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Helper Insurance — Hospital Claim Form %:’f'é}fﬁili}'p’;{:gfﬁj‘?c#
(Please complete in BLOCK letters) ‘ﬁht? F@)
Procedures and Notes: XEILT R fRE
1. Please submit your Claim within 30 days after discharge from LN i 30 =7 ML B Ve (HEH ?
hospital. 2 SEERESE SR [ Rt n%:g :

2. Send the fully completed Claim Form, together with all relevant

documents to: - i - S L
MSIG Insurance (Hong Kong) Limited . 'E'[' iﬂ AE e (R FEC
Claims Division ;g}d b
9/ F Cityplaza One RSN
1111 King's Road FELE 1111 b
Taikoo Shing Hong Kong RS IS Cc

3. The Policyholder and the Insured Person and/or his/her legal 3 RHHYEp S ol ~ T PR B A S e Y I B

representatives must complete all questions in Part | of this Claim R B e

Form and sign oniit. o _ LB SRS T #‘imr”ﬂjfﬁiﬁ CEF W ﬁ:tpﬁﬁp
4. The attending Physician must complete all questions in Part Il of this [l o

Claim Form, rubber stamp, date and sign on it. [ W’ NS | { R
5. Original medical report, laboratory report, discharge summary, bills ﬁ?&igf L f‘iﬁ% ﬁ% L [f' I Ljﬁ@g{ﬁ:%{ I

and receipts for claim expenses must be attached showing the date 4 H Jf jé o " VB

of treatment, patient's name, diagnosis, and the attending 6. BlaE g i'Jf t 'gl N ?%4 /W;“ ”E i(HiR -

physician’s stamp and signature. 7. 7[:/ Filfer R gt Jﬁ"%f ﬁ*[bﬂ%‘yﬁa IEUESTiN
6. Please send copy of the payment document if other insurance T

company has already paid part of the medical expenses. 8. F AT Vi ?c ;{‘-’j SER OB - %m I r’# ﬁfai?i’
7. All medical reports, information and evidences as required by us E e I

shall be furnished at the Claimant’s own expenses. 9. Yt f= fﬁ'g\ljﬁq} , %?ﬁq}& iF‘F]EIfJE!ﬁ U556 2894 0660 -

8. Incomplete Claim Form cannot be accepted for processing of
payment. Please attach original copies of all relevant documents.
9. For inquiry, please call our Claims Services Hotline at 2894 0660.

Policyholder’s Information ~ #*fl * ¥f] * Compulsory “ Fiifi
Name of Policyholder #{jl * (fig> ) k&> Policy No. fj % *

HKID Card No. E){jssk Mobile No. i’ﬁ‘ﬁ%‘“:“ﬁ?ﬁ%%*

Name of Domestic Helper 3& Gil/Ear Email T Al

Claim Settlement Method B f#i 3

To quicken our settlement for any valid claim, please provide your banking details if you prefer direct credit. We must
stress that this request should not be treated as an admission of our liability whatsoever means by law. Finally, we
hereby reserve all rights for assessing your claim subject to terms, conditions and exclusions of the related policy.
PR U » 2 I DRI T - OIS SRR B S SR IR - £ 2 i
P Pl s PR V‘:ic»i“éwt—fgﬁwi%#ﬂ £ FTJHKL F RGP I o AN IR (e
o wﬁ"”ﬁt o

For claim payment (if any) direct credit to Policyholder’s bank account, please complete all of the following:

F[Hj?‘{[“é‘;ﬁ Bt s e apn %&t‘ﬁiﬁ[ ok

Account Holder's Name (Must be the same as the Policyholder ’*l*:‘if‘fﬁ\?ﬁi‘n]“ M Ifil)

FiL I
Bank Bank Branch Bank A/C No.
Name Code No. L R IHER
Sl ELEARE | 5 TR
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Part | — To be Completed by the Insuerd Person/ the  Policyholder

51— #Fs0 - t ETEE R

Nature of injury, illness or medical condition
SR TEET o

If condition is related to an accident, please describe 7|/gfE 9f » %?/UF'FJ
(a) Date of the accident &t 5% % [ 1 (b) Where and How the accident happened 3 % %Eﬁbi%‘flﬁ

DD [! MM %] YYYY =

If condition is not related to an accident, please describe J[I7[5di 91 9 |5 » ? 3]
(a) Date when the symptom first occurred <% HHZFLF 1HY (b) Date of previous episode of the same condition before, if any
gpr JCQHL Llf iR ? FE

DD ! MM %] YYYY &F DD f! MM E| YYYY &

Have you ever been treated for the above disability or related conditions before? (&7 XS a5 IR ‘[‘ﬁiwﬁﬂ*?@ ? OYes? ONo}
If “Yes” please state all the name(s) of doctor(s), name(s) and address(s) of hospitar(s&/clinic(s), date(s) of confinement/consultation in
chronological order. 91 " | %’"‘IEI UL ERE R R R B EPE Y B Bl 1 -

Please give details of any other health/accident insurance coverage to which the Insured Person may be entitled (if any)

i TR R e S L I

Name of Insurer {j g >* ﬁj e Type of Cover/ Sum Insured & X[ (R & &8 Policy Effective Date f&i?ﬂfﬁ ¥ THY

If you have already claimed under any policy from other insurers or from other policy of our Company, please give brief details:

AL ™ 7S (b 2 il 2 A IR

Name of Insurer {j[ig ** H e Type of Cover [ X[l Policy No. [ H5%HES

Note: Please send copy of the payment document if other insurance company has already paid of the part of the medical expenses.
F P R L (0 R R L B -

Declaration & Authorisation TR =T

| declare that the above information is in all respect true and complete to the best of my/our knowledge and belief;

| hereby declare and agree that any hospital, clinic, physician, insurance company, organisation or any person that has any
records or knowledge of my health, or that of the above named patient, to furnish such information to MSIG Insurance (Hong
Kong) Limited. A photocopy of this authorisation shall be considered as effective and vaild as the original.

Ead aipn L= AN o IR M e [ EHT‘@%?&/‘& (YRR B T FRf > 2 2 t‘}’lﬁz U

& PR B z> S L aﬂ% JPHBE BB GRS A E PR S A E
VI R PR L R R I%@?,y% e “*J FERE IR

=

Signature of Policyholder Signature of Domestic Helper 3 {# & Date Signed (DD/MM/YY)
RS ET HKID No. )55 : ( ) | wmEIE (L F)
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Part Il — To be completed by Attending Physician’s Statement (at the Insured’s own expenses)

5T #15) — 2 BB VIR (FEEESHR L )

We would be most grateful if you could dttach copies of any specialist or hospital reports, together with any test, or similar evidence to support the

validity of your patient’s claim. Fliff F(= [P & | REEIEIFZ - ERET WIS i 5 PR (5 TIEofd ~ pvskiipl g 2810 0=-

Patient Name (in full) f * ¢, :

Date of Admission DD MM YYYY Date of Discharge DD MM YYYY
NI CE [! F = e E T F! F i

Name of Hospital &% #7 :

Level of hospital ward: ¥t "% ] O Private #-% O Semi-private 4 - % O Ward * 5 O Clinical Surgery [z~ %

1. Clinical History Fﬂ%s’ﬁ?
a) Date on which the patient first consulted you related to this illness / injury (DD/MM/YY)
o R R SN BE ()

b) Symptom(s) / complaint(s) of the patient relating to this hospitalisation / treatment / investigation

T~ B L B4 S W Y B e

€) How long had the patient been experiencing these symptoms before the first consultation?
- R R 2 X2

2. Hospitalisation Details E%?[ﬁ

a) Final Diagnosis Date of Operation (DD/MM/YYYY)
i E e SRR R Ve D)

b) Operation procedure(s) performed
=

c) If the patient has consulted other physician during this hospitalisation, please provide the following:
Yoty S HERL BRI T [ L PR SRR o R R

Name of physician consulted Reason
Ay FUN

What treatment had the physician performed?

IR THL A T 2

d) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major
examinations, treatments, complications and follow up plan)

L A B I T B~ R~ TR 2 R - IR P R B )

e) Please provide reason(s) for hospitalisation if thi s type of cases can be managed on day care/out-pati  ent basis.

B ERIWR AR FIRREE iR SRR -

3. Professional Comment Ei# #ifl :
a) Inyour opinion, was the patient hospitalised as a result of recurrent episode or a chronic iliness or related to a previous complaint /
diagnosis. If “yes”, please provide date of the first episode and details.

SR Ly R PSSR B M 5 LV 5 2 00 TR R R R

b) Was the condition due to or associated with the following? (Please tick the appropriate boxes)

)~ AL 2 SR 2 GRSl A T )

O Accidental bodily injury & 9} < {5 O Pregnancy 4> O Congenital condition = [£4

O Self-inflicted injury F 1% O Infertility or sterilisation 7 o3¢} O Developmental condition & e -
O Abuse of drugs or alcohol ?&?"J%#”Jﬁ@iﬁl O Contraception éjﬁj O Hereditary condition iél[’ii‘l‘ikv%ﬂﬁ

O Mental or nervous disorder &1, ?Eﬁ{;ﬁ O Treatment for cosmetic purpose %\ﬁ[‘ #& O General check-up — Jﬂ&ﬁy‘ﬁ%ﬁ@

O Refractive error ji! *erﬁj,%g O Vaccination [/~ %f

O Venereal disease, sexually transmitted disease or AIDS / HIV related illness {49 ~ 1 oo iy £, 52 HIV | 10 oy

4. Others Xy :
a) If the patient was referred by another doctor, please provide the referring doctor's name and address.

DUy SRR PR I S S R g ¢ bl

b) Are you the patient’s usual physician? *gLAE ~ BTV RS 2 O Yes L O No A
I hereby certify that all information given above is accurate and true to the best of my knowledge. '
N PRI N BT R
Signature and chop of attending physician/surgeon = &% &5 » & Address and telephone no. Pi-1 B34 e
Name of attending physician/surgeon & qualifications = FZ% 4 i £ 2 e¥ 4 Date [ I : MM Ff! DD *| YYYY &

Part I of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers.

gk T BT AT A MR A R SR O R I e T
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MSIG Insurance (Hong Kong) Limited ("MSIG", "we" or "us") would ask that you take the time to read these terms and conditions carefully. In case
of discrepancies between the English and Chinese versions of this statement, the English version shall prevail.

PERSONAL INFORMATION COLLECTION STATEMENT

Personal information is data that can be used to uniquely identify or contact a single person. As our customers, it is necessary from time to time for
you to supply us with your personal data in relation to the general insurance services and products (“the Product”) that we provide to you and in
order for us to deliver and improve the customer service. This includes but not limited to the personal data contained in the proposal form or in any
document in relation to the Product or any claim made under the Product.

Your personal data may be used for the purpose of:

. our daily operation and administration of the services and facilities in relation to the Product provided to you;
. any sales, marketing, promotion of other general insurance services and products provided by us;

. variation, cancellation or renewal of the Product;

. assessing and processing claims in relation to the Product and any subsequent legal proceedings; or

. exercising any right of subrogation by us.

In connection with any of the above purposes, the personal data that we have collected might be transferred to:

. our related, subsidiary or affiliated companies within the MSIG Group or MS&AD Insurance Group in or out of Hong Kong;

. any other company carrying out insurance or reinsurance related business in or out of Hong Kong;

. any association of federation of insurance companies that exists or is formed from time to time; or

. any agent, contractor or third party who provides administrative, claims handling or other services relating to the Product to MSIG or any
member of the MSIG Group or MS&AD Insurance Group.

In order to confirm the accuracy of your personal data, you agree to provide us with authorisation to access to and to verify any of your personal
data with the information collected by any federation of insurance companies from the insurance industry.

Under the Hong Kong Personal Data (Privacy) Ordinance, you have the right to request access to and to request correction of your personal data
held by us, and to request to opt out from receiving any direct marketing communication from us. If you wish to exercise these rights, please write to
our Data Protection Officer.

The Data Protection Officer
MSIG Insurance (Hong Kong) Limited
9/F., Cityplaza One, 1111 King's Road,

Taikoo Shing, Hong Kong.

Nothing in this statement shall limit your rights under the Personal Data (Privacy) Ordinance.
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