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DOMESTIC HELPER SERIOUS DISEASE INSURANCE CLAIM FORM

Note: All claims must be reported to Hong Leong Insurance (Asia) Limited within 30 days after the occurrence that gives rise to the claim.

Name of Policyholder: Policy / Certificate No.:
Contact Telephone No.: Email Address:

Home Address:

Name of Helper: Age: Nationality:
Commencement Date of Service: Years of Service in Hong Kong:

Section 1 — Medical Expenses Cover for Serious Diseases
(1)  Signs and symptoms first appeared date and the diagnosed date:

(2)  Please describe the patient’s symptoms or sickness in details:

(3) Diagnosis of sickness:

(4) Name and address of attending doctor Date of consultation Amount incurred

(5)  Amount of claim:

(6) Do you have any other insurance policies covering the claimed medical expenses: [0 Yes / (1 No

If yes, please provide the name of insurance company and policy no.:

Note: Please submit all relevant documents such as medical report and medical bills in substantiation of the claim.
If hospitalization treatment is required, please also submit Part 2 of this Claim Form to be completed by the attending
physician with relevant referral letter.

Declaration and Authorization

(€8] I/We declare that the above information is in all respects true and correct to the best of my/our knowledge and belief.
2) I/We acknowledge and agree that you may:
(a) collect, use and disclose my/our (and my/our dependent’s, if applicable) and the claimant’s personal information (including but not limited to credit
information and claims history) for the purposes necessary to process my/our application, investigate and settle claims and detect and prevent fraud
(whether or not relating to the policy issued in respect of this application); and
(b) transfer my/our personal information to the following persons who may collect and use this information only as reasonably necessary to carry out the
purposes described above: including, but not limited to insurance adjusters, agents and brokers; employers; health care professionals; hospitals;
accountants; financial advisors; solicitors; 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);
self-regulatory or industry bodies or associations of insurance; claims investigation agencies; the police and databases or registers (and their operators)
used by the insurance industry to analyse and check information provided against existing information (collectively, “Such Persons”).

3) I/We further agree that your Policy on Personal Data (“Data Policy™), a copy of which is available upon request or from www.hl-insurance.com, shall apply
and my/our personal information may be used, disclosed and/or transferred in accordance with the Data Policy.
4) I/We hereby authorize any Such Person or any other person or organization that has any records or knowledge of me/us including without limitation my/our

health, insurance or claim history to furnish to your company or your authorized representative, any personal data and other information with respect to any
medical history (if applicable), insurance or claim history concerning me/us or to any loss, damage, theft or other events connected with my/our insurance or
claim history and copies of all relevant records. A photostat copy of this authorization shall be considered as effective and valid as the original. The issue of
this claim form does not signify your acceptance of any claim.

) I/We declare and confirm that I am / we are duly authorized by the claimant(s) to submit this claim application to you, all information (including personal data)
provided to you in this claim application relating to the claimant(s) is collected by lawful means and with the consent of the claimant(s). I/'We further confirm
that the claimant(s) agree to be bound by the Data Policy and consent to the use and disclosure of their personal data by you for any of the above-mentioned
purposes and in accordance with the Data Policy.

Date: Signature of Policyholder: Signature of Helper:

FHL AR EES105 8 KM 8IE807-10F - BaE : +852 2230 9900 - {#HE : +852 2533 7548 - 481 : www.hl-insurance.com

Room 807-10, 8/F Island Place Tower, 510 King's Road, North Point, Hong Kong - Tel : +852 2230 9900 - Fax : +852 2533 7548 + Website : www.hl-insurance.com DHP2(0725)
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PART 2 - TO BE COMPLETED BY THE ATTENDING PHYSICIAN ZE - HERBEEE

(1) Name of Patient (in full) 5 A #:%4(244) : H.K.I.D. Card No. &S {75E570E

(2) Name of Hospital B[747% :

Date of Admission A[zHHA : Date of Discharge HEHEH :

(3) Chief complaints of the patient relating to this hospitalization / surgery 2 {ERE / Filafy EZHRA -

(4) Diagnostic investigations / procedures performed 2ZEriEinks | 24 -

Final Diagnosis 227455 -

(5) Surgical operation performed F-{iffF :

Date of Operation Fflf HHH :

(6) Brief discharge summary including etiology, treatment, prognosis and any complications and / or follow up plan :
bR EEIEREA - ERUE - TR N (BT OREERE KRG TE ¢

(7)  The date on which the signs and symptoms first appeared or the accident occurred HRIERE X HHIRECES M4 HET -

Please state the signs and symptoms :fit A B EiR ¢

(8)  The date on which you first attended to the patient for this or similar condition [ &2 A\ sk ek EXER 2 any HEE -

(9) The date on which the patient first received consultation for this or similar condition ¥ A & ZCsk I B EER R 20 HER

(10) Was this condition a recurrent episode or in anyway associated with a similar condition that the patient had before? If yes, please give details as below:

A Z RIS RIS EOR B By BAWEIER AR A2 o YA SR T No 2 [ Yes & [
Date of Onset & Zu &% HH#H Name of Attending Doctor F-32 8/ #:4% Symptoms and Diagnosis SEik K 274 5

(11) Was the patient’s condition caused by or in anyway associated with the conditions mentioned below? & A\ 2 J& 1% &7 H R4 AT 2 e A f#?

(a) Congenital anomalies or deformities 4K 574 No ‘R [] Yes & []
(b) Sterilisation, contraception or treatment relating to birth control ‘N & - &2 siEi & No & [ Yes & []
(c) Disorders of the mind, psychotic or neurotic &5l No “R& [] Yes & []
(d) Rest cure or sanitary care (K& GBS FATIER! No & [ Yes & []
(e) Drug addiction or alcoholism sl /i 7 No & [ Yes & []
(f) Cosmetic treatment or plastic surgery 5755 # 25 F{iif No F& [] Yes & []
(g) Eye refraction or hearing aids 15 JJ ok i & B No R& [] YesiE [
(h) AIDS related, venereal disease or sexually transmitted disease 245, 1497 ok : el i (7L Y B9 No F& [] Yes & []

If yes, please give details #1/E > sFsfi:

(12) Was the patient referred by another doctor? If yes, please give details as below:

RN EEEEMEEEN? M2 HYIHEMERT: No & [ Yes & [
Date of Referral #1}- H #H Name of Referral Doctor #7834 #: 44 Address of Referral Doctor #7184 i

(13) Was the hospitalization medically necessary? If yes, please give reasons as below :
ERABTEERFAR? AE  FlFERAT ¢ No & [ Yes & [

Address i

Name of Attending Physician / Specialist (with qualifications)

2 | HRBANES (BF)

Telephone #FEZfh

Signature of Attending Physician / Specialist Date H#H
12 | ERBEES
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