WE LR L BRI EEE FW»)
Cashless Facility for Hospitalization Application Form

insurance

EAEE4R5E Application No.

B4R Enquiry Hotline (853) 8988 6060 | (RHWHUAR Forinternaluse only)

BHEZNEFRRURARAEDMETER - LEBEHHSH (support@hmg.comhk ) ERXR FEBAZRE (2 ) RHBRAT ( "2, 5 "8
By )  MBWRBAEAINZHEESTERRER - SERSMURBARE "ESHRRHERE

Please complete this form and send to FWD Life Insurance Company (Macau) Limited (the “Company” or “FWD”) by email (support@hmg.com.hk) at least 4
working days prior to the hospitalization. If Efficient and Seamless Resolution is successfully arranged for the Insured, FWD would provide Cashless Facility to
the Insured.

AR ( IRIRERA / RIRAER ) Part | (To be completed by Insured / Policyowener)

A. BIREAEMN Insured’s Particulars

REBARR BRERABE P YNEE BSEETRAS / FEIRSRAS
Policy No. Name of Policyowner Name of Insured I.D. No. / Passport No.
W& e BTk

Contact Phone No. E-mail Address

B. {¥Bis¥1% Details of Hospitalization
BIE B 1T - ZEE L F 51 F3.K868 - For Hospitalization due to Accident, please complete questions 1 to3 and 6 below.
BIERFEH TS - 2B F 584568 ° For Hospitalization due to illness, please complete 4 to 6 below.

1. BAMEMIIRF R it 224 ? When and where did the accident occur?

2. EIMNEEHEZLR ? How did the accident occur?

3. RSEAI (WMERKR ) RIEZ Part of body injured (e.g. Left ankle etc.) and type of injury

4, BB RBAZBRBURIRIR Give a brief description of Insured’s symptoms

5. ERRBABRFZA] - ZZRHEFEZ A ? How long had he/she been experiencing these symptoms prior to the first consultation?

6. B2 AT HB(R/B/®F) B4/ BiREE M
Give details of consultations Date (DD/MM/YYYY) Name(s) and Address of Doctor / Hospital
(a) BERZANBESER (a)

The doctor first consulted for this illness

(b) EBARNBEER (o)

The doctor who referred the Insured to hospital

(c) BRI / BRINVEhEEEF 1 (c)
All other doctors consulted during this illness /
accident

(d) BEZZEAEERINEEER (d)

Doctor seen for any similar condition in the past

ERASRBRM)BROERAE Pagelof3
FWD Life Insurance Company (Macau) Limited CLM - 01/2018




C. EHEKIZ# Declaration and Authorization

RAELERTEE

1. HEELERRERUEZERNETERIEE  UHIEBEZABHBEAREZ—EM) -

2. BATSRERBBERATBRBA (NARE ) WEFMBAER - CIER - #F  BERET (BRARIEN ) AAERBNALIHESR
i BAES=SRBREEMEBEMEEER BRAT  BERSEE  RIRFHS / MAKBWRRAE - DUER () ERKTEREE | (i)
HBRAPENAARY ; MUK (iE Lt BRI RAKXASRRBA (WBRRE ) B4 -

3. KAABRR - AATSHRRBA (MNBEFE ) AREBRSHEANEFEAEEREE (WEER) - AEMFAZEBEATRKRERA (NERE )
WEEEAER - NESEUERERNER ; AATHAASEEMEETUERERNER, WNEEER - UXF  IUERRELEEX
AIMEEA ST RPIEEAEIE301-355 K @B =P O 1218 B E UL - )

| HEREBY DECLARE AND AGREE THAT:

1. The above particulars and answers are complete and true, and this questionnaire will form part of the contract of the desired insurance on my life. | also
authorize the Company to obtain, if necessary, confidential reports from any doctor/hospital that | have referred above.

2. Any personal data of myself or the Insured (if different) collected and held by the Company may be used, stored, disclosed and transferred (whether within
or outside Macau) to such individuals/organizations associated with the Company and this Cashless Facility Service (the “Service’). These include any third
party service provider and it’s healthcare network team which is involved in providing this Service, reinsurers, claims investigators, industry associations/
federations and debt collectors for the purposes of (i) assess and evaluate this application; (ii) provide all services related to this application; and (iii)
communicating with me or the Insured (if different) for such purpose.

3. lunderstand that | have or the Insured (if different) has the right to request access to and to request correction (if appropriate) of any personal information
concerning myself or the Insured (if different) held by the Company or be given reasons for any refusal of access. | also understand that the Company has
the right to charge a reasonable fee for process of any access. [Note: Any request for access or correction can be made in writing and addressed to the
Claims Department at 12/F, Fortuna Business Centre, No. 301-355, Av. Comercial De Macau, Macau.]

FRAEIEERNRREBA (NEARE ) B

1. Z2EFHER. EEASRREAPYROHBERAS ( "AT). ) UBKREEABEBAARBRRA (MUEFE ) WiZEMBERLCE  EMaRERR
SRBOERZRURODERS ZEMEMEE - Bt - 27 - RIBASE - BUSTHESIEMERERAMBERAERR -

2. NEHATFUNEREABSRLERM - SABESE  ETUENBETE A - DEHERANRRR AR RER -

3. BERTBRAAN/ B/ REAMNEATAERFRBEANNER - HZTBHERRERBNERE - SATRKERAEA / #Hf / RIERAK
W22 =8 - AEASECHETEMEEMEREWIGZEEER - ERERAE OFEAMNEER ) ERERIBEHESETEARERTH
BZEMREMNEHEPIRBEING  QFEEARRNETSEIBE - KRR - ANRRERE (FfwmOUERR) -

| HEREBY AUTHORIZE AND AUTHORIZE ON BEHALF OF THE INSURED (if different):

1. Any registered practitioner, hospital, clinic, insurance company, government institution or other organization that has record or knowledge of my or the
Insured’s (if different) health and medical history or any treatment or advice and that has been or may hereafter be consulted to disclose to FWD Life
Insurance Company (Macau) Limited in relation to this claim.

2. The Company or any it’s approved medical examiners or laboratories to perform necessary medical assessment and tests to evaluate my or the Insured’s
health status in relation to this claim.

3. In the event that the Company has settled any charges not covered by the policy or has made any payment over my/our/the Insured’s eligible benefit limit
of such policy, the Company shall have the right to collect such charges or amount overpaid from me/us/the Insured. If the Company cannot collect such
shortfall due to any reason whatsoever, the Company shall have the right, to the extent permitted by law, to deduct or set off the shortfall amount against
any benefit or amount due or payable to me/us/the Insured or any account value, credit balance or accumulations under such policy or any other insurance
policy between me and the Company, including but not limited to any death benefit, dividend, bonus or return of premium (for whatever reason).

AABFRESEASHEARRH AL LB RURBERZEEENMABTES TR - TESASIAERE=AREREEREBRFEERETT
R MBRKBEEETAMER -

| ALSO UNDERSTAND that the Company may terminate or vary the terms of the Service in its sole discretion without further notice, and that the Company will
not be responsible for any act, negligence or failure to act on the party of any third party service provider and its healthcare network team which is involved the
provision of this Service.

CERARERHRASRRBANEEAREZADBNORS] - WHIDER LOTR - NRRATRRBATTRAEEITRIEES - KNERDABY -
FIREWEHNAREREERER - )

(Note: This authorization shall bind my and the Insured's successors and assigns and remain valid notwithstanding my or the Insured's death or incapacity in so
far as legally possible. A photocopy of this Authorization shall be as valid as the original.)

HRRE

REAEEZE—NUERMRELIRE - REFRE MEAENNENEEES - IB THERREFEOUEE - FRES RFIBERFRK301-3555R @ E2%E
P01218 - ERASRBCEM)RHBERATDERREEEUW -

Data Protection

The Company has appointed a Data Protection Officer to handle any enquiries relating to your personal information. If you would like to obtain a copy of the
FWD Life Insurance Company (Macau) Limited Personal Data Policy and Practices, please write to the Corporate Data Protection Officer at 12/F, Fortuna
Business Centre, No. 301-355, Av. Comercial De Macau, Macau.

HEE(B/B/%®) EEHM

Date (DD/MM/YYYY) Place

REREAZEZ wWiRBAEZ

Signature of Policyowner Signature of Insured
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E (BRI AZEZBLEIER)
EHEEESEAEL "V, Please tick “\” where appropriate

A. FZEfFE1E Diagnostic Details

Part Il (To be completed by Attending Doctor of the Insured)

fAEEZ Name of Patient

MRl sex

O 2 male O X Female

RRFLFZZEFF Chief Complaint of the Current Consultation

mEHHIREE (H/ B/ &) Onset Date of Symptoms

32l Diagnosis

2518 / 5838JETR Is it chronic / recurrent illness

O 2 Yes BEEHEREBR (B/B/ %)
O & No First Onset Date (DD/MM/YYYY)

) ) REEAE 7R Name of Referring Doctor / Usual Doctor

( FBRMEENS Please enclose referral letter )

B. JAEREIE Treatment Details

BEPZ&TE Name of Hospital FRERA O @ O ¥fh=E O F=x
Room class Ward Semi-Private Private

BEIARBEB (BH/ R/ %)

Estimated date of admission

BEHERES (H/ B/ &)
Estimated length of stay (number of
days)

Filg B Name of surgery il Anesthesia

O FE0mEs

O =5 G.A.

REEHE N IERA RS EE S22 ? Was the medical condition caused by or related to the followings?

O%XM  EEUNBERR

congenital, hereditary or developmental conditions

O 151 ZREL - IR SR

mental, psychological or psychiatric conditions

O FRb&Ee Fifs

dental treatment or surgery

O =E WM Fi

cosmetic or plastic surgery

O aRa S LR sUEHIR8E

Obesity or weight control

O & A ZEA s Al S

abuse of drugs or alcohol

OEEERAEE

attempted suicide or self-inflicted injury

O @ik - FEHEE

pregnancy, infertility or sterilization

O Rl R E

preventive treatment or health checks

NEXRERENS/RE - ETLSERBEN—RBEFN - FSHRAERZR HELXXEER | FHER (B1) REEXRERBERN
. (&) Surgeon’s Fee (HK$) (#B7T)

If hospitalization is arranged for scans, diagnostic testing or a procedure thatis | Attendance Fee per day Estimated Total Costs
normally carried out in a day case, please explain why hospital confinementis | (HKS) for this hospitalization
necessary. (HKS)
BAERNREEE Doctor’s Particulars and Signature

BENR (EFEE) BERE SRS R it

Name of Doctor (with qualification)

Telephone No. and Address

RS-

Signature of Doctor

HEE(BH/B/%)
Date (DD/MM/YYYY)

ERAFRE(GRM)ROERAT
FWD Life Insurance Company (Macau) Limited
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