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At Chubb, our aim is to process your claim efficiently. With this in mind, we have developed an easy-to-

use online claims submission portal - Chubb Claim Centre.
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Visit Chubb Claim Centre and
fill in the details
BARERERORIERER

Claim result would be provided
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Receive Confirmation SMS or Email
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Please submit your claim via the Chubb Claim Centre:
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www.chubbclaims.com.hk
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Claim payment via local bank
transfer would take as soon as
3 working days

BEARTEER ZRARIER
EI A EN




CHUBBE

Hospitalization Claim Form
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Before sending in this form, please read below Important Information

AR ERFE R TE REEERRA:

1.Please complete this form by the Policyholder.
HRREFBEANER

2.If there is not enough space, please attach an additional page.
IARAETR BT LA R
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3.Additional documents may be required and to be forwarded upon request of Chubb Insurance Hong Kong Limited.

MERE TERBEBERATREREHEAIN
Part I - To be completed by the Policyholder
E—EMY — BERFEFEAER

Personal Particulars EIAE#§}

Name of Insured Person SR A #1Z:

T O

N Y ) N

(Eng)

HKID Card No. of Insured Person SR A &8 B 195 550E:

N O I

Policy No. {RESSEHS:

Date of Birth H4 HHA: Gender 43/)*:

DDH MMA YY £

[(Jm=m/ Jrz

Occupation B2:

Correspondence Address #@zfl it

N T

N T

Email Address EEFithiiE":

Mobile Phone No. Fi2EBE5EHE":

Name of Current Employer IR{E{BE & 78:

N T T O

Position Held Z {211

N 1 O O B A

Address of Current Employer IR{E{g 33t

Office Tel No. ‘AT BEIEHE:

Local Bank Account Details Zs3#th$R{TER B &k}

Account Holder’s Name BRF$58 AR (Must be the Policyholder %BARERZAA):

Bank Name $R1T&#8:

Bank Code $R1T5EHE:

L]

Account Number #& 5 J5H5:

N T O B B

Please note that this local bank transfer will only be facilitated to the local bank HKD account if all the information above has been accurately
provided and the settlement amount is lower than HKD100,000. Otherwise, we will proceed with the claim settlement by delivering a cheque to the correspondence
address provided. This information request should not be construed as an admission of our liability.

2 LT ESRIERBIIER R UK EES I VOB BT AR B H REREAMIRTERIRA TR AR U R ILREL T

BE QR ZERMIL WA R WA RRA AR AR EEE

* Correspondence may be sent to this email address and / or mobile phone no. AT K G LULEIithIER / HFIREEFIBIEH R AR

# Please mark "X" in the appropriate box. s5/ B & 218 FtE “X”
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Policy Effective Date {RE 43 B EA

Details of Disability 1%t

Name of Hospital Admitted B8P 7&: Admission Period From ABtHH:  To tHEzHER:

DDH MMA YY& DDH MMA YYE

Reason for Admission s55EBA{ERzR
(Pleas in the appropriate box and provide the relevant information 557 & K ZEA& A N TX) MR AAERAERL):

Previous Consultation History {8{FRz2 & #} > s551EA:

. Name of doctors consulted for the above illness / accident during the past year: Date of First Consultation:

AV ERRTI—F K2 LR | RINZBERTE: A=Y GE

2.Please list name and address of your usual consultant 557! HiB <18 2y vy ubtl

Declaration & Authorization EBERiZHE

1/ We declare that to the best of my knowledge and belief the above statements and particulars contained are in all respects true and complete and are made without reservation of any kind. I hereby
authorize any physician, medical practitioner, hospital or clinic by whom or where I have been observed or treated to give full particulars about my health to Chubb Insurance Hong Kong Limited. A
photocopy of this authorization shall be considered as effective and valid as the original.

1/ We further hereby declare and agree, that the personal information collected or held by Chubb Insurance Hong Kong Limited, whether contained in this claim form or otherwise obtained, may be
used by Chubb Insurance Hong Kong Limited or disclosed to any individual or organization such as legal firms, accountants, actuaries, loss adjudicators and claims investigators, doctors and other
medical service provider within or outside Hong Kong SAR and as more particularly set out in the Chubb Privacy Information Collection Statement for the following purposes: (1) to assess and process
this application, (2) to provide insurance and customers services, (3) to conduct insurance claims or analysis. I / We understand that if I / We do not provide such consent, or revoke my / our consent,
Chubb Insurance Hong Kong Limited may not be able to process or assess my / our claim. A copy of the Chubb Privacy Information Collection Statement can be found at www.chubb.com/hk.

Any persons from whom Chubb Insurance Hong Kong Limited has collected information as aforesaid shall have the right of access to and to request correction of any personal information concerning
themselves held by Chubb Insurance Hong Kong Limited. A request for such access may be made to the Personal Data Privacy Officer of Chubb Insurance Hong Kong Limited at 39/F, One Taikoo Place,
979 King's Road, Quarry Bay, Hong Kong.

AN [ EEEILBRARAREULFIRE B RATIREZEM B2 AT REERNENZRE - AALREAZEFAFLAZRE - BBAS - BRAZFRHEEMAANREZ BRI FRERRE B
BRAR - IIREEZBIATHER

AN/ EETMEMLERKRER EE!ttLT?FXR§/§E|‘E’\_JFHLISI§I%EE?{EAﬁﬂ s N B FEBRARBI UM A NER HAEZERBEBERADEARSEE BT THRERIFEASNIFEIZER AL
TGN R AT Bt A8 I A A REH BERAMBERBRHFEERAMERN ZEREEAADNER AL REEREEUTAR () sTZILERRE Q) RIHRR R SRE

3) EEEEIIHE’J%{QZ‘ZEEQZQVT TN/ BEEH EIQDZK)\ / E:-‘}Ziﬂ BRI ER RERBREEBBRADARERERTIZAEAN / EE2RME - REWEEAEHEHZBIAEHI www.chubb.com/hke

PiEd ERERNEAALERERNRERENZERREBARADMITEAMBMANEAEALEN - EFEREABHSHERBRZ EZR TRRERREBARATDZEABHF R IERE  HitS
BBHRBREBEITOR ARG —EE391E

Signature of Insured Person 2R A & E: Name of Insured Person Z{R A 3:
(in BLOCK CAPITALS 5 U EHEER)

Date Signed %2 F#: / / HKID Card No. of Insured Person Z{f A& 5105 5505:
DDH MMA YY&

Signature of Policyholder {REEFFH AEE: Name of Policyholder fREEFFHA AER:
(in BLOCK CAPITALS s EA5 & 5)

Date Signed %& BH5: / / HKID Card No. of Policyholder {RE1H5H A EHB B D:555E:
DDH MMA YYZH

Hospitalization Claim Form, Hong Kong SAR. {¥frR{E RS, H84551TH&. Published 10/2019.

©2019 Chubb. Coverages underwritten by one or more subsidiary companies. Not all coverages available in all jurisdictions. Chubb® and its respective logos, and
Chubb.Insured.™ are protected trademarks of Chubb. 20f4

© 2019 T {RIE A — B2 F R AR PRA R M IFFAA (RIE AT PR B A B85 & 12 {# - Chubb” K HABRARES LUK Chubb. Insured.™ Th ERVREE T ME R



Part II - Attending Physician Statement (to be completed by the Insured Person’s attending doctor at the Insured Person’s cost)
EEMY — ELBERS (WHARZRFRAZESBERE MEAREAZRARR)

Patient’s Particulars A Z %}

Name #53: HKID Card No. &8 517 :5555: Gender 43
OME/OF%

Details of Hospitalization {£PRE %}

Date of admission Az H#A: Date of discharge 4% H #8:

. Diagnosis of condition:
L [ 15

. Investigation, treatment, therapy and surgical procedures done during hospitalization:
EHIR B R 2 BB AR RFMIER:

. Please provide the reason(s) for this hospitalization if this type of case can be managed on day care / outpatient basis:
= ILREAETE B REIsEIE / S0 P Ta iR sAsR AR R A:

. Did the patient take any home leave during this hospitalization? If yes, please state the date and time:

BEADR EAERHAMRRR R W5 Frr 5 B AR E:

History of Clinical Consultation B Ri_Lilis2E > PI5250

1. At the first consultation, what symptom(s) did the patient present?
RERZ AR BER LR

2. When did the first consultation take place? 3. How long have such symptom(s) persisted before the first
BB MRFAREE? consultation? EEHARTHE T ZA A KEE?

4. Was the patient referred to you by another physician? If yes, please advise the name and address of that physician.

RARDHREMBEENTF Ol 22 ARt HER Ktk
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Professional Comment ¥ =8

. According to your professional opinion, was the patient hospitalized as a result of recurrent episode, chronic disease or related to a previous
complaint / diagnosis? If yes, please provide the date of the first episode, details of previous complaint, diagnosis and treatments.
BamZEER R BRI E S A4S MRS AR / 28FT5 1202 N2 AR T B R 3R B AR A a2l ks /e sF 1B

. According to your professional opinion, does the aforesaid duration of hospitalization appear usual for the average patient with a similar
condition? If not, please advise the reason.
BenzEER R bl (A& —REREERZ TR AR BET NS AR RE

. Please indicate if the medical condition and its subsequent treatment is associated with any of the following;:
sAted LA R E A RE S E NI ERARE:

O Congential anomalies, infertility or sterilization O CoTMetic or plastic surgery
EREFERBER-TEHAEFER ERHBEFMN

O Under the influence of drugs or alcohol O Corrective of eye sight
REENEY TR RABRE

O Self-inflicted injuries or suicidal attempt while sane or insane O Psychiatric problems
THREMEFREAT TZERBGEHERITH TR

O Pregnancy conditions or any related complications O General check up
B AL ZER —RREREE

O Dental care [ Rest cure, rehabilitation, convalescence or extended care
FRbak RE S RREIEIR TR

Signature of Physician: B84 % =: Hospital / Physician Stamp: B85 / B8 £ 2 E/1:
Date Signed: & HH#A: / /

DDH MMA YY&
Physician Name: B4 44 Clinic Address of Physician: 5F&2#iit:

(in BLOCK CAPITALS 55 LAIE#%E 72)

Chubb. Insured.
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