= ‘ First Policy No.:
Y F I_ | fe 1%'1 P RESS :

Second Policy No.:
5B (D PREASRES ¢ I

Cashless Hospitalization Service Pre-Approval Form {75 # B8R aT i BHEE & (C09)

Name of Insured : Name of Policy Owner :
ZIRNLEA [REF ARES -
ID Card No. of Insured : Insured’s Contact Phone No.:
SN G R AR
Important Notes B 7 5 IE:
1) HealthMutual Group Limited (HMG) is a service provider appointed to provide cashless arrangement services. For application of cashless arrangement, please send to
YFGO@hmg.com.hk . For enquiry, please contact Tel (852) 3002 0839 (Hong Kong) or (853) 6262 6351(Macau) °
O R 2 T R MR PR e A B e HE RS 2 I = e B e s P B 3 BB 2 Flife@hmg.com.hk © H1 # :@ P (852) 3002 0839 (7H)ak(853) 6262 6351(Mf") ©
2) Please complete and submit this form to us *at least 4 working days prior to the planned admission for Hong Kong and Macau, (*at least 7 working days for China, and * 10 working
days for non-Hong Kong/Non-Macau/Non-China. 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 ArrangementService.
st A B AT 5D PO Al AR R AR 2 R (0 A (TR A BT b C B TARR s ARIEE MR,/ shE p bt B0 - i/ HETAER) o ATl e EpTA
(P AEA T o B RBR EIREA RR A B (AN B)7) A R B AL BB R (o] e SR e DR H S -
3) The approval of the Cashless Arrangement 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.
R A T IR UG R PR A A B ARGE R G E T « AATIERZ IR A BT RIS R H HE ~ B TR R o IEE D O R IR B ~ IR
TREIRERFTATR -
4) The definition of ward class as stated in Terms and Benefits (for TaxVantage Prestige Medical Plan) or contract provision (for other benefits) may be different from the room

categorization provided by the hospital. Room level adjustment factor may be applied, or the eligible medical expenses during confinement will be reduced. Please refer to Terms

and Benefits or contract provision for the definition of different Ward Class and the room level adjustment factor applicable.

ﬂ?—ﬁ&f%lﬁ (kTR s llBgesa) slfREEMER CRLHEADORRR ) rh3t 200 5 4l & 8 78 ] RE BB s (1> 0 JEA FITANIE] o 99 7 45 3 I R DR 165 0T RE &y B R A R T 2 1
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PART I : CLAIMANT’S STATEMENT 25 —3(5 : R {& A\ E2HH

1. If hospitalization / surgery is due to accident, please provide: & R E/MZ BN /82 F1M » FHafut -

l1a. Qaﬁfgfgggdeynt: la. / /
A SO SN 1 T — S — e E

1b. Place and cause of the accident: 1b.

EONEA R Kot

1c. Which part(s) of the body was injured: 1c.
SZAGH B B

1d. Had the accident been reported to police? If yes, please attach 1d. S AR
pol|ce report and / or police statemen DNO R

W LSRN 75 S B A /1 A Dlves f

2. If hospitalization / surgery is due to sickness, please provide: %5 K B IR T Re/H282 F40F » S5k ¢

2a. S[gns and symptoms: 2a.
(3TN
2b. Since when have these signs / symptoms first appeared? 2b.
IR SEUREARIR AT H 1 /

/
MM H DD H CCYY 4

3. Consultation information 22385415 ¢

3a. Date/ Doctor name and address of the first consultation for 3a.
this accident / sickness or related condition: /. /. _
IEERS RN B BR 17 DL B Ra2 V6 H /88 AR 4 58 R bk MM H DD H CCyy &
Name and address of Doctor B§45 % % k2 Hh ik
3b. Please provide all doctors’ information who were consulted 3b. Name of the Doctor  B&[E %% Address of the doctor B ik

for this accident / sickness or related condition.

SHYH T 22 B IR SN R SR BR A LA 2 B

3c. Name and address of Insured’s usual medical attendant: 3c. Name apd address of Insured’s usual medicalattendant:
SR NI R JE 8 A T s il 2R N R JEE oA 4 b ik

3d. Except for this claimed condition, the details of the last 3d. Date of consultation : / /.
medical consultation: SRE2HA MM H DD H CCYY 4E

e R EHIEIIN » b —G g HIa S
Cause of consultation :

Name and address of the doctor :

S A e ik




4. Declaration and Authorization B K2 ## -

PERSONAL INFORMATION COLLECTION STATEMENT

I/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. |/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.

I/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.

I/We understand that |/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 documents (including hardcopy/softcopy) submitted in relation to this claims and all information provided 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. |/We also have

read and understood the Personal Information Collection Statement stated above. I/We provide the information herein on a voluntary basis. However, |/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.

I/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

Compa)ny 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. |/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.
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Signature of Consultant B[S %: Signature of Policy Owner {REFIA A% Signature of Insured Z{k A% &
(only if age is over 18 M54 18 5F)

Name of Policy Owner {RELFRFA ALk Name of Insured Z{EA#EH
Date HIH Policy Owner’s ID No. {REEFFA A B 11355 5505 Insured’s ID No. Z{# A & {7855k 1S
Consultant’s Information i[5 & R
Name : Consultant Code : Tel No. :
LA [l T A e
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5.  Credit Card Authorization (this section must be completed) 1= RS (L EHEEIEED) ¢

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 HK$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.)

L1 2 7 g I L A 1 (A A ) B o B I S (A B PR Eh JR A et 2 8 ORIt O S (o O REF AR LR PR AC A BT LA N2 R 5 WS B 228 -

e HI-RRFRADLZUR IR B 2 (REEFFH NERZ R » BREROREE R A A Bl5Z O A ELRERR (5 - WIECHBERACEE - (5 RARIIAZ R ABGEE =75 @A « AATLERME R R IRE
5,000 FETCHYE AR o A A TLE WG BT DU KA 3 tH AR SR AL &5 A R B A BRA SRR o (652 VISA Tz MASTER » 225 K LUB IR EE T » A SR B 847 ry
{5+ (TRCEEIR 2 BIE AR BITIE IR - AR 3% R ERAT T AREENS - )

Credit Card Authorization Form {ZH KIS

Cardholder’s Name

ERRRRALA

Relationship with the Policy Owner/ Insured

SIRERFA A Z IR 5

Credit Card Account No.
= -RIEES

Credit Card Expiry Date
EHREEIH

MM H CCYY

| 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.

FNFRIL AR S e B A R BV A IR A SIEA N ZEHRFE DR 5,000 AT (E B AIRREN 2 2 8HEEH -

Signature of Cardholder Signature of Policy Owner Date
(EERSSRIN = TREFFA NHEE Hif
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PART Il : ATTENDING PHYSICIAN’S STATEMENT 25 I35 : B4R

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.

R 1) USRS PRSI AT A s AR -
2) ZERN/RIENHATFEE TS ST — I8 -

Name of patient : ID Number :
WE 5 13 55

(1) Details of hospitalization {E:F#&k}
%1}?%% hospital ;%)%T&)(Elljass: D Ward D Semi-private D Private

ot i R o

Planned Date of Expected length of
admission : / / Confinement : Day(s) H
TEEF AR HIH MM H DD H CCYY 4 TEEHERE H %

(2) Chief complaints of the patient relating to this hospitalization :

I (R R A

(3) a) Signs and symptoms presented :

HER R R IR

b) Date of the accident occurred or symptom first appeared : / /
BN A H sk 2 B i H i MM A DD H covy 4§

c) Diagnosis : Date of diagnosis: / /
2] ZETHIN MM A DDH  coyy

d) Date of first consultation for this injury / sickness or related sickness :
5215 /RS BRI R otes B 1 / /
MM A DD H CCYY 4
e) Name and address of the doctor who referred the patient to you:

TR B LRI AR Kt

f) Is the disability related to the following?
LTI =8 HH R 1 2 A5 LI 5 BE B S S I el A 2

O Drugs or alcohol abuse / dependency Recurrent episode or a chronic disease? If yes, date of first attack: / /
SEYENEE N /RAE BRI RSS2 > EXREREI MM H DDH  COYY 4

O Congenital deformities or anomalies Mental disorder, psychiatric conditions, behavioral problems or personality disorder

O Oo0oa0o

SRR R FEPIEEEL ~ LIS RGN ~ 17 R RS A KRR
[0 obesity, weight control Pregnancy, abortion, childbirth or miscarriage
AR R /A B2~ BERg ~ AR FEVE
D Suicide or self-infliction Cosmetic or plastic surgery
EEEqEL s FERSHIINELF Al

If yes, please give details:
W2 LR -

g) To the best of your judgment or knowledge, has the patient ever had the same or similar sickness or symptoms relating thereto?
BEURFIBRSFTAL - R & & BA DL L ERE 2 B

O No. O Yes.  Please state when and what wasi it :
& & A SIBAFTRFAYR K R AR

h) Is the patient having any treatments or taking medicines? O no O ves
R ANBLE R & B2 AL G eIk 48 2 & =

Please provide details (including onset date, doctor’s name, diagnosis, name of medicine, etc).

Ffeftats (DIREREN - B - 28 #0E)

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

(LR > (LB B LA B A R B 52 a2 AR AR BRI

a)  Were the medical test(s) and equipment for the procedure available only in hospital? O No O Yes
BB TR SR E R S EEREAA? & &

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

JAE AR /R /BRI R B LM RS /B i LA TR

No, please provide reason(s):
& AR R

Yes, please give reason(s) for this hospitalization:
& At ERRR
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(5) Surgery / treatment required :
et SN

Anaesthesia fii# [ General i [ Local e [ MAC e

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

WIFAG1E B il T 1T, SRR -

(6) Estimated hospitalization charges T {:BiE

Estimated Daily Doctor’s Round Fee

HREEHREKEH: $ X H days(s)
Estimated Surgeon Fee

THE T S

Estimated Anaesthetist Fee

TR B A 22 $

Estimated Operation Theatre Fee

THRF = $

Estimated Hospital Expenses Fee
THE ST $

Estimated Total fee of this Hospitalization:

TR LA

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

WE B HI (RIS LR ESZ5/59%)

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

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

o SHTR A E R RS
D Yes.

o

c) Areyoua member of the patient’s immediate family or living regularly with the patient?
E T REWRE 2 BB REN A SR E TR A+

D No. D Yes, details :

e 72 0 i

| 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.
ANGEIEAREHAR NG AR T LR o SEA AFRAIFTE > Ra A A BRI S Ry SR B 2 28 > WG B Atk -

Signature of the attending physician / specialist 25 E%E Address & Telephone No. il 5 55 SRR RS Date HItff
Name of the attending physician / specialist 12841t Hospital specialty/Unit/Department B[z5 R} / B / E5M
Qualification(s) HH#&E Hospital / doctor’s name chop %[5 / B4 &&=
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