ALLIANZ MEDICAL PROTECT CLAIM PROCEDURE Allianz @
ZRIERRERRESF

1. 2. 3.

Claim Submission Claim Assessment Claim Result
B RHK R RMMER
Submit your claim within 30 days from Your claim will be assessed in a timely Claim result will be provided soonest we
the date of accident/ sickness. manner to ensure smooth claim experience. received all the required document(s).
REN I FRES 30 RARXREHR EMSESREERTRINRERS. REEHNERBA XS ERERRE
o HIET,
Submission Method B A Claims supporting document(s) & {&:8E3
By Post B Z: - Completed and duly signed Claim Form
Allianz Global Corporate & Specialty SE BEZ 2 RERE
Hong Kong Branch - Original medical receipt(s)/ bill with diagnosis
Suites 403-11, 4/F, HiA R H 2 BRI R R E &

12 Taikoo Wan Road,

- Original discharge slip/ summary
Taikoo Shing, Hong Kong

HBRAR / IR EIESR
- Original medical certificate(s)/ note(s)
ZHRREEREARBRE LS AT BRESR / FEx
BB AT A SEE 12 8 - Referral letters for any specialist consultation, if any
ERAEENE , 1E
41 403-11 F

- Completed Attending Physician Statement (Appendix E of the Claim Form)
DEZZELBERS (REREZHH4 E)
- Copy of all surgical, histopathology (biopsy/ pathology) reports, blood test results, X-

Y i g . . . . .
By Email BHZE rays, CT scans, MRI and any other imaging studies, laboratory evidence, angiograms,

claimshk@allianz.com echocardiogram, etc. and any relevant hospital reports that are available

FREFN , ARRECRCETREMT SRR / RERRRE  BOER , X R
General assistance and enquiries T, EMRE  BORRREMEGRS  LRRE A NEEXHBRS  BBOD
— RGN REH BE , EAAENERERE 2BE
Allianz Customer Services Hotline
ZHEE FARTE B4R
+852 8100 2402

Important Notes EEE18
- For reimbursement claim of medical expenses, original receipts with full details must be provided

FRBRERACRE SARMEABRKEER

- For any document(s) to substantiate your claim, you have to bear the charges on your own expense

FRRERAXH CEARERRAZN

- Depending on the nature of your claim, we may require you to provide additional document(s)/ information

RS BRBREFEAERE TRAEMRERHA XM

- Please retain a copy of all your documents submitted to us for your own reference

FREXREXHAIRE-ESEREX
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Allianz ()

Allianz Global Corporate & Specialty SE
(incorporated in the Federal Republic of Germany with limited liabilities)

Hong Kong Branch

TR R SR
(RAREEEBAANBERMRIL2ARALA)
ERSLA

Suites 403-11, 4/F, 12 Taikoo Wan Road, Taikoo Shing, Hong Kong
ERAEHATEE 124844840311 F

Tel BFE: +852 8100 2402 Email EE: Claimshk@allianz.com
www.agcs.allianz.com

ALLIANZ MEDICAL CLAIM FORM L EBERERE

Part | - TO BE COMPLETED BY THE CLAIMANT B3 - HEEZEAKE
1. CLAIMANT DETAILS B & A &

Name of Insured Person ‘

ZRAHER

Place of residence (Insured Person)

FEfEE (ZRA)

Occupation (Insured Person)
(2

REFHALS

Policy No.
REMRT

Correspondence address
(Policy Holder)
B (REFEA)

L] | |
L]
L]
Name of Policy Holder ||“ ||| |||
EEREEER L1
L] | ]|
L] | ||
L] | ]|

Email address (Policy Holder)
St (REFEA)

2. CLAIM INFORMATION Z{EXEIE

Symptom(s) and complaint(s)
B RER L PPl

Final diagnosis

BB L P P P P P

Onset date of symptom(s) (DD/MM/YYYY B/ A /%) First consultation date (DD/MM/YYYY B/ B /)
BRARBERAH / BHRXEDHEH / /

Name and address of the doctor for the|

/
R P P

BHRRP 2 BEBA Rbut

Nomeond addressofwedoctor V| [ [ [ L LI LI PI PPl
referring to hospitalisation

BEARCBEME Rt

Name of hospital

whER HEENEEE NN

Level of hospital ward B E#& 5l OWard =% O Semi-Private =% &E Private B%E [ Clinical Surgery FI2/NF i O Others HAth
Date of admission (DD/MM/YYYY)
ABLBE (B/A/F) / /
Date of discharge (DD/MM/YYYY)
bt BH (B/B/F) /

Total days of confinement #&1{¥ 5% B £

/
Name and adressoftheusuatdoctor | || | | | [ [ [ | [ [ [ [ [ L/ L[]]I [[[]]]]

EERMDZELEME Rt

Have you had any prior treatment for this or related conditions? (If applicable) BT EEE &L HE —HRMEZAE 2 (WEA)
[ Yes 2 | Date (DD/MM/YYYY) Name of physician

— EEEEEEEEEEEE R
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Allianz ()
BH(B/B/%) | == |

weigress | L LI P T P PP ]
iR

Have you applied any other insurance or compensation claim for this hospitalisation/ medical service? (If applicable)

BTEEMRRER / FMEERkaARRE ? (EA)

0 = Insurance Company Policy No.
0 gnaem L P ] | L[ L[]
Insurance Company Policy No.
@ gramam L P ] | [ [ [ L[]
Was the hospitalisation/ medical service the result of an accident? (If applicable) HRER  FHMERf— e EH\5I13 7 (EA)
3R e optiy (NN
BE(B/A/%) / / 0 8
eriefdescription &8 | | | | [ [ | [ [ [ [/ [[I PPl

Please tick “v" this box if if your need us to return invoice(s) and receipt(s) after claim processing.

MRREBEEMBIER , FEERAEL TV 5§
[l Yes, please return invoice(s) and receipt(s) by post to correspondence address written in this Claim Form
2, BHEERENBIRERE EWEA N,
Note ¥ : The originals will not be returned and will only be retained for 3 months from the completion date of the claim process.

EANHETERE , YR ERERETR BB RE3EA.
3. SETTLEMENT METHOD fEF A

For the claim payment (if applicable) direct credit to Policy Holder’s bank account, Please complete all of the following:

AT AT AT AR F A LB RS RS RO (A A A RIS A A 25
Nome of account holder eFsAARSE < | | | | | [ | [ | [ [[[I[I[IIPIP] ][]

onkrame 78 | | | | LI PP ]
swirtCode AT < | | | | [ VLIV PP P ]

Bank account No.

RATIRF 3R

Bank code $R1T#m 5% Branch code 7 1T #® 5% Account No.iRk 5 5515
Please provide account proof (e.g. bank statement/ bank book copy showing the name of account holder and account number.

FBREURFRHEDR (0: BARFEEALE RIRS RS2 BTIRE/ BITFR2EHE)

4. DECLARATION AND AUTHORISATION ZEHA K 151

1. I/ Wedeclare and agree to the best of my/ our knowledge and belief that the above information and particulars are accurate, true and complete.
A BAZELEAREZU LFIRAEEGRBAAN /| BROMARAMENERTRE  LEAEEERRTE,

2. 1/ We hereby authorise i) any party, including but not limited to police, insurance company, hospital, clinic, registered medical practitioner or other
persons and/ or government institution that possesses any records or knowledge of me/ us, to furnish any and all my/ our information or copies of
records to Allianz Global Corporate & Specialty SE Hong Kong Branch (“Allianz”) or its authorised representative as Allianz may request; and ii)
Allianz or any of its appointed medical examiners, paramedical examiners or laboratories to perform the necessary medical assessment and tests
to evaluate my/ our health status in relation to this application and any claim arising therefrom. This authorisation shall bind my/ our successors
and remain valid notwithstanding death or incapacity. A photocopy of this authorisation shall be as effective and valid as the original.

A BRAELEE ) TASEETERAES. REBAT., Bk, 2. SMEBREMALR / RBFEE , ANBRBFEEAEEE

A Bz , ARTBRRGEREERBEED AR "TBRR) ) IEREZRRNERRMS &ﬁﬂj‘cnaﬁzaﬂﬂi R i) REMRIERHE

EEZRSELE, BRASSILBRAIRMLERFITMELBEEAECAFELAN | BNETAEZERTGERAE , FREREA | &M

%ﬁéﬁﬂk% AEREEAA | BPZBARARSEAGEENRDEMEEECRETREINERLTRAER). REREZEAANERN
B EZ,

3. I/ We hereby confirm I/ we have been advised to read carefully the Personal Information Collection Statement as accompanied with this form (the
“PICS") and acknowledge and confirm that | have read and understood the PICS. Based on the foregoing, I/ we hereby give my/
our acknowledgment and agree to the use and transfer of my/ our personal data by Allianz in accordance with the PICS.

AN BOELERAN / RMOCHENEFERERAREM L BAAERERH ( "XEH, ), YEEELA/ R CRBELH AR
B, RBULRAR , AN/ BABSLESYEELHREBREZBACAREBEAN/ ROAVBEAER.

Signature of Insured Person . Signature of Policy Holder
ZRAKE ’ REBEAEE

HKID No. &% & 3 B5R 15 : HKID No. & &3 Bk 15
Date HEA : Date B
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5. PERSONAL INFORMATION COLLECTION STATEMENT & A ZE R UL EEEERE

"ou

Allianz Global Corporate & Specialty SE Hong Kong Branch (“we”, “us” “Allianz” or “the Company”) may use the personal data we collect about you, which
may include your name, address, email address, telephone number and other contact details, date of birth, bank account or credit card details, HKID card
and/ or passport number and in some cases, medical records and/ or other data, and which we may collect when, for example, you apply for, renew or make
a claim under a policy and/ or you correspond with us, for the following purposes:

EZHMRREERERRBEBS LT ( "RML , TREREL , TAREL ) IRESHEAES  SELS, i, X, SERBRAM
BEER., HERH, BTIRFREAFER. FESIBR / REREH., RPOERTHERR / HMAER , UK ARECRERERE. BR.
REER / RERMEARBENER , AL R TERAET I AR

i) processing and evaluating your insurance application and any future insurance application you may make;
RERFMEEHRBPFEREBERRIORBAE ;

i) administering your insurance policy and providing services in relation to your insurance policy;
4T SR B IR B N AR i BB AR BE AR B MY FR A

iiii) undergoing any alternations, variations, cancellation or renewal of any insurance and related services;
ETEMREER, BE, FUHRBERRERRE ;

iv) investigating, analysing, processing and paying claims made under your insurance policy;
RBE, 7. BERXAEHREMEERE ;

V) conducting identity, medical or credit checks;
HITE4, BRIGHAKE ;

Vi) designing insurance and other financial products and/ or services for customers' use;
REREMERMERR REHFAUBRETSER ;

vii) exercising any right under the insurance policy including right of subrogation, if applicable;
TEEBRREMEFHTARRSERUE  WEA ;

viii) invoicing and collecting premiums and outstanding amounts from you;
BHATREBAR O ERERER KK ;

ix) reinsurance purposes;
BREAR

X) conducting research, surveys and analysis for the purpose of product design and/ or the development and improvement of our services to you;
ETREERSFRR / ABEERE AR OESRUEZ RBHHAR. BERDHN ;

xi) conducting statistical or actuarial research, data matching and/ or verification purposes;
EITHRAAREETR, EREHR / IREZA ;

xii) the operation and administration of the Company's internal business including without limitation any corporate reorganisation;
NARTEBHEERERE , SFETRRARRE ;

Xiii) contacting you for any of the above purposes;
B LA AR BRARESAR

Xiv) other ancillary purposes which are directly related to the above purposes; and
HttlR P RAREETECHBAR &

XV) complying with any applicable laws, regulations or any industry codes, guidelines, requests from regulators, industry bodies, government
agencies, law enforcement agencies and court orders.

BHEMEANERRAS  REEHE, X788, BTN, SUEREMRENERTR. B5l. BR, XEERT.

You may also provide us with certain personal data about other proposed insured person(s) or third parties such as your dependents, and if you do so you
confirm that you have their consent to provide their personal data to us.

WEAEMREEEAREEZIRALE=EJHNRBHEAES , ERUHEDRCRECEDEERNZFATHRBUREREBAAENTEM.

Such personal data may be disclosed, shared, divulged, supplied or otherwise transferred to the following persons for the purposes set out in the above
paragraph or directly related purposes or as otherwise permitted by applicable law:

REBAERTREEREERE,. 22, E8. REFBBITIESALUER LRAREERFRECHBAR , SIHAEREERAFHAR

a) any of our directors, officers, employees, representatives, agents or delegates;
EAERNTNES, AB, EE. KKk, REA, HZERAL;

b)  any of our shareholders or related corporations, and any of their successors or assigns, and their directors, officers, employees, representatives, agents
or delegates;
FARATHRRFLERNT , REFAZERERLFRAURELFES, AB. EE. AR, REA. RBERAL;

c) any service providers, agents, contractors, delegates, suppliers or third parties (or subcontractors of the foregoing) which we may appoint from time to
time to provide us with services in connection with the website and/ or the products and services that we offer to you, and their directors, officers,
employees, representatives, agents or delegates;

FARMTEZEEEALABLE / [IRMADECRUERRRBNHES, KB, AE. XXRXE, HEFIF=FFHI H), RHE
E. AR, ER. K&, REA FEHEAL;

d)  business partners (including reinsurers, brokers and bank partners), associates and third party service providers when reasonably necessary, and on a
need-to-know basis;

HENF(BEBRBAT., RERBTUHN). RECELENTEANENUERE=EREHEY
e) our professional advisers, consultants and auditors and any person who we believe in good faith to be your legal advisers or other professionals;

BEMNEXER, EXERBOAREIMEMARBHECRECHEENABEXER ;

f)  anyone who takes over or may take over all or part of our rights or obligations under this Personal Information Collection Statement (“PICS”) or anyone

AGCSHK/HMPCF/2107 Page 3 of 4



Allianz ()
this PICS (or any part of it) is transferred to or may be transferred to;

EAEERATEZEERMAL (BAAERRERRA) ("EH, ) TAARBAEASIEIHAL  IEALEA(RESRY) EEBRAEEEH
T2AE;

g) another entity in the event Allianz is intended to be acquired by or merged with, or is acquired by or is merged with, that another entity;
MEBRBAERREMEML TRBREESHNZEMBLT ;

h)  any relevant governmental or regulatory authority pursuant to a request by any relevant governmental or regulatory authority, or any person to whom
we are, in our belief in good faith, under an obligation to make disclosure as required by any applicable laws;

MEAHERAREERBESR | AIRBAREEEE. IEARMRFECREAZEZFECDHELIRENAL ;
i)  third parties for direct marketing purposes with your written consent and in accordance with our PICS (see further details in Direct Marketing section
below); and/ or

MZEREEPAEEFRAATHERESSMGTFEORE , AREEEREARNE=E  R/HK
j) parties whom assist us in carrying out the purposes laid out above in this PICS.

B EMETHERARN ERAROA L,

We may transfer, store, process and/ or deal with such personal data outside Hong Kong. The personal data will only be transferred to locations where we
are satisfied that adequate or comparable levels of protection are in place to protect personal data held in that jurisdiction, and (where we are required to
do so) with your consent. In doing so, we will comply with all applicable data protection and privacy laws, including the Hong Kong Personal Data (Privacy)
Ordinance.

BEMIRNEBEALEER  RF  BRER / AREZXFEAER. BEMNESERAELLERETRMNABTNAEREEEHRBELHIIREXS
FTEEREANBAENE  FENZEAERNERAR®E  ERMNEARDENEE (NBRLE) . EEBEY , RMNSETHEERENRE
RAELE  BEEBEAAER (FLE) &5,

In the unlikely event that our or substantially all of any of our assets are acquired by an unrelated third party, such personal data may be one of the
transferred assets. We may disclose the personal data, on a confidential basis, to any prospective transferee and its professional advisors (in each case
whether within Hong Kong or overseas) for the purposes of their due diligence investigations, the completion of any such transaction and the continued
operation of the acquired business.

EHABERTERMNPRABOEERFMERE=FWER  ZEAAENIBREF —ENREBEE. TRENELT , BMREEEBER
BEIHEXEEEEZEAAER (LERTTIREBIEN ) UMEBSHESITREARBEETHR S RBEEEN AR,

If you do not agree to the provision of the personal data requested or the use of such data for the above purposes, we may not be able to process your
application and render the services or to otherwise correspond with you.

NRETEEA LRARREREH/EAER , BMRELZEBELNRFERABRARE.

Allianz Global Corporate & Specialty SE Hong Kong Branch is a company incorporated in the Federal of Republic of Germany with limited liabilities.
THMRREERERREBEES N RBRNEETHALNBEZTMALZERAR,

We are committed to ensuring your personal data is kept secure and confidential and not kept for longer than is necessary.

BAFERREEAENZERAE L ATEFHBIBMERR.

Note: In case of discrepancies between the English and Chinese version of this PICS, the English version shall apply and prevail.

i PNAERIAMALSE , BRI RE,
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Part Il ZEP: Appendix E - Attending Physician Statement B4 E - T2 BEBE
To be completed by the Insured Person’s attending doctor at the Insured Person’s own Expenses. HERAZETZEBEERMRABIRAER,

2. Please attach copies of any specialist or hospital reports, together with any tests, or similar evidences to support the validity of your patient’s claim.

B LEMERENDA. EREs. AEREREMREH , UiGEIRANEKDS.
Full name of Patient JEA 2 & HKID/ Passport Number £ 51358 / BB | Gender #£5|

Part I: General Information 5 —#8{3: — k&%

Are you the patient’s usual physician? B T 2 &R AEBERZ W EE? ONo& O Yes, please specify the details below: 2 , FEIRHEUATESR :
Medical records trace back to B8/
BRI BENE / / (DD/MM/YYYY B/B/%)

Period of ltati
i SN

Past health hist
BRI SN .

Date of first consultation related to this sickness/ accident How long had the patient been experiencing these symptoms
BB NER/ BAZEREDEY before the first consultation?
EEREDIRABERUERBAZ LS A?
/ / (DD/MM/YYYY B/A/F) LI ]
Symptom(s)/ complaint(s) of the patient relating to the first consultation/ Diagnosis 2 B

hospitalisation ITEA BB EXRED / ER2EMR / KR

1. According to your best knowledge, has the patient ever been diagnosed with or suffered from Cancer or growth of any kind, Heart Disease or Stroke,
Diabetes, raised blood pressure, mental disease, HIV/AIDS or any medical condition affecting his or her brain, thyroid, blood, heart, lungs, gastric,
breast, liver, kidney, uterus, ovaries, colon, bones or prostate?

ME T - BABERWZENBARENEMAETEIEE - VRFENFE - BRE  SME - K - AERBENRZRS / B2% ; SiEmEER
MIEEFERARRGES - PAR - MR -0 - -5 -2E N Bl 7= W& - 5 - SEESAISIR?

O No&

[ Yes, please provide details whether the patient ever had any physical or health conditions not mentioned above that required any form of medical
treatment, consultation, investigation or repeat tests in last 3 years? (Apart from usual flu, colds and prenatal care)

B BHRFABE=FEREAMMLRARERANSEREEREMESETETITMANAR. BH. REREFUE? BT R, SEAKRERM
®aE)

la. Forinsured between age 2 to 15 RE AR 2-15 &
According to your best knowledge, has the patient ever been told to have or ever have any of the following? Autism spectrum disorder, slow mental or

physical development. LB TFAA - MAEEWSNIBELUTIER: BEIE - BHNSREREE -
ONo &
O Yes, please provide details & , FE&fiR

1b. Forinsured age below 2 years RiEAR 2 BLLT:
According to your best knowledge, did the patient born with low birth weight (less than 2.5kg) or premature (less than 37 weeks gestation)?

BETAA , FAHEREREBRAEREDR 25 2MREBEE(DR 37 BZEH)?
ONo &
[ Yes, please provide details & , FE5EiR

2. According to your best knowledge, in last 3 years, has the patient ever had any physical or health conditions not mentioned above that required any
form of medical treatment, consultation, investigation or repeat tests?

THETARE  BE3IERN  TASEERALA EIRERANSENRENEMZEZETEANEE - B8 BEXEBAHE?
ONo &
[ Yes, please provide details (Apart from usual flu, colds and prenatal care) 2 , FEFFRERT —RE. BEARETRE)

3. According to your best knowledge, does the patient have two or more natural parents or siblings diagnosed with cancer, stroke, heart disease, diabetes,
kidney disease, multiple sclerosis or inherited disease before age 55?

ME T - WANKEH T E RS - SEBEMAT L ETE 55 RAISWZEBARE - PR - OWRE - KA - B SRUEEEEE
§75?

ONo &

O Yes, please provide details & , 5k

4. A Was the patient referred to you by another doctor for further management? iIEA BB H B — U BAEN T BIEE —H6E?

ONo &

O Yes, please specify the name and address of referral doctor 2 , BRI B4 2 & Kbt

5. Was there any hospitalisation for the patient? fEABEER?

AGCSHK/HMPCF/2107 E Appendix E Bt 4
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BARKZE=REEEH

[J No, please complete the Part Ill & Part IV of this form T,
5, BARKRZE_ZENIHG

FEiE
[ Yes, please complete Part Il to Part IV of this form BiE

Part II: Details of Hospitalisation

Name of Hospital/ Day Care Unit BFt &%/ BEEH O

Date of admission ARt B #i Date of discharge Bt B A

/ / (DD/MM/YYYY B/ B /) / / (DD/MM/YYYY B/ B /%)
Final diagnosis B #& &2 B ICD 10

8

Operation procedure(s) performed F 74 # ICD 10 CPT

IR RN RN e e

If the patient has consulted other physician during this hospitalisation, please provide the following:
WHEARBRERPEEEHEERD | BFRHEATESR

O NoRE

O Yes, please specify the following: & , FEBFH1E:

Name of physician and clinic address B4 & ¥ & 2 Fr it it

Treatment performed 1254 5:

Reason & X:

Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/ out-patient basis.

BEEEFARTRAR/ FRER  FRHEAEERER,
|| |||

Part lll: Professional Comment S8 =i {5: BEER

According to your professional opinion, was the hospitalisation a result of recurrent episode/ chronic illness or related to a previous condition?
BTRARAEYDRERAERY / REKBRZANERRE / B2

O NoRE

O Yes, please provide details. & , &k

Please tick the box if the medical condition and its subsequent treatment are associated with the followings.

wmERERREZNARETIERER , FRTIIAEMN LS.

O Accident or related disorder Z /8 H BEBEKIR O Pregnancy conditions or any related complications 1% Z2 5% H Itk 5| 8% 2 777

[0 Cosmetic/ Plastic Surgery BRI F 47 O Prophylactic treatment or Preventive care T8 P ZE ¥4 B 2 12

O Dental or Maxillofacial treatment F &5 55 E 484 & [ Eye correction or Refractive error %518 5047 Jt fE &

O Venereal & Sexually transmitted disease 5% [ Congenital condition, Infertility or Sterilization £ XM&RE , TEREEER
O Mental psychiatric problems [N ERFE 5% O HIV & its related disability ABEREDRZIFEERR

O General Check-up or Vaccination SR ESEE T O Experimental or Unproven medical technology or Procedure 535 14 & s} R &E5E
O Influence of drugs/ alcohol E¥I B E B BB Fi

Part IV: Declaration 43347 58
| hereby declare that all the above information are to the best of my knowledge, is true and complete.

AR LRNWERRIBRAFANE S EREH.

Signature and chop of attending physician T2 B4 HFBRES Address and telephone no. #3it & Bt 48 B 5%
Data A 8: / / (DD/MM/YYYY H/B /)

AGCSHK/HMPCF/2107 E Appendix E Fff ¥
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