Metlife

E%%@%ﬁ
Hospitalization Claim Form

Please complete and return this form with the supporting documents (see “Claims Document Checklist” on page 2) to Metropolitan Life Insurance Company of Hong
Kong Limited at Level 20, Cityplaza 3, 14 Taikoo Wan Road, Taikoo Shing, Hong Kong

SR AR I R (LT LY PR (R R ) RSN IR 14 B 336 204 *F?d*?ﬂ‘ﬁ R R -
PART | 51~ ‘ﬁm’}} (To be completed by Insured / Claimant [11</( * i3 * i )

A. INSURED INFORMATION &7 * E¥f]

Policy No ]H?ﬂﬁ}s‘}f' Name of Insured il * it € ID Card No =} {7} F&5#7i Age iy Tel No Tﬁa?ﬁrﬁ—gﬁ
Sex_ [
Correspondence Address jij7*#*i~ [ New Claim f}ﬂ%‘iﬁéﬁ'

[ Further Claim F % 3 fdf

Present Occupation %% Name & Address of employer &= 75 Hyik-
[] Reply Document [ﬂl?ﬁ«if iF

[] Review / Appeal Fi/fily

B. DETAILS OF HOSPITALIZATION E‘AI%‘?E[?T

Hospitalization Period [ [ I# Are you making any other insurance claim regarding this hospitalization
IR P (R Y TR 2 R
O NO zs‘é?
| | | | | | | | O Yes E] Please provide SrF?EAﬁ
From 't MM/DD/YY F|/f1/% To = MM/DD/YY F|/p1/F name of i |nsurance company policy number(s)
Wi 2 il ¢ BB BT

Name of Hospital &k ¢/

Consultation details idt,ﬁfé‘lﬁ Consultation Date (MM/DD/YY) Name and address of doctor / hospital
WL (FlLE) P % T £ pa-
(a) The doctor / hospital first consulted for this illness / injury

FI R B IR | I | |

(b)  The doctor / hospital which referred the Insured to hospital
B B R [RBeER | I | |

(c) Other doctor / hospital seen for this illness / injury

B TR A R | I | |

(d) Usual doctor / hospital for general illnesses

RV - AT IR | | | |

HOSPITALIZATION DUE TO ILLNESS E“Vfﬁﬁll[':"]% HOSPITALIZATION DUE TO ACCIDENT P& < (5 2
1. Describe the symptoms r%iﬁér 1. Date, time and place of accident #i9f [ 1] - Eijréﬂb'f‘a}%#,‘
| | |
MM/DD/YY E|/f 1/ [JAM =T [JPM T Place i“‘Jg#,‘
2. When did the symptoms first appear 3 B8 [ 1wtz 2. How did the accident happen it 3% i

| | | | MM/DDIYY |/fiE

3. Was the condition a recurrent episode or a chronic disease 3. Part of body injured and type of injury [’;fﬁ) b [ 5h
gl '/ﬁﬁdf; ,é"ﬁ @EJEE?’I@‘T@?{W
ONo 4
O Yes j; Date of first attack | | | |
T aE F1 MM/DD/YY F|/f1/=
Disease details 4. Was the acmdent reported to the Police * 7\?%& N
TR O No 3%

O Yes r], Please provide name of police station and reference number

LA £ B Y

Please provide copy of police report / statement
R R ] A
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Metlife
CLAIMS DOCUMENT CHECKLIST Zf#i¥ {$2¥%*

(To facilitate our assessment of your claims, please complete and provide the following basic documents to us.)

(R4 2 FISRA YR Bk iR » gRt 5o el VR A i - )

Claimed Benefit F {8 &

; ; Hospital Cash / Surgical Cash / Hospital Expense Reimbursement
Basic Document Required ﬁb{:fﬁ?ﬁw i Intpensive Care Ungft Benefit P él%i?ﬂji{:sm
ERRE [ RIS | BRI

Fully completed Hospitalization Claim Form Part | [ 3 [¥i &A% 57~ #i{) v v

Fully completed Hospitalization Claim Form Part Il {= ﬁ‘:{a]ﬁ‘i)}%:, ‘1, 115 v v

Original Hospital Receipts [ B84 ‘ v

Hospital Receipt Copies [ k{5514 v

Policyowner's ID Copy {RH1H %] * S/ g% v v

Compensation Breakdown from Other Insurer [ fil '/Fgl,ﬁ Al v (if applicable 7[5 )
Police Report / Police Statement #:% %F,/ [T v (if applicable 7[ii*™ ) v (if applicable [t ")

Note: (i) Supplementary documents / information may be further required from you or other related parties for claims assessment.
(i) Company reserves the right to request for original documents if the company deemed necessary.

BAC () 2 IR by ﬁ? S IV Y (PRI (SRR B
(i) Ie Rl > 4 2T FRARCRE T B fIF -

REQUEST FOR RETURN OF ORIGINAL DOCUMENTS #nulT~4¢ ¥ %

If you want to get back the original documents submitted, plea’l,se g’ut a tick beside the corresponding box(es) below:
T SSpl=t B T o IR R e

[J  Original receipts /7" ] q%gi A+

[] Compensation Breakdown from Other Insurer I {3 {fl[i& * ﬁj;’/ FFL, e[S

[]  Others (please specify) H i (gfigf)

DECLARATION AND AUTHORIZATION EBfE % 2l

| hereby declare that the above information given on this claim application form is true and complete to the best of my knowledge.

I understand and agree that any personal data collected or held by Metropolitan Life Insurance Company of Hong Kong Limited (“the Company”) (whether contained in
this claim form or otherwise) may be (i) used or stored, (ii) disclosed or transferred (whether within or outside Hong Kong) by the Company to its affiliated companies,
reinsurance and claims investigation company, industry association / federation, any members of the federation or any individuals / organizations associated with the
Company or any third party to (i) process the claim; (ii) provide all services related to this claim or to promote other financial products and services, direct marketing, and
data matching, and to communicate with me for such purposes; or (iii) enable the federation to carry out its regulatory functions or such other functions that may be
assigned to the federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the federation. Moreover, the
Company is hereby authorized to obtain access to and / or to verify any of my data with the information collected by the federation from the insurance industry.

I understand that | have the right to obtain access to and to request correction of any personal information held by the Company or be given reasons for any refusal of
access. | also understand that a reasonable fee may be charged by the Company for process of any access.

| hereby irrevocably authorize any employer, doctor, hospital, clinic, insurance company, government office or any organization, or persons who have any records,
knowledge or information (whether medical or otherwise) of me to disclose, release or transfer to the Company or its representative such information pertinent to this
claim. The authorization shall bind my successors and assignees and remain valid notwithstanding my death or incapacity in so far as legally possible. A photocopy
of this authorization shall be as valid as original.

£ PR A R VRIS - sy -
F P :'H\F?*}’Ff '['{%VA“???‘E]!‘ L(?l, il EI)@” F/h@u ()25 ﬁﬁﬁ*( i -iiﬁfﬁ‘/u 71[)&' =il ‘T:’Tﬂ"“fﬁ‘}ﬁ* JETFE SOl R EJ;
i;*f'—’?mﬁ‘%j[ PP (EE 432 ATV I ) T‘EJ; fld = [FI'F*”i]ﬂfUJ FIR bﬂFﬁiﬂd‘, fil > I’ﬁf’*ﬁ/ 'f THF ey piEeg Fff& rrd F‘/% o P ()sRR=

U (R E R sk L AR 400 1 PSR il 05 » B RS M SR R SRS b T et W('")QW WFF”E; SThges i}h’¢?lﬁxfﬂﬁf
R N T R B S R AN

BRI TR LS B RIS LS R O O T AR B L Y BRI e -

A MR B B B2 e ’ﬁJ L*‘*Wﬁl»’f'ﬂr‘ PRS- ’vn;f‘m Y ~ AR ﬁ’;ﬁﬁﬂjwwf "’Jf*i«zﬁﬁs’ RIVEFEL >
njtr;(tg#m‘:{qg‘l“:rf F9ZY - 14 @jrbﬂ: R N E RS OT 0 AR R e R S Jfg‘;]”ﬁﬂﬂ?malﬂ&@?;pj | e i[f’J U;&;JQ

Signature of Claimant Zfif » &% * Signature of Insured <ofjl *

Claimant Name & ID Card No  Ff#f * I ¢, bej/f}},,%%ﬁﬁ “Insured Name & ID Card no ol * It £, Jv,j/f}},,%%ﬁﬁ

Date (MM/DD/YY) [ IHA(E[/[ /) ’Date (MM/DD/ YY) [ VHH(E[/] /)

Relationship with insured =2+ i)l * E‘rﬁﬁ{f #not required if insured is the claimant i< fl * il EB sl o A R T PO
ENQUIRIES

For enquiries, please call our Customer Services Hotline on 2199 1000 during office hours, from Monday to Friday, 9:00am to 5:30pm and Saturday 9:00am to
1:00pm (except public holidays)

PR GRS ERP] > B 2R bR T IS M TR - B BERY) > PR PR 2109 1000
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Metlife

Form — Attending Physician Statement

PA RT ” Bh_ :FFB [JJ (To be completed by attending physician at the Claimant's expense 1= Z %4 H - 742 [l ~ 3 ()

(b) Period in Intensive Care Unit* * {=y£<j¢ ,@f [ 1t

From i MM/DD/YY *]/[ 1/ To = MM/DD/YY E[/| 1[5
(c) Period of Home Leave during hospitalization* [ i At ﬁﬁ[@ SF TV TR

From |11 MM/DD/YY F[/f1/% To % MM/DD/YY F[/F1/F

Policy No. Name of Patient ID Card No. Age & Sex
TR - SGE e S ST
1. (a) Hospitalization Period [= [k [ 11 7. Was the symptom a secondary condition to some other illness / injury
P& fo f”#)‘; it H&ﬁ/fﬁﬂldl@
| | | | | | ONo 0 Yes, please give details ﬂﬁgﬁﬁi{ﬁ ]%F[ﬁ
From [l MM/DD/YY %[/} VEs To = MM/DD/YY E|/F1/=F
lliness/ Symptom Onset First Consultation Name & Address of

Injury vt R 1 PR Doctor / Hospital
Aok (MM/DDIYY | /E 1) (MM/DD/YYF [PV R IR £ B

2. (a) Chief complaints of the patient relating to this hospitalization / surgery
R R 2 VRN

(b) Were the complaints caused by an accident JFfLf ’d,i_

] No I*,
[] Yes, please provide d
KL I?ﬁﬁi{'ﬁ L s

S E

ils how and where the accident happened

(c) Date of accident or symptoms first appeared i 9t [ 1HIE5 1

R 11

| MM/DD/YY *[/F1/E

3. (a) Diagnosis of conditions Z'%r | (b) Underlying cause ﬁYJ[‘d

RS
O Yes, please give details fL- it ]

8. (a) Is the patient referred by another doctor &}
O No |7|

s

Treatment Dates 17 1#
(MM/DD/YY F[/E1/H#)

Name & Address of Doctor / Hospital
2 /R £

(b) Has the patient ever had the same or similar conditions or symptoms
relating thereto Jﬁ M) rﬁE [H ?‘;llﬁﬁdp\/r‘fgﬂk
s SRR SET
Yes, ﬁﬁ%&%r i

ONo f[ please give details e
Name & Address of Doctor / Hospital

[t [T £ bl

Treatment Dates 2171 #]
(MM/DDIYY EJ/[1/5)

4. (a) Surgical Procedure = %
Name of Surgical Procedure = ¢ 7 Date of Surgical Procedure = 57 [

| | | |
MM/DD/YY E|/f1/&
(b) Brief discharge summary (including treatments, investigation procedures,
results; any complications and follow up plan)
ERBER I (R 2 AR PR LS H)

5. Was the illness a recurrent episode or a chronic disease

LSRR S AL My
No

O Yes Ll > Date of first attack (MM/DD/YY)
f‘ﬁwﬁg@t (L] /F 1)

Disease Details

SR

9. Was the conditions* caused by or contributed to by the following
fice B |l g

(a) congenital anomalies / infertility / sterilization
AR S 7\?} / %‘?TJJ‘

(b) under ianuence of alcohol / drugs / intoxicants /
narcotics / sedatives / substance abuse
AR 1B | DRSERR] 1 R SRR
PO T " -

(c) intentionally self-inflicted injury / attempted suicide
DI EA Eﬁ'Eb@

(d) mental iliness / psychiatric / psychological
disorder *ﬁ?ﬁﬁfﬁ It RS S i

(e) pregnancy / childbirth / miscarriage'/ abortion /
complication
SRR PR OO AT Y A J!_;”iﬁlr", [ E R

(f) rest cures / sanatorium / convalescence /
rehabilitation &k [ g [ SRR

(9) cosmetic / plastic / elective surgery

S LW 1 SRR SR

(h) AI S/ HIV-related illness
gt‘,’ﬁ U2 RE S s ﬂﬁfwﬁ@ﬁ

(i) dental treatment or surgery' 7 #iiz s = 5 [] Yesfl [ Nop
natural teeth involved = % 7 # (7 ’cu?ﬁﬂlﬁ/—}) [J Yesil [] No? i

[] Yeskl [] NOF‘[

[] Yes kL IjNoF,
[] Yes kL DNOF‘,
[] Yes kL IjNoF,

[] Yes kL [] NOF‘,

[] Yes kL
[J Yes kL [] Nof,

[] No F\,

[ Yes il [] NoF'\,

6. Date of the first consultation for this condition 17 jRL 3 FUKTRZ | 1Y

| MM/DD/YY E|jpiE

10. Patient’s past medical history, if any vﬁ RGeS Jmhﬁg e
Diagnosis @i Symptoms % Onset date Fi-+tliZl| 1]

Name of Physician & f ¢ Signature

| hereby certify that | have personally examined and treated the patient in connection to the above hospitalization and that the answers given above are all true to the
best of my knowledge and belief. 74 * = fpt Fﬁ M i R e ,1@3 m[ o A S r‘?‘j'[lr’?‘[— I H,;,;;g]y

PR -

Hospital Stamp &2 71

Qualification ?»TF‘,

Date [I#j

Address Pyl

Tel No rﬂfﬁﬁ

*

: Please delete as appropriate ?f— @ = )

Note: In case of inconsistency between the Chinese and English version, the English version shall prevail J[If[1¥ 457 i1 | Fkt?;‘\twﬁﬁ
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