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FirstCare / FirstCare Plus Medical Insurance Pre-authorisation Form

BEIR/ 2REEEEBEE BEAMBEPFE

Five Simple Steps &5 A4 5

1 | Call the AXA Customer Care Hotline at (852) 2867 8678 to enquire your benefit eligibility and coverage.
ABE AXARERE RIS EAR (852) 2867 8678 & Al £ A M) B R (RIZ 1% R ARFE & [E] -

2 | FirstCare Medical Insurance: Please complete and send Pre-authorisation Form to AXA at least 2 working days prior to admission/treatment by email
or fax. Upon our receipt of all required documents, AXA will notify you the result within 2 working days or prior to the admission/treatment (whichever
is earlier).

PEEREE - BEAEANERER IEA/\FE//éf ZOMETERBBRERLAXKARE - BWHATEXMHE - AXAREEEMBEIIERANSIE
ABr /65 Rl (LA??E%F‘%E) B AEAE

FirstCare Plus Medical Insurance: Please complete and send Pre-authorisation Form to AXA at least 5 working days prior to admission/treatment by
email or fax. Upon our receipt of all required documents, AXA will notify you the result within 5 working days or prior to the admission/treatment
(whichever is earlier).

PR EREBETE : E%EI%”E%%H?EE* * jﬁﬁé)\lﬁ/iﬁ%ﬁﬁié‘?ﬂIT’E?&%@&%Q%AXA?% o BINE RS E - AXARBREERBEILIERA
:EEMJL//S{%EU(M;‘TSE%Z%E%)‘ TEMER

Email EEHBUE : Firstcare.preauth@axa.com.hk
Fax no. fEE 5175 : (852) 3009 4518

3 | Upon the approval of pre-authorisation, we will inform you the pre-authorisation details and will issue a “Pre-authorisation Confirmation Letter” stating
the status of arrangement including the pre-authorised limit to you.

AR ZE - BPISBAEEBRECIARRS - YR [TRAREERE] KEJIBERTY - BEBEEAMKRES -

4 | Direct Billing Service B4 & R
Upon admission/treatment, please present your Medical Card to the designated network hospital/healthcare facility for registration.

AR BB - BRIEEERER/ BREES TR - B RENEBER -

If you will be confined in the designated network hospital, we will issue a “Letter of Guarantee” stating your pre-authorised limit to the designated
network hospital prior to your admission.

IRERIEE AR BEREZERDAE - ROISNEARMEL [ H7RES | REBEENRRERGECHMER -

5 | Upon discharge/after treatment, AXA will settle the bill directly with the designated network hospital/healthcare facility for eligible medical expenses
within your pre-authorised limit. Once AXA completed the claims assessment, if there is any shortfall, a “Shortfall Advice” with details will be sent to
you prior to the shortfall collection.

HBEHaER - AXAZ B ER AIEEARM SR/ BERES NRAMZRERANSERBRER - AXKARETRBENGR - MAEEABEEZERK
1S PR R IE B A B ) [RREEBARRNFUBANIE ] - DIBRA A -

Please Note f&/EX :

1. Please take note that non-network doctor may charge to fill out this Pre-authorisation Form and AXA is not responsible for such charge being incurred.
BRI BN BRI EARTA SR AR B - AXAZEB ST E8RENLEF -

2. Final decision of pre-authorisation application or direct billing approval is subject to the discretion of AXA.
AXAZBRETEFMERFXEEEGEMRRZ RIRTERE ©

3. If admission/treatment is due to illness/disability which is considered under exclusions of the policy, the pre-authorisation application and/or direct billing application will be
rejected.

WABE R E B ARIRETZRIER ZHIR/INIE - TASEBIZ B E R/ KBRS B EEWIE -

4. You will be required to provide treatment information and authorise AXA to collect any shortfall (i.e. the amount we paid to the designated network hospital/healthcare facility for
items which are not covered under the plan or exceeds the benefit limit), if any, from your designated credit card account or bank account. For more details, please refer to Pre-
authorisation Form Part | or Medical Insurance Application Form (if applicable).

AR EOE T B K R IRRE AXA T BAC I E 615 AP A SR 775 O AP YR B8 22 SR 3K (BB I 6 E A 4% B b / B i IB SS9 T TR BT BIRIE s i R ISIR B 2 TH B A R &
B)(nE) - FIEFLEREEMERBFRE S BRI PFR(WEH)

5. The actual date of claims notification of direct billing depends on the submission of required documents by the designated network hospital/healthcare facility.
BB E MG E IR B BT T 16 TE AT B8t B R I S XA T R B T T B AT TR

6. In case the actual medical expense exceeds the pre-authorised limit stated in the “Letter of Guarantee”, you will need to settle the balance directly with designated network
hospital/healthcare facility and submit a claim with Claim Form and original receipt(s) for assessment to AXA afterwards. (Payment of charges for any items not listed in the policy
schedule or not covered under the plan will have to be bome by you).

WEREREFML [(1UREE | JI|B 2 TSI IRERE - CAERE PR AT BT/ BB IE S (T8RN - W FIAXA BB R RIAR N IEARY IR BARE (THIPMRIETH A R T 5
Bt EIRERIER 2 BB FABEETTRIE)

Shortfall Collection Arrangement WEVEEE =X L HE

14 days after issuance of the Shortfall Advice, AXA will debit the shortfall from your designated credit card account or bank account.

RBEEBEZERRARBAER 14X - ANWZEBREIETENER TP OSRTEOPUREREZERK -

The credit card holder must be the Policyholder or the Insured Person or person with direct relationship to the Policyholder or the Insured Person i.e. spouse,
partner (only applicable to FirstCare Plus Medical Insurance) or a parent of a child who is under the age of 18 or full-time student aged 23 or below).
ERRFRALARRE ZREFAANZRA » KEREFFAXZRAGEZBE - ARG HR(REAREEIEBREBRTE) REFZR185A TR
R2BBEFATERHNBEZRXE -

Only Visa or MasterCard credit card (valid for at least 6 months from the date of admission/treatment) will be accepted.
12# % Visask MasterCard 5 R (EB R ARV AR A SaE BB Z=DREAR) -

Please fill in Part | of the Pre-authorisation Form about credit card authorisation and declaration.

HHEZBAMZEFRE - BOABREARRELER -
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FirstCare / FirstCare Plus Medical Insurance Pre-authorisation Form - Part |
BR%/ 2BRREEBETERAMRPFER - F—o

For the application of Direct Billing Service at Network Hospital/Healthcare Facility, please complete below information.

FEZUTENMEEERAXEBR/ BREE EREERERE

1. Credit Card Authorisation and Declaration 1= fi =2 # & &

| HEREBY AUTHORISE AXA General Insurance Hong Kong Limited (“AXA") to charge the credit card account (as specified on this FirstCare/FirstCare Plus
Medical Insurance Pre-authorisation Form) to repay any medical expenses not covered by the policy or shortfall incurred.

AR R RRBEERA R (B [AXALRE DRAAZERRFA(FIRE) [ 2£601%/ 2RIEBE B A SEERZRER] PHRIAEREETIREGEE
AR EREZEFRK o

| HEREBY DECLARE that the below information is true, accurate and complete; agree to fully indemnify and hold AXA harmless from any loss, claim,
damage, proceeding, cost, expense and liability directly or indirectly suffered or incurred by AXA in connection with the disclosure of any of the information
contained herein or processing any such transfer(s) or payment(s).

RAZRBBATH 2 ERDEEE - ﬁﬁ@&m IR EE AXARBRIEREEEER - TMEAXARERERBEARREE T 2 ETE R SR IE a2 S AR K
EESMEESIBBUE@MEL AR - BE */\ Eﬁﬁ SHEREE -

Remark: For security consideration, please note that we will no longer ask for the full Credit Card number via physical or softcopy form.

i ERZE2EE RS T EEAERKEFREZNENZBERRR -

2. Policy Details/Credit Card Details REE ¥ /= AFER

Policy Number

RESRES

Name of Policyholder

REFEALS

Name of Insured Person (Patient)

ERABA) S

* Only Visa and MasterCard credit card will be accepted. Credit card must be valid for at least 6 months after the date of hospital admission/date of treatment.

ERWEN REBFER - FRRERILASINEA (b AR R #Z0a% A #iest) -

Please fill in the Confirmation ID shown on our Digital Payment Authorisation Portal below. B T HEBE TR SFEF A FERAIREID -

Confirmation ID | |

I ID

Full Name in English of Cardholder
ERRBEARMA

[0 Policyholder or Insured Person (Patient) {REE#HH AR A BEA)

E:lrzggn(spzlgem)th the Policyholder/Insured O Policyholder or Insured Person's (Patient’s) fRE+5H A ZRA B A) 2 (Please specify/ s 7£H)

HBREHFAIRRABA) ZBIE

Signature of Cardholder

(Must Match with Bank's Record)
ERRFEAES
(W/EERFRBIRTTACEAER)

Signature Date

EZHH DDH MM A YYYY &
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FirstCare / FirstCare Plus Medical Insurance Pre-authorisation Form - Part Il
BR%/ 2BRRESBETERELMRPFER - F-D

To be completed by the attending physician/surgeon X2 EB4E/IRELEEE

(A) Details of Insured Person (Patient) Z{& A (B A) &E¥

Name of Insured Person (Patient)

ERABA) S

Surname % Given Name %

OMr. 584 OMrs. KK O Miss/ME O Ms. &+t

Policy Number

IRESRHS

Contact Number (Use for follow up of this pre-authorisation F R R 2 5 78 4 #4%)
BB E R

Insured Person’s (Patient’s) Identity Card/Passport Number

SRAEA) B D78 /& RS

Date of Birth (DD/MM/YYYY)
HAEREI(R/A/IF)

(B) Particulars of Medical Information EiFK & ABR & ¥

1. Symptom(s)/chief complaint(s) presented

2. Onset Date (DD/MM/YYYY)

R E R REHBEBE(E/A/E)
3. Diagnosis 4. First Consultation Date (DD/MM/YYYY)
i BXEZBE(R/AIF)

B/ ERRR

b.lsita Chronlc/recurrent iliness &4
OYes ONo#&

If “YES", First Onset Date (DD/MM/YYYY)
R HRAEEE AR/ A/E)

6. Name of HospitaI/Day Centre/Clinic
BBt/ BIEFR O/ ZATRE
O Inpatient {¥ft  [J Hospital OPD EFiP9%

[ Day Centre BRI

U Clinic 2F7

7. Date of Admission/Treatment (DD/MM/YYYY)
ABe /e RE(R/ A1)

8. Bed Class {EFT &3l 9. Daily Doctor's Round Fee
[J Private L% [ Semi-private ¥#.%XE [ Ward X% [ Hospital Day Ward 2&Fx B EEE HEAKEE

10. Estimated Length of Stay 11. Daily Room Charges
TEEt &R B & BREBEA

12. Name of Surgery/Treatment Surgery/Treatment Fee
FrREIRE FhraEER

13. Name of Medical Implant (if any) Medical Implant Charges (if any) 14. Operating Theatre and Materials Charges
BREAEELB(E) BEREAREER(WA) FirERWEER

15. Anaesthesia N o - = R Anaesthesiologist’s Fee
e OGAZHME  OMACEEME  OLA B3 R 8 A 2

16. Referral to Specialist (if any), please provide name and reason. Specialist's Consultation Fee
BNEMBE(E)  FRAEBELEELERERER - HERBEDEER

FiRERE /A ZEARA (Gl ER/X teE /8

17. Diagnostic test (e.g. Lab Test/X-ray/CT/MRI/PET scans) required during hospitalisation, please provide reason.
5 MR /i ) HAR/ EE TR

(EBTHETT

Diagnostic Test Charges
ZHEARER

AR RARMEERE EEERET

18. Therapeutic medication required during hospitalisation, please provide reason.

Medication Charges
ZMER

explain why hospital stay is necessary.

nRRERZ B 8 RYIDARR—RPIZ T — R AT s — AR5 RE/FI2 Tl -

19. If hospitalisation is arranged for physiotherapy or a surgical procedure that is normally carried out in clinic or day centre or hospital daycase/OPD, please

ERPAERZRA -

20. Estimated Doctor’s Fees (Total)
HEE B (M)

21. Estimated Hospital Charges (Total)
TEERRER (4

)

[J Anal fistulae ATFIEE

[J Tumours of internal organs ME8ESE fEE
[ Diseased tonsils requiring surgery 75 £
[J Sinus conditions requiring surgery 7 2 8) FfiTH) & AiE

BFMRIIRE

[J Congenital/Hereditary/Developmental anomalies 5o X% /B E&EF /25

FEE

22. Was the medical condition caused by or related to the following: tLiE2 & £ T 7150 BRI 3| 2 :
[J Tumours of skin, muscular tissue, bone tumours or malignancies of blood or bone marrow /7 & Fl }JL A 48 4% 1E 72
[J Hypertension, cardiac disease or vascular disease & I /B 5/ 0x i 7 75 3% I & X %
[J Calculi of kidney, urethra or bladder B4 A « RELEASEMER

- BREBRIAREHENEILR

[J Gastric or duodenal ulcer /8% + +—

BB ES

[ Diabetes mellitus #&/K#% O Tuberculosis fif &1

[ Gall stones fE4EA

[ Pathological abnormalities of nasal septum or turbinates & R 52 F &
[J Hallux valgus #2513
[ Haemorrhoids &&

O Hyperthyroidism FF AR BRI B 126
[J Cataracts H A&
[J None of the above JA EE A

RAZEBRARRE B — YRR REAENMBEER

BREERMILHEEEM -

| HEREBY DECLARE AND AGREE that all statements and answers to all questions are to the best of my knowledge and belief complete and true.
MAANFTEPAE -

Name of Attending Physician/Surgeon
FRBRE/IRIBESSE

ES 4 EaPIEE

Network Doctor Code (if any)

BB LR (0H)

Name of Network Provider (if any)

Signature and Chop of Attending Physician/Surgeon

BHULEE

BEEREE(E)
Date (DD/MM/YYYY) Contact Number Fax Number
BEI(H/R/F) BB E BEERT
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Declaration and Authorisation 8 1% #

1. I/WE HEREBY DECLARE AND AGREE that (1) all statements and answers to all questions whether or not written by my/our own hand are to the best of
my/our knowledge and belief complete and true; (2) AXA General Insurance Hong Kong Limited (the “Company”) is not bound by and is not required to
rely on any statement which I/WWe may have made to any person if not written or printed here.

2. I/WE HEREBY AUTHORISE (1) any employer, medical practitioner, paramedical examiners, hospital, clinic, insurance company, bank, financial institution,
police, government institution, or other organisation, institution or person, that has any records or knowledge of me/us to disclose such information to
AXA General Insurance Hong Kong Limited (“the Company”); (2) the Company or any of its appointed medical examiners, paramedical examiners or
laboratories to perform the necessary medical assessments and tests to evaluate in relation to this claim. This authorisation shall bind the successors of
and remains valid notwithstanding death or incapacity. A photocopy of this authorisation shall be as valid as the original.

3. Inrelation to the personal data collected in this form and provided during the course of the claim process, I/'WE ACKNOWLEDGE AND CONFIRM that:
(1) (unless specifically indicated otherwise in this form) the personal data requested in this form (or otherwise provided during the course of the claim

process) (“Personal Data”) is necessary for AXA General Insurance Hong Kong Limited (the “Company”) to process the insurance claim and any

such data not provided may mean the claim may not be able to be processed;

the Personal Data may be used by the Company for purposes which include a) providing to me/us the products/services of the Company, other

companies of the AXA Group (“your affiliates”) or your business partners, and administering, maintaining, managing and operating such products/

services; b) processing and evaluating any applications or requests made by me/us for products/services offered by the Company and your affiliates;

c) providing subsequent services to me/us, including but not limited to administering the policies issued; d) any purposes in connection with

any claims made by or against or otherwise involving me/us in respect of any products/services provided by the Company and/or your affiliates,

including investigation of claims; e) evaluating my/our financial needs; f) designing products/services for customers; g) conducting market research

for statistical or other purposes; h) matching any data held which relates to me/us from time to time for any of the purposes listed herein; i)

making disclosure as required by any applicable law, rules, regulations, codes of practice or guidelines or to assist in law enforcement purposes,

investigations by police or other government or regulatory authorities in Hong Kong or elsewhere; j) conducting identity and/or credit checks and/
or debt collection; k) complying with the laws of any applicable jurisdiction; ) carrying out other services in connection with the operation of the

Company's business; and m) other purposes directly relating to any of the above.

(3) the Personal Data will be kept confidential but, subject to the provisions of any applicable law, may be provided to: a) any of your affiliates, any
person associated with the Company, any reinsurance company, claims investigation company, my/our broker, industry association or federation,
fund management company or financial institution in Hong Kong or elsewhere and in this regard my/our consent to the transfer of my/our data
outside of Hong Kong; b) any person (including private investigators) in connection with any claims made by or against or otherwise involving
me/us in respect of any products/services provided by the Company and/or your affiliates; c) any agent, contractor or third party who provides
administrative, technology or other services to the Company and/or your affiliates in Hong Kong or elsewhere and who has a duty of confidentiality
to the same; d) credit reference agencies or, in the event of default, debt collection agencies; e) any actual or proposed assignee, transferee,
participant or sub-participant of our rights or business; and f) any government department or other appropriate governmental or regulatory authority
in Hong Kong or elsewhere.

(4) I/WE may gain access to, or request correction of my/our personal data (in both cases, may be subject to a reasonable fee) at any time by writing
to: Data Privacy Officer of AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability) /AXA General
Insurance Hong Kong Limited at 5/F, AXA Southside, 38 Wong Chuk Hang Road, Wong Chuk Hang, Hong Kong.

4. I/WE ACKNOWLEDGE AND CONFIRM that the Personal Data may be provided to* The Hongkong and Shanghai Banking Corporation Limited (“HSBC")
for any of the purposes listed above in 3.(2) and for the following additional bank related purposes: ensuring ongoing credit worthiness of customers,
creating and maintaining credit and risk related models, providing the personal data to credit reference agencies for the purposes of conducting credit
checks and other directly related purposes, determining the amount of indebtedness owed to or by customers and collection of amounts outstanding
from customers and those providing security for customers’ obligations.

* This is applicable only if you are applying for a product and/or service of, or making a request to, the Company through HSBC as the Company’s

distribution agent. The Personal Data will not be provided to HSBC for any of the purposes listed above in 3.(2) if you do not apply for the product and/
or service of, or make a request to, the Company through HSBC as the Company's distribution agent.

5. AAN/HFEILERARRE (1) Ll — B RRENMAEER - TRELSAA/BMBFHAE AN/ BMIMARE  SREEHIHEEN QAN
PIEHER APTE L AR 22ET - ﬁﬂxxﬁﬁttEEE%%J:tﬁﬁ%iEﬂﬁ ZERBRBRAB(TERR D TNAZELRE -

6. ARAN/FHMIZEE)EAEE - fAE - BEAS - B ‘f/‘ﬁﬁ 1%@“? A - RTT - WIS - BR - BUHEE  sSKEMARR - BB AL - LAESS AT
AIARN/ B2 280%E AR BZEEHERGTRREBRA 2) LRI B R A B HIETE 2 BAESLERET - AIBULEERBE AN/ RPETHNE
ZEﬂz’Kgﬁig‘ng1’!57??*?21&/\/?&1?32%13 ¢t&$“*mf\/wr’32@7¥</\ﬂﬁ HIRTT : BMEAR N/ R SR EITREENN - WRIEDAR S - RAEEER
2 EdF 3

7. BARRULRERMNEERERTKENBEAZRR - AA/BPIRERHER

(1) BRIFRAKAE ERFRTH - RRIEPTERITHOMEA DS (N BRI R ER P RFIHOBAER) ((AAEH ) BHZERBBR AR ([ ERR )RR
RERRERBHMFBER - HREREY E@ﬁﬁ%—?ﬁﬂ%ﬁﬁEE%%E'JEJQWF?&J}E@? )

(2) E/‘Tﬁﬁﬂﬂl‘iZﬂ/\ﬁﬂZFﬁﬁ@% ) REEAE  RESEMEMAR(REFE S DXERRNEESEBHEZER/RE - ARREM 45 7
BMRIERZSER/ R © b) J&%E%?’rﬂuﬂﬁ$/\/ﬁzﬁ’ﬁ/ﬁ:$"T&kﬁﬁﬁaﬂﬁ‘ﬁﬁﬁ%ﬁzgzu%/ﬂﬁ%kﬂjE’JEHEE B K ;) MAAN/HMRERERS - 2
%@T\Fﬁﬁiﬂﬁ/a}iﬁﬁﬁﬁ’ﬂ% d) Bt E N BN/ 3k % A% B Hkﬁ‘%ﬁ’]f{ﬂf‘%uu/Hlﬁ’zﬂﬁEE$/\/$&1F‘1&§BT$/\/&1F?&&E’Ji%ﬁﬁﬁﬂfv&$/\/ﬁz
IRV AR ARRRRO (T H &Y - @?E%imﬂé )uTr1E$/\/%sz‘1E’Jﬁ7ﬁ&aﬁ7k f) REPRETEM/RI : g) BFEHREMBREITTISHRN : h) T
UEBZRTZIROER B MRS PIRF B B SR A /BB RIREAER ;i) ELEAEEMAIARE - RAI - R0 BT ASUSSI M2 RN RBENHIETBRES
LASNEL{th 3tb 75 #9275 Sl ELAth TR AT 3 B B B AR MET TR )ﬁf?%f’ﬁﬂl/iﬁzﬁﬁﬁEﬂ/Mﬁ*LL& k) EFEMERNREEERNERE - ) FRE
BAREBLEFRNEMARS : Fm) E EEE R E’]E%ﬁ%ﬂmﬁﬁﬂﬁm °

(3) EAERE TARE - BEETEMEREEGEONET - AJRMEE - a) URNEERLEBAINLA BT WEM LR T - &2 RN IR
+ - FAIBRBRAR - R \"T ANIBFIZREBELR - (TEBISE  ESEERASRSEME - URALTEmE - AN/ BARESAA/
PR ER BB 2 RTERI © b) EFHE R EIR/ k2 B B T7 FR AL A (R fm/ IRFS T AR A /B PIkEt B A A/ FRAPIHR H 0 sl 2B At 3 B AR A/ P96 (4
f‘fﬁ%*@%ﬁﬂ’]&ﬂ/\i(FJHAZME%E) c) E%%&%%Mﬁ\\ﬁ@iﬂzﬁﬁi”Tﬂ/iﬁﬁ’zﬁﬁﬂﬁﬁﬁ?m@%ﬁﬂ( &ﬁﬁZEﬂﬂHETTXIzﬂ@/\ﬁﬂEﬁ1%7%i‘%ﬁ’]
ERRE  ABEKE=  d) EEERRBR(ELRBRERNERT)ERNRRRF o) ERARMNIEBNERNERIEHENEEA - ZETT
SEESRDEE ) E%ﬁ%ﬁi??&%ﬁ\\ﬁ@ﬁﬂﬁE’UE@BZH*BF‘?&EML?SE’JEAIW&?M%@

(4) AAN/EAFIRIBER BUR B 2 B AR R (A FUE) AR D T(Fﬁ%LﬁﬂﬁﬁXiﬂ’Jﬁﬁﬁ A/ ZERBARA A ZEAERRET (LI - FERERMENIE
3L RIELIE)ER] - ABFERAN/BRFINEAER(BEAFIREREH MERERRWRERER) -

8. ARA/RPIANZERFEREANER AR *HEFABIIN3.2) 2B E’J*DT@JE@ETTﬁFEE’J%@I\E MiEftie T A DEELIRITARAB(ES) - REPE
EEEERERN  BIMEREEMERMNAERKR - ﬁiETT1*ﬁH$?ELA&E1mET§$EEEE’JEE’]ﬂﬁﬁfmﬁﬁﬂﬁﬁi&%%k SEYNCTEN ﬁ?’émrﬁﬁ(%ﬁﬁ’]f
BREPARERNLBARBESHARS 0/RFIREIER 2 NBYRETOR -
* &tf%kﬁﬁﬁé%ﬁTiﬁﬂEE(Vﬁz%zkﬂTﬁ’J DHHAIEAN) BE ZK’&TB’]Euuﬂl/&Hﬁi‘%i%ﬁﬂxﬁi({”E?’%ZK’AETB’U%%F&%)\)ﬁﬂZIK’AﬁT%EﬁEH?B’\]‘I%?R°ZZD%
ETNIERERES((ERAR iﬁ1ﬂ§)\)$§a$ AMEMRMN/ZRGREBREL (ERAARNDHREAN) ARAFREESR - BTOEABRE
TEE £X3.(2) it E’]f?cﬂﬁfiﬁﬁﬁktwm L

(2

[J Signature of Insured Person or 2R A& 5k Date (DD/MM/YYYY)
LI Signature of Policyholder (if insured person is under 18 years old) BH(R/A/F)
ERAAEZ(WNZRARRT\BR)

Important Notes EEH1E :

The above policy is underwritten by AXA General Insurance Hong Kong Limited (“AXA"), which is authorised and regulated by the Insurance Authority of the Hong Kong SAR.

AXA will be responsible for providing your insurance coverage and handling claims under your policy. The Hongkong and Shanghai Banking Corporation Limited is registered in

accordance with the Insurance Ordinance (Cap. 41 of the Laws of Hong Kong) as an insurance agent of AXA for distribution of general insurance products in the Hong Kong SA

Mﬂ%ﬁﬂaﬁmﬂﬁﬁﬂﬁ A([AXAZRE AR AXAZBERTBRBELERREL T EEE - AXKAZRN B ERRBEFRECRERBRENREIERERE - BELEELRTE
RRAIBRBRBREED (BEEDIE 41 2)EMABAXAREREBIFRIITHR D 8 —MRIRRE @ 2 KRB AIER

Issued by AXA General Insurance Hong Kong Limited i %2 1R 5 G R 2 7] FIJ&
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