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Personal Information Collection Statement

FRBER\LTFEBHEER

This form is for applications via online platform only

IRITFHME RS

BUEZ AR REN EEEFALTETE - WEAEMFERR - REBHA47EILER - RERA (BA) FEERWERT  ETFRAZRA (BA) BHE
TRE IR EE B F R BB S B2 3P4 -

Please complete this form in BLOCK letters and upload to the Pre-Assessment platform. It should take around 4-7 working days once all necessary information is received. Subject to
the eligibility of the Insured (Patient), as assessment of the estimated eligible claim amounts under the policy will be provided by Blue Cross.

B - HREFBARZRAGBNER
Part I - To be completed by the Policyholder and the Insured (Patient)

Pre-Assessment Form

TRE ST ZRASRIE(ER)
Policy No. Insured No. (if applicable)
FRAGBA R

Name of Insured (Patient)

BRANRES

Declaration and Authorisation

RANELBALES:

(1) AAZLBREEAFTEZRAZEMTENERAIERT - - BRERREAL - HERAENRBEER - RERAT - AEAL - #E - & HNEEER  MET
F (X)) REERART ( "E+F, ) AERBARRREFNSFAIEEBEZRAZENLR 185 - BERS - BE - OESMEAEBEERFTEZRANEESRS
R e

2) FETAEMAEHESE  IHS2ECR  BREESEMURKEBERERE - TEREBERE LASE/FANAREGRRLMARE NMRZFENBER T - 85
BREAE R BRI R R B SEAER - AR BORBIER - HURAEERE -

3) AACHERPAABE+FHREBAAZERER -

| HEREBY DECLARE AND AGREE THAT:

(1) Any hospital, physician, medical practitioner, medically related service provider, insurance company, person and/or authority that has any records or is holding any
information of the insured person to disclose to Blue Cross (Asia-Pacific) Insurance Limited (“Blue Cross”) or its authorised representative, any and all information with respect
to the insured person’s loss, disability, claim history, medical history, police statement made and the like for the purpose of assessing the insured person’s claim request(s).

(2) The estimated eligible claim amounts in relation to this assessment is solely for customer reference. The actual eligible claim amounts will be subject to the final medical
claim decision. All benefits payable are subject to the terms and conditions and the full list of policy exclusions. In case new and additional information is found leading to
discrepancies between this assessment and the final claim decision, including a partial or complete rejection of the final assessment, the final claim decision shall prevail.

(3) 1 have read and understood the Personal Information Collection Statement of Blue Cross.

REFEAN ZRABAEE ZRABAEE(HEZRARA) ZFRE18ELUT » RNRFEXRER
Signature of the Policyholder/Insured (Patient) HREEE)

Signature of the Insured (Patient) (if Insured (Patient) is less than 18, signature
of his/her parent is required)

BH(B/ R )
Date (DD/MM/YY)

288 - BERZEE/IIHBEEERER
Part Il - To be completed by Attending Physician/Surgeon

EDEE IBEEMA EADFTHIAE

Name of Attending Doctor/Surgeon

Address of Doctor/Surgeon'’s Clinic

Expected Date of Admission (DD/MM/YY)

Expected Length of Confinement

R BRE R EERNS

Contact Telephone No. Fax No.

B (B3Ol

Name of Hospital Room Class ] &xE ] ¥5xE [] &R
Private Semi-private Ward

D HE G I:l Fi%

Day Case Outpatient/Clinical

ARt ARBHI(H B/ H) TEEHER B 8

=]
Day(s)
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BEHE
Medical Condition

(1) 2 RAABEmE

Diagnosis and associated signs and symptoms

2) AUFRBEFEZA(EXHERH) ?

How long have the similar symptoms and signs been existing (i.e. onset date)?

(B/B/ %)
(DD/MM/YY)
B) WABRMETRKDH B R ?
When did the patient first consult you for this condition?
(B/B/ %)
(DD/MM/YY)
@) RRERREESHRN?
Is the hospitalisation related to pregnancy? D = D =
Yes No
AEEEE
Treatment Details
HEHEIT 2 F TR
Surgical procedure(s)/treatment(s) to be performed
BHET 2L ERE /A2t eE
Lab test(s)/imaging(s)/other diagnostic investigation(s) to be performed
HHELT R B TT TN
Type of anaesthesia to be performed [] = ] 25 [ =z O &=
Local General MAC Not required

RILABRARPIZ A B R OET ? MBERRS  BnBRA -
Can the case be proceeded as outpatient or daycase? Please provide reason if the answer is No.

TEEEEZEM Estimated Medical Expenses

[] sMeiEE 42 Surgeon’s Fee HK$
[] miEcklE4 %M Anaesthetist's Fee HK$
D Fir=& [ Operating Theatre Charge HK$
D S2PRAEIEE A Miscellaneous Hospital Charges HK$
D B4 XEZEA Physician’s Hospital Visit or Ward Round Fee HK$
EREEIRBLEEE A#(A/ B/ H)

Signature of Attending Doctor/Surgeon Date (DD/MM/YY)




