e biometric, medical and health/
lifestyle data such as your heart rate,
BMI and steps count

your geographic data and location
data based on your mobile or other
electronic device

data from people who act for you
or who you deal with through our
services

data from public sources, aggregators
and other sources available to us

data from policyholders or members
of our insurance policies of which
you benefit from or are insured by

If you don't give us data then we
may be unable to provide products or
services.

We may also generate data about you

e by combining information that we
and other HSBC group companies
have collected about you

based on the analysis of your
interactions with us and information
which we have collected about you

through the use of cookies and
similar technology when you access
our website or apps

B

Use

We use your data to
e handle and take care of claims

e help us to comply with requirements
or requests that we or the HSBC
group have or receive such as legal or
regulatory in or outside Hong Kong.
Sometimes we may have to comply
and other times we may choose to
voluntarily comply

e conduct identity, medical or credit
checks

e create and maintain the credit and
risk related models of the HSBC
group (such as underwriting models,
health and wellness models and
models/algorithms for data analytics
and artificial intelligence)

® manage our business, including
exercising our legal rights

e determine, pay or collect money
owed to you or to us

e match data held by HSBC group
companies for purposes listed in
this notice

e provide personalised advertising to
you on third party websites (this may
involve us aggregating your data with
data of others)

e other uses relating to the above or
to which you have consented

If you provide data about others

If you provide data to us about another
person, you should tell that person how
we will collect, use and share their data
as explained in this notice.

C

Share

We share your data with

e |ocal or overseas bodies or authorities
such as legal, regulatory, law
enforcement, government and tax
and any partnerships between law
enforcement and the financial sector

e any person who is a party to a
transaction (or a potential transaction)
buying interest or assuming risk in an
insurance policy, such as reinsurers

e payment recipients, beneficiaries or
any person who act for our customer
or you, or anyone whose data is
provided for receiving benefits under
an insurance policy or otherwise

e hospitals, clinics, medical practitioners,
laboratories, technicians, loss
adjustors, risk intelligence providers,
legal advisers or private investigators
who act for us

e any third party who we may transfer
our business, policies or assets to so
it can evaluate our business and use
your data after any transfer

e partners and providers of reward,
co-branding or loyalty programs,
charities or non-profit organisations

e social media advertising partners
(who can check if you have or use
our products and services and send
our adverts to you and advertise to
people who have a similar profile to
you)

\We may share your anonymised data
with other parties not listed above. If
we do this you won't be identifiable
from this data.

D

Direct Marketing

This is when we use your data to send
you details about financial, insurance,
pensions, annuities or related products,
services and offers (such as health
and wellness) and promotional
campaigns provided or hosted by us
or our co-branding, rewards or loyalty
programme partners, charities or other
third party financial institutions and
service providers.

We may use data such as your
demographics, the products and
services that you're interested in,
transaction behaviour, portfolio
information, location data, social media
data, analytics, health and wellness
data and information from third parties
when we market to you.

We don‘t give your data to others for
them to market their products and
services to you. If we ever wanted
to do this, we'd get your separate
consent.

This notice will apply for as long as we
store your data. We'll send you the
latest version at least once a year. If
we use your data for a new purpose,
we'll get your consent.

Note: In case of any discrepancies between the English and Chinese versions, the English version shall apply and prevail.

HSBC Voluntary Health Insurance Scheme Medical Claim Form JEZ HEERAEBHEREX
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Personal Information Collection Statement (cont’d) W5 A & ¥l 2 87 (&)

ERANEEA
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Personal Information Collection Statement (cont’d) W5 A & ¥l 2 87 (&)

A
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J. Declaration and Authorisation 2 B [ 2 #&

I/we hereby certify that the answers and statement given above are true and complete and that I/we have not withheld any

information. K A () FE LB A FATIRHMER B EREN B EE -

I/we authorise any physician, hospital, clinic, insurance company or other individual organisation or government office that has any
records or knowledge of me/us or my/our health, to disclose to HSBC Life (International) Limited or its representative any information
relevant to this claim. This authority shall remain valid notwithstanding my death or incapacity and a copy of this authorisation shall be
as effective and valid as the original. A (%) REEMEAERA (F) BEBERNRBAEMLE 2 EE - Bl - 2F7 - REARISKEMALA -
BN#ERES ASRE (BR) ARARSERKEREAA(F) 2EHAEN - IRBEERAA (B) TR EBRENBRAER - REE
EZRHAEATBEY -

By signing below, |/we agree that: HSBC Life may use and disclose all personal data about me/us and/or Beneficiary that the Company
currently or subsequently hold for the purposes as set out in the Notice relating to Personal Data (Privacy) Ordinance which
accompanies this form. The Company will collect, use, disclose and transfer my/our and/or beneficiary's personal information, for the
purposes necessary to detect and prevent fraud (whether or not relating to the policy mentioned in this form to the following persons
who may collect and use this information only as reasonably necessary to carry out the purposes described above: organisations that
consolidate claims and underwriting information for the insurance industry; fraud prevention organisations; other insurance companies
(whether directly or through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and
their operators) used by the insurance industry to analyse and check information provided against existing information. &K A ()& T 5
FENRE  ELRBUBRAREEMOBNEAER (LB GO BANIEOREEAMBEEARNARLEARBREEEAA (S
R/ ZZHmANDHEAER - ERAHKE 8 BEREBAA(F) R/ XZm ANBEAEREUTALT - UBEERFP EEREFT
R(ERESHBAREMBELOREFR MENEN MUEMREEEEEZTERTLABNZERATAAIRENERELEER : B
BRMERRNARELNELR  TRFFAS  EtRB AR (EmEEEM (S RBHAFAMIARRFERZNEMAL) : MRERE
HRBAMMEMRERNERMEE D TABRENREERECM(REELEE) -

The beneficiaryl(ies) has consented regarding all of the above. IREZH A (Z) R E N FIER »

Signature of Insured Person &R A% E

Signature of Policyholder IRE#HEAEE

Name %% :

HKID/Other ID No. E B &M,/ Hib & () BEARE :

Name %% :

HKID/Other ID No. E B &N E,/Hib & () BEARES :

Date B (DDA /" MMA /YYYY4) :

Date A3 (DDA /" MMA /YYYY4) :

For Bank Use Only

O Client's identity card copy attached
O Copy of Client’s other bank account information checked (only applicable if customer choose to
pay to non premium deduction acount)

Branch Chop

Staff Name Staff ID No. Contact No.

Servicing Staff IA No. Servicing Staff Rl No. Branch No.

HSBC Voluntary Health Insurance Scheme Medical Claim Form JEZ HEERAEBHEREX
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CHK1MEDIC2

Part Il - to be completed by the attending physician/surgeon at the claimant's own expenses in English or Chinese

ZH-HEDEE PNBEURYRP VAR FIEEABRREABTRE

A. Details of Insured Person (Patient) 2R A (FFEA) EX
1. Name of Insured Person (Patient) &R A (JEA) 15 : 2. Date of birth 4 HHJ (DDA MMA /YYYYHE)
3. HKID card/Passport no. &8 & 177 /R 5% 15 4. Age Fi# ¢
B. Clinical History [ K% B
5. (a) Date of first consultation /X &% HE (DDH MMA /YYYYE) :
(b) Symptom(s)/chief complaint(s) presented onset date HHEEBE, EHFBEZBH (DDA MMA YYYYE) :
6. How long had the patient been experiencing these symptoms before the first consultation? B AE B XK MZBHECEFEEZA?
7. ls it a chronic/recurrent iliness? & B 1814 18 # K iK? O Yes & O No &
8. Diagnosis of condition (ICD10 WHO version BB & E 2 A ) KI5 26 -
C. About Hospitalisation/Day Case Procedure/Advanced Diagnostic Imaging Test HR{EBt BB Fili £ EZBIHBRE
9. (a) Name of hospital/day case procedure centre/medical clinic 2z, B FiT#EE P L BE E?ﬁfr%ﬁ
O Inpatient BT O Hospital OPD 28t O Day Centre HE# L» O Medical Clinic &2 AT
(b) Ward class £ 4% 5l
O Private fLEXE O Semi-private ¥f.XE O Ward X% O Hospital day ward &Bt B fif
O Day case procedure centre H I Fir#E &0 Medical clinic BEZ AT
(c) Date of admission/treatment Aft,Ja&E B H (DDH MMA /YYYYE)
(d) Date of discharge Hifz HH#I (DDH, MMA /YYYYE)
10. Final diagnosis at the time of discharge i b b5 &% 1% #) 2 T
11. Name of surgery/treatment F il g8 B2 78
12. Has the patient been consulted by other Physician/Surgeon(s) during this hospitalisation? i A & 73 7> (£ B2 B 8 1A H 0 B8 4 /IRl B8
E k@
O Yes =& O No &
(a) Name of Physician/Surgeon £& 4/ JMih 88 A 14 42
(b) Reason R
(c) Treatment Performed JAE 15
13. Please provide details of the hospitalisation, including treatment, investigations, tests conducted, on-going treatment and recovery
plan. IRHER XIS - BERBRE  BE - AHER  BESEREEE -
14. Did the patient take any home leave during the hospital confinement? & A & 75 7 {3 BT 23 R Bl B 2 OYes® ONo#&

U

If yes, please specify the reason and the period of home leave fAF - 5+ BA &% B B b5 ER A1 R ()
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C.

About Hospitalisation/Day Case Procedure/Advanced Diagnostic Imaging Test (cont'd)

THRERBEFMN EEZELHRE (H)

15.

Please provide details of the period of hospitalisation including reasons for number of days as in-patient. 5 2 2 X BT B H &

16.

Is it possible that the treatments/investigations of the patient be managed on an out-patient basis? EAKAE HBE LB AIEFM D
AT 7
O Yes & Please provide reason(s) for this hospitalisation 5t B A N BERE T BB 2 BRHA

O No & Please provide reason(s) & e R A

D. Professional Opinion E¥ 5§
17.(a) In your opinion, was the hospitalisation a result of recurrent episode/chronic illness or related to a previous condition? %R &2
RERREABEEN REERKZAOER,BIN?
O Yes =2 O No & If yes, please provide dates and details. & 2t B B #1554 BF 40 &7
(i) Date BEH (DDA, MMA /YYYYHE)
(i) Details #&S
(b) Was the condition due to or associated with the following? FilliE R & EIA NHEEER?
O Accidental bodily injury E9N 552514 O Self-inflicted injury B&1EZ= O Abuse of drugs or alcohol & i 2 %) 3t B #5
O Mental disorder #5182 &l O Refractive error & 1E O Developmental condition % & [ &
O Infertility or sterilization T X EE O Contraception ## % O Treatment for cosmetic purpose =AM E KA &
O Vaccination & H # & O Pregnancy £% O Congenital condition & XK F, EE
E. Cancer/Tumour-Related Treatment i & HBE K %
18. (a) Type of treatment administered & B & 48
O Surgical 9MNEFA & O Chemotherapy 1t O Hormonal Therapy & 5O &
O Target therapy 1Z %88 & O Radiotherapy & & O Immunotherapy % & & &
O Other HAfty
(b) Date of treatment ;8 B (DDH, MM A /YYYYHF)
19. Please provide details of the treatment including drug name, doEage, frequency and duration of treatment, all other types of
treatment and any complications IR HABEMENINELY) 2 FE - BB 8 - R ESAR - BER BN R E 4R BRI R & O 3 E
F. About the Health History 5 B8% 4 0 8%
20. Has the patient previously suffered from related conditions of this illness? If yes, please provide the dates of physician’'s/surgeon’s

consultation/hospital admission, details of conditions and diagnosis 7 A & & 38 B2 W R R AR RO 0K 2 i - B IR Mt B A4 /Hh Rl ge
ARPBEE - ARBH - AEABRKEZEH
O Yes & O No &

Date of physician's/ Name of physician/ Symptoms Diagnosis Treatments given (please
surgeon’s consultation or | surgeon/hospital 4, | R 2 state name of surgical
hospital admission IBIEEH N BT procedure if performed
BEIBIBERDSE or to be performed) 2
br B £ HEeE (FIHEER YK
(DDBE/MMA /YYYYH) HEETHFIERE)
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G. Other £%&

21. (a) Are you the patient’s usual physician/surgeon? B2 BB ARIEFE A /IRl B 42 O Yes =& O No &
(b) Referring physician’s/surgeon’s name and address, if applicable #1188 4 /SMNR| B8 A B9 #4£ 42 Ak - 40 3E A

(i) Name of physician/surgeon &4 /MRl 28 A #E 5

(i) Telephone & 3% %7 15

H. Declaration and Authorisation B K 2 #&

| hereby declare and agree that all statements and answers to all questions are complete and true to the best of my knowledge and
belief.

AANBLBARAS LA —RARBENMEESER  REAAFANMGE  DAEEL ML HE B -

Name of attending physician/surgeon (with qualifications) Signature and name chop of attending physician/surgeon
EZIRE AR (EF) ERIRBEEEARES
Address b F Contact Telephone No. B 4% 2 5% 5% 15

Date HEJ (DDH MMA /YYYYHE)
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