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Part | To Be Completed By The Claimant
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Name of Employer Name of staff
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Policy No. Membership No.
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Address & Telephone No.

FAREEIIER AN - RS E TR

* If claimant is not the Insured Staff itself, pls provide informaton of dependent
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Name of Dependent Dependent's Membership No.
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Date of Consultation / Admission Name of Hospital Admitted
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Nature of Accident/Sickness
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Date of Discharge Total Medical Expenses :
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Have you / the claimant had any prior treatment for this or related conditions? %4 No A Yes
BE/E 4 Doctor's Name: HHf Date:
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Was the hospitalization surgery a result of an accident? Time Kt :

Place #h®f :
Brief Description #&i :
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Are you making any other insurance claim as a result of this medical treatment / hospitalization / surgery ?
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Name of Insurance Company Policy No.
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1) | hereby declare that the above information given by me in this form is true and correct to the best of my knowledge.

2) | hereby authorize any physician, medical practitioner, hospital or clinic by whom or where | have been observed or treated, to give full particulars about my health including
my whole medical history, to CHINA BOCOM INSURANCE CO., LTD. A photocopy of this authorization shall have the full effect of the original authorization.
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Personal Information Collection Statement

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of any insurance or financial related product or service
or any alterations, variation, cancellation or renewal of them and any claim or analysis of it; and may be transferred to any of our related companies or any other company
carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to insurance business
or any association or federation of insurance companies that exists or is formed from time to time. You have the right to obtain access to and to request correction of any
personal information concerning yourself held by CHINA BOCOM INSURANCE CO., LTD. Requests for such access can be made to our Compliance Officer.
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