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Cashless Hospitalization Service Pre-Approval Form 7 23k 8RS 5L (L EH 552 (C09)

l\iame of Insured : Name of Policy Owner :
RN PREEFFA A #E4
ID Card No. of Insured : Insured’s Present Occupation:
ZERAN SO EEIRS - SIS

Important Notes EE R EHIE:

1)

2)

Please complete and submit this form to us *at least 4 working days prior to the planned admission (*at least 5 working days for non-Hong Kong / non-Macau hospitals). All parts

must be completed before YF Life Insurance International Ltd.(“the Company”) will process the application. The Company have absolute right to approve or reject any Cashless
Hospltallzatlon Service.
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The approval of the Cashless Hospitalization Service is no way constitute an admission of liability. The Company will have claims assessment based on the relevant claim form
medical documents. The claim decisions will be made subject to the terms, conditions and provisions of the policy.
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PART | : CLAIMANT’S STATEMENT %—‘&B{ﬁ : _?EEAE%
1. If hospitalization / surgery is due to accident, please provide: R BEINMZ 5 M EF%/82 F107 » FHefil :
la. Date of/accident: la. / /
= =1 S
R EREIMYH A MM DD H Wi
1b. Place and cause of the accident: 1b.
BN ALY BE R st
1c.  Which part(s) of the body was injured: 1c.
%{%E@E’Hﬁnmﬁ
1d. Had the accident been reported to police? If yes, please attach 1d. N "
poI|ce report and / or pollce statemen ) DNO ARE
HESEREINRE? 5H %giﬁ Bl R/ B4R Cyes g
2. If hospitalization / surgery is due to sickness, please provide: Z5 R B R M {EFE/B2 F1i7 - FHafil :
2a. Signs and symptoms: 2a.
TR IR
2b. Since when have these signs / symptoms first appeared? 2b.
WIR 2B R/ AR H A /. /
MM H DD H CCYY 4£
3. Consultation information 2278215 :
3a. Date/ Doctor name and address of the first consultation for 3a.
this accident / sickness or related condition: / /
RSN B EH B AT E R E HHH B A 4 Rt bk MM A DD H CCyy &
Name and address of Doctor B&4: % fif J Hirdi:
3b.  Please provide all doctors’ information who were consulted 3b. Name of the Doctor  BS5E 44 7% Address of the doctor &R
for this accident / sickness or related condition.
I ATE E 2 R AN BB R T T A
3c. Name and address of Insured’s usual medical attendant: 3c. Name and address of Insured’s usual medical attendant:
ORI A A7 stk EIINES i T AT
3d.

Except for this claimed condition, the details of the last

medical consultation: 3d. Date of consultation : / /
> e ST AL Sk HHE MM DD CCYy
B RIS b R KPR Ao b *

Cause of consultation :

R

Name and address of the doctor :

B4t etk

Slgned by Po\lcy Owner X




4. Declaration and Authorization EEA R %4 :

PERSONAL INFORMATION COLLECTION STATEMENT
1/We understand and agree my/our personal information (including a record of my/our image or voice by whatever means and my/our health information) collected by or held by YF Life
Insurance International Ltd (“the Company”) may be used for the purposes of: (1) approving, evaluating or processing my/our insurance application/policy service request; (2)
administering, maintaining or reinsuring my/our policies; (3) adjudicating my/our claims, or conducting any investigation or analysis of my/our claims; (4) data matching; 5) investigation or
prevention of crime; or (6) fulfilling legal or regulatory requirements. I/We understand and agree that failure to provide any information requested by the Company may result in the
Company not being able to process my/our insurance application/policy service request.
1/We understand and agree my/our personal information collected by or held by the Company may be transferred or disclosed by the Company to any of the following persons (whether
within or outside Hong Kong) for the purposes as specified above or to governmental/regulatory bodies (whether within or outside Hong Kong) for them to carry out their
governmental/regulatory functions: (1) YF Life group companies and their associated/affiliated companies; (2) financial institutions, insurance companies, intermediaries and reinsurers; (3)
claims investigation companies or any companies/persons necessary for claims assessment/investigation; (4) industry associations/federations and their members; (5)
governmental/regulatory bodies and law enforcement agencies; (6) crime prevention organisations and their members/participants; and (7) service providers and selected persons which
are under a duty of confidentiality to the Company.
1/We understand that I/we have the right to access to, and to correct, any of my/our personal information held by the Company by writing to the Personal Data Protection Officer of the
Company. (Address : 27/F, YF Life Tower, 33 Lockhart Road, Wanchai, Hong Kong (applicable to policies issued in Hong Kong) or Avenida Doutor Mario Soares No. 320, Finance and IT Center
of Macau, 8 Andar A, Macau (applicable to policies issued in Macau)). The Company may charge a reasonable fee for the processing of such request.
DECLARATION
1/We, the undersigned, hereby declare that all information deposed hereinabove, whether they are written by me/us or not, is true and complete to the best of my/our knowledge and
belief and I/we have not withheld any material information connected with this claim. I/We also have read and understood the Personal Information Collection Statement stated above.
1/We provide the information herein on a voluntary basis. However, I/we understand that failure to provide information as per the Company request may result in the Company being
unable to process with this application. This application form and all other documents submitted to the Company for this claim shall be the property of the Company, and will be
non-returnable under all circumstances.
The submission of this form and / or the issuance of letter of guarantee by the Company is in no way constitute of liability.
For the Company to assess, provide, and to communicate with me / us the Cashless Hospitalization Service, | / We understand and agree that my / our personal data collected and held by
the Company may be used, stored, transferred and disclosed (whether within or outside Hong Kong) to such individuals / organizations associated with the Company and the Cashless
Hospitalization Service. These include any third party service provider and their healthcare network which is involved in providing the Cashless Hospitalization Service.
1I/We understand that the Company will not be responsible for any act, negligence or failure to act on the party of any third party service provider which is involved the provision of the
Cashless Hospitalization Service.
In the event that the Company has settled any charges not covered in the policy or which exceeds the Insured's eligible benefit limit, the Company shall have the right to deduct any of such
charges from the credit card as specified below. However, if the Company cannot collect such shortfall due to insufficient credit available in the credit card account or for any other reason
whatsoever, the Company shall have the right to setoff the shortfall amounts against the amount due or payable to me/us/the Insured from this Policy and/or any policy issued by the
Company of which I/we/the Insured am/are/is the Policy Owner(s), Assignee(s) or payee(s) including but not limited to any death benefit, policy benefits or return of premium (for
whatever reason).
AUTHORIZATION
1/We hereby on behalf of myself/ourselves irrevocably authorize (1) any individual or organization (including but not limited to my/our employer, registered medical practitioner, hospital,
clinic, insurance company, bank, police, governmental department, public or private institution) that has any record, statement, information of mine/us (whether medical or otherwise) to
release, disclose or transfer all the information to the Company or its representatives for the purposes of assessing and processing any insurance claim. (2) The Company or any of its
appointed medical examiners or laboratories to perform the necessary medical assessment and/or tests to evaluate my/our health status in related to this claim. I/We hereby acknowledge
that (1) this authorization shall be binding on my/our successors and assignees and remain valid and subsisting notwithstanding my/our death or incapacity for whatever reasons; (2) A
photocopy of this authorization shall be as valid as its original. 1/We hereby grant my/our consent to the Company to collect, use and transfer the above health information in accordance
with the Personal Information Collection Statement.
BAEPIR S )
FAEMHAARRESERREBERAB(BEAR)TRERBERA/RANBAESEEAEANEER, BIRERRESHENEN TESHEARTI AN : (1) #1,
FEREEARA/RAZERAEEFE/REREER ; ) RAEA/BAZRERETE, SEXBREEE  3) FREA/BARE, IRAN/BRAZREETRATR DA
(i) fﬁf{ﬁ]‘ ;g{ﬂﬁ{%ﬁ%i?ﬁﬁ ; Bi(6) HAEERARER, AA/RPPHARFELEREBLAAMENBEAER TR, ELABTHEEELRA/RMAZRRBFRRE
/3 BERHRK,
ANEBABRAREZEAATRRES FRENRABA/EERE(TRESEDBNITHBEMEUTEN -5 (FREESEIBNEBREEHELNARERFEBR
AA/BFNEALR (1) BERREERS VAR EABRAEELR ; (2) SEEE. RIBAE, PAARBRELR ; 3) BEASLAARMEARTRREZATR/IA
*;(4) TRER/MEREKE ; (5) BUFEPIREERBNI LR ; o) MIFERRAES/2RE Rk (7) REQAREREHBANRERHAERAMAL,
ZFA/ﬁfﬁ?ﬂE AN BPEHEANEXETAHENRABSEBERAAA/RANBEALER. NEFE , AA/RAVHEENANENRBIARHEEER, YHUEEHRER (M

it FEREFRRE B REBRBAE 27 2(EAREERRVRE) RMBHTFLIE L RS 320 HAMFEH L 8 8 A BE(EANRMIBRNRE), BELRERE,
%tﬁﬁﬂﬁﬁ%%méﬁ%ﬁﬁo

EL
e

DER  THETHAA/EMFE , RAA iﬁﬂ’ﬁg;gi% Ji/?agjt;%ﬁ’&ﬁi%ftn ZFA/ﬁiFﬁﬁlH:?Sﬁ L)

LR
T UNCES

MESEY. AA/BASHROHER S J:izﬁﬂ’:‘l@ ERINERRE, A RMEL RN ERNYE TERREHER , XA/EKMH &l
BREMWRFE, WIERFER —HEMYAEERRENRAEERARLANYE, EEAERTHTEEBERE,
W RBEER /AR EREEL TR TIEAN R EARRRBEEL, B _
EA/BAA BB EARD, EEAERERBRE, RERA/BRMABEETHRARBES , EATAMBKERSERAA/RANBAERNTEEER. . BBREE
FRAUREHRSKMBBEHENREEBATRBETHRETERBI)  SEE=FRERMERAZEREERX,
AA/BRFPAPRAEBARTEME=ZFRERBETMTLA. BRARRERRBETFNELT, _
EBNASAEN/BA/ZRAZIMEAFRESREEEANER , X TBHEBRRERENEAR  SLTKERAUTEENEAFRHIREWHEENSE, AT
AEBEAFFONGERAETRE  RTATMHMERUZRENNZEZE , SN ASARERBGRERLRE  R/REMHENAERYURA/KF/ZRAELSRER
gﬁ‘.ﬂ%Aﬁﬁﬁfﬁ%%%ﬁﬂ’ﬂl&?ﬁtkE’Jﬁ’:EFﬁEiﬁ?lﬁ}\/ﬁﬁ/ﬁﬁ}\E’gﬁﬁ*?ﬁﬁﬁﬁ#ﬂﬁ% , BEBTFRAEMSHEE, REMNZRREFRE(FRAERR).
AARMARZE() FAREAA/ROSEARE, HH. ENTHRTERERZATRRBEEETRRAA/RMANEE, SMEE Bk, 277, REBLE, 817,

B, BN, ARFPERB)OFTLRNIERREN, BEREXTMETIZREEREBREFFTEANER. (2) BLRAREMHEAREENBRBEASRLBEAT TR
hREHE N/ BASETETECERIMARAE , UBRAAN/HZANRERR. AA/RFARER (1) LRESHAA/BAZBRARSEABGNRSD , BIESA/RM
RCRETRENTREMER) , EBRENAERREND; 2) ZBEEZAFRELABEESEN N, FAA/BRAELREE AT TR TEASKERS, WREWRSE.
FAREB LABRAEAA/BARRESAEANER,

Signature of Consultant BERI%E Signature of Policy Owner REFEAES Signature of Insured ZRAHE
(only if age is over 18 4 HsiBiB 18 5%)
Name and Code of Consultant BRI A R imeE Name of Policy Owner RERH A#ES Name of Insured ZRAHR

Date AHA Policy Owner’s ID No. REHE A FHRRE Insured’s ID No. ZRA B EHRIE
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5.  Credit Card Authorization (this section must be completed) S FEEE (X ERBIIHH) :

If the amount paid by YF Life Insurance International Ltd. (“the Company”) to the hospital exceeds the eligible claims arising from this hospitalization, this form
authorizes the Company to collect the shortfall amount from the following credit card account.

The credit card holder must be the Policy Owner or the Insured or with direct relationship with the Policy Owner or the Insured e.g. spouse or parent. The credit card
should be valid for at least 6 months from the date of admission. The Company will hold HKS$5,000 from the credit limit of this credit card account. The shortfall
notification will be sent to the Policy Owner 14 days prior to the collection. (Visa Card and Master Card are accepted. The transaction will be processed in Hong
Kong dollars. For credit card issued outside Hong Kong, the amount will be subject to exchange rate fluctuations and charges. For details, please refer to the card
issuer.)

NBERBRERERAR (AL EEAERINNERABHRAERERSERREEINNREMEE , LRESERERLTIRATEAFFORREREE,

EAFRFALBALUREZRERFARZIRA , REREREARSZRATEERR , UEERREY. SAFERPLEZAAREHELAER. FAABAEAFRE
5,000 BTHNERAE, FAARAKRKUBEEERATOXGRHEENHNENEBAREFSEAGHEEFE. (BF visA & MASTER , RBAGUBREE  mERAEETBRTH
EAF , ARSENTIERRBNEANKE  FHERFRITTHRES,

Credit Card Authorization Form S FHRRHEE

Cardholder’s Name

BRAFHFFALSR

Relationship with the Policy Owner/ Insured

BREFEA /| SRABR

Credit Card Account No.
ERFRE

Credit Card Expiry Date
ERAFEEA

MM A ceyy £

| hereby authorize and direct YF Life Insurance International Ltd. to hold HK$5,000 credit limit and debit the outstanding shortfall due from my credit card
account.

AABUHBRRETEBRBERETRAARFAZEAFFORHE 5,000 ETNERAERNRIBZEZHRA,

Signature of Cardholder Signature of Policy Owner Date
BRFEFAZSE REFBEAEE =]:
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PART Il : ATTENDING PHYSICIAN’S STATEMENT S =% : BE B

Note : 1) Please make sure that the report below is duly completed by the Attending Doctor of the Insured before it is submitted to the Claims Department.
2) The Insured/claimant will be responsible for any fee for the completion of this report.

EE ) UTHREEXTFEEBMSEREVEEEER,
2) RN/ REBAAEBERERTIREMEXINAN—IER.

Name of patient : ID Number :
JREMR ORI
(1) Details of hospitalization Xkt &%}
gagég hospital - %O%&%BSS: D Ward D Semi-private D Private
’ EERE FFAR AR
Planned Date of Expected length of
admission : / / Confinement : Day(s) B
HEFt AR B MM A DD A coyyY & T ER BB
(2) Chief complaints of the patient relating to this
hospitalization :
REERNEERRA
(3) a) Signs and symptoms presented :
HR M HRERHER
b) Date of the accident occurred or symptom first appeared : / /
BEABRERHRVIRERFBOBEH MM B DD A ceyy &
c) Diagnosis : Date of diagnosis: / /
D B4 EEE: MMA DDH  Ccow E
d) Date of first consultation for this injury / sickness or related
sickness : / /
HEE/RBRIEBRBHNERRL B MMA DDA ceyy &
e) Name and address of the doctor who referred the patient to you:
BARERIRHBEREE Rt
f) Is the disability related to the following?
HRFRE R T 52BN 5 Bk 8 T ST R ?
D Drugs or alcohol abuse / dependency D Recurrent episode or a chronic disease? If yes, date of first attack: / /
BYEXE R A/ ERERREMRR N, BRRREH MM A DDH CCYY &
O Congenital deformities or anomalies O wmental disorder, psychiatric conditions, behavioral problems or personality disorder
ERMEBERRE FEEE., VERBHRE. TARERAKER
[J Obesity, weight control O Pregnancy, abortion, childbirth or miscarriage
BERK/EHBE "2, Bip, £BFRPE
O Suicide or self-infliction 0 Cosmetic or plastic surgery
ARSBESE ERRBFABF

If yes, please give details:

MR, EREHE:

g) To the best of your judgment or knowledge, has the patient ever had the same or similar sickness or symptoms relating thereto?

BRHERA  mEER BB LRBREREMAHE?

D No. D Yes.  Please state when and what was it :
& = FEHIAMERERRFEER
h) Is the patient having any treatments or taking medicines? D N D Yes
BARERBESEARIRAEY ? = 2

Please provide details (including onset date, doctor’s name, diagnosis, name of medicine, etc).
BRHFE (SEERAY  EDBLENE , D &EE)

(4) Please advise the tests/imaging/other diagnostic investigation required during the hospitalization, why?
EREMESZLR/MERE/ HUPHMREREZIRERENRR.

a)  Were the medical test(s) and equipment for the procedure available only in hospital? O no O ves
B 2

ERERFMAENRHEREETERTF?

b) Isit possible that the treatments / investigations / procedure of the patient be managed on an out-patient basis/at day surgery centre?
REZRE/RE/BREREFRAUEMD/BBEFMHPOET?

O No, please provide reason(s):
& BREHER

D Yes, please give reason(s) for this hospitalization:
2 BREERRR

Signature of

e attending physician / specialist (with chop) :

Y&
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Name of Patient ID Number

PELES SraE s -

(5) Surgery/ treatment required :
BREFM/AR

Anaesthesia FFBE O ceneral 2gme O ocal mmme: [ mac zmmmes

For surgery under Monitored Anaesthesia Care, please specify the reason for hospital stay.

WMFEMEEBEMBTHET, FEAERERE,

(6) Estimated hospitalization charges & {XREMA

Estimated Daily Doctor’s Round Fee

EHSHBLEKER: S X H
days(s)

Estimated Surgeon Fee

FAHEFME: S

Estimated Anaesthetist Fee

AERERELES: S

Estimated Operation Theatre Fee

BREFHES: $

Estimated Hospital Expenses Fee

RHEHERER S

Estimated Total fee of this Hospitalization:

BERRERERA

(7) a) Date of the first consultation for this patient (Not limited to this claimed injury/sickness):

REBRBD A (FRALREZE/KR)

b) Are you the patient’s usual medical attendant?
BTRAEFERERE

D No, please advise the name(s) of the patient’s usual medical attendant:

A OERMUFERERENSSR
D Yes.

=
Fo

c) Are you a member of the patient’s immediate family or living regularly with the patient?

BTRERECZEBRERERNEREBEEENAL?

D No. D Yes, details :
o =2, F#E

| hereby certify that | have personally attended the above-named Patient and that all the information provided by me in this form is true and correct to the best of my
knowledge and belief.

FARLERARAGRICART LRRE. REARANGE , LREAANRHNENIRER S, URERH,

Signature of the attending physician / specialist X2 B4E£%E Address & Telephone No. it & BFEE S Date HHA
Name of the attending physician / specialist =2 B4£#E Hospital specialty/Unit/Department B&fR=%l / B / ZBFI
Qualification(s) BE¥&# Hospital / doctor’s name chop BBt / BB4EZEE
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