" CIGNA HealthFirst Series Claim Application Form
cone E B ERZY REHRERK

EHETERBERKARARA (£2) AEHBERAIBEHE AR EERERESE - WERANRESEEN  FHESRRHCEHRBRRAES -

BE: (852) 8203 2202 fK: (852) 2534 0223 BHFERZZRUARRBEERUBEEAZEE LREWE0FIESREFBBARA R SREFIZEH (MAT)

Quality HealthCare Medical Services Limited (QHMS) is a service provider appointed by CIGNA to provide services for CIGNA HealthFirst Medical Series, including the administration of claims.
Please call the QHMS managed CIGNA HealthFirst Hotlines for any claim related enquiry. Tel: (852) 8203 2202 Fax: (852) 2534 0223

Please mail your completed claim form and related original medical receipts to QHMS Claims Department (Medical Affairs Team), Quality HealthCare Medical Services Limited, 4/F 303 Des Voeux

Road Central, Sheung Wan, Hong Kong.
E—H - FHZRA WRBRARI

e receipts with this form)

1. fAE#H Personal Particulars

REFBEARE EX XX RERR
Name of Policyholder  Eng Chin Policy No.
EAEIN EX X

Name of Insured Eng Chin

RRAEESHERE 3 145 B % RRREEE

HK Identity Card No. of Insured Age Sex M/F Daytime Contact Telephone No.

REETEE SEM
Name of Current Employer Position Held
REEEHIL A
Address of Current Employer Tel No.

A REEE GEE E/B MEALE RS OBF L -

All claim communication will be mailed to your correspondence address as per our company record.

2. f4F$E R Payment Instruction
[ ]i. Direct Account Transfer in HKD LB TEHEBRZEHEEHRSD

(Only applicable to savings/current account for payment collection for this policy of which Payor and Policyholder are the same person.
REARRE/RERFUAEERNTRNRE  MIRABRREFBEALVERR A )
[ Jii. Cheque Delivery XEEEAT,
By surface mail to correspondence address A #8552 @5 it 1k
Note ;EX : If no payment instruction is assigned, HKD cheque will be issued and sent by surface mail to policy address. IIEEANRHAZZER @ HERHB X ZIUFHFERE I

3. R2E R Consultation Information

FRMEFARDERUERIZEE Please provide detailed consultation information to facilitate the claim processing:
1 RIRKRZMEBR This consultation/hospital confinement:
i. R RE (FRHFHE) Reasons of this consultation (provide details as appropriate):
o MIRB/BINTE o BB Due to illness/accident. Please provide the diagnosis:
o MBRINEY  BREBINHE
For accident, please provide the circumstances of the incident:
ii. AR EIR B B ( F/A/H ) i 2 EH ( F/A/H )
When did you first aware of the manifestation of such symptoms? YY /MM /DD Date of first consultation: YY /MM /DD
iv. BRI E £
Name of Hospital / Clinic / Doctor
v. R EH
Consultation period: From
ViBBEBRRRRF/BEIIMNIRD 2 BEEE
Name of doctor(s) consulted for this illness / accident in the past:
3.2 BEEZFERDLE Previous related consultation hisfory:
i. BRRDZHH
What was the sign / symptom in the first consultation?
ii. ML RH
Date of first consultation:
33 BIHETBREEERDNEBL/ZERE 2 BB RIbIL

Please provide the name and address of your usual/family doctor:

4. HfhE# Others
BEBRADTN  SRABEREREMRBAR 205 » EHH :

Do you have other insurance coverage If so, please state:
RBAREHE

Name of Insurer

5. B K4 Declaration & Authorization

GHZEAZE  NFFEAFRE6HE  BHAGREFBAEZE To be signed by insured. [fi nsured is below 18 years old, please sign by Policyholder)

AAEREA LR — )R TRRGAABRFNE - AMEREHN - WRFHAMEZ2M - FARSEMEZRERBRGEREEEELEBURELRY -

FARBEHBESFEAAZBALSR - TRRTHEFEFEIEMRTEE  YJEEHR BEIRBTEAREERARAAS LRSI RACEIER 2 EFBIGIHNEE - 8T - BAL - RIBAF
CEEEE - EMEBBERERAR LRRRAZEE - BEREK AR - B8R RER - BREE - REEORETURZREE  RESSEN  FREE - BENRBEDOTHE

| hereby declare all the statements to all questions above, whether or not written by my own hand are to the best of my knowledge and belief complete and true. | agree that any concealment or misstatement as regards to amount or otherwise, in
connection with this claim may result in prosecution and the policy shall become void.

| consent that the personal information collected or held by the Company, whether contained in this application or otherwise obtained, is provided and may be transferred or disclosed to any physician, hospital, pharmacy, insurance company, police
station, employer, or other organization, who has records or knowledge of myself or the insured, to release all information regarding medical history — prognosis treatment (including drug and alcohol abuse information), sick leave history, employment
history, reason of employment termination, earnings or benefit payable under other insurance coverage within or outside Hong Kong for processing, investigation and claims analysis/assessment.

F/A/H
z {yy /mm/DD!

£/R/8 )

( iii. A AR EED/EY 288 (E/H/E)
YY / MM/ DD

Subsequent consultation dates of this sign / symptom: YY/MM /DD

RIFER
Type of Coverage

RELHAH

Life/Medical/Cl/Disability)  REMS
(Weecica 1/Prsabi) Policy Effective Date

Policy Number

RN/ REFBARE NREAKR85) HEQH
Signature of Insured / Policyholder (if insured is below 18 years old) Date Signed

SHRA/RESBARE GGUERED)
Name of Insured / Policyholder (in block)

SHRA/REFBATESNERS
HK Identity Card No. of Insured / Policyholder

CIGNA Worldwide Life Insurance Company Limited 1% 2% 78 #l A %— Y s N



EED — TRBERS URNERRFEAEERINILEEAR  MERALRREAES)

Part Il - Attending Physician Statement (To be completed by the insured's atiending doctor ot the insured's cosf

AARESR BHEBHERE F# R
Full name of Patient HK Identity Card No. Age Sex
1. kR®2E&# Consultation Information

FHIBH f ES

Treatment Period from to

1.1 RRZE
Diagnosis of conditions

1.2 LAZEBRLRIIRE ARFINEERER
Investigations, treatment, therapy, surgical procedures done and result during the above mentioned treatment period:

2. BRI LimRZER History of Consultation

21 ERAKZ AN RABEEARPELSHLABMELRRZRE 210G RARBARKE?
Prior to this consultation, did patient first consult you for the related signs and symptoms 2And when was the first consultatio n?
& CRE S & EA=)
[ NO [ YES, the first consultation was since
22 MARE-RRLZTERHRM?

What sign(s) and symptom(s) was/were the patient aware of at the first consultation?

2.3 MLz AR 2B IMATEE - If the sign(s) and symptom(s) mentioned above were caused by an accident,
i) BABERS F/R/B  EH 12k
Accident Date (YY/MM/DD)  Time Place of the accident happened
i) BEABIEMMBE -

Please give the circumstances of the accident in details.

i) HRGEEEERRLE  REPUEEARREIME
Any external visible signs of bodily injury were revealed at the 1st consultatior? Please give details.

24 BRABL  EEREERZAIHESA?

F/A/H
According to the patient, for how long had such symptom(s) persisted before the first consultation 2 lvy / MM /DD )
2.5 BIRGDA  EE—RREH  REERMT ( F/A/B )
In your opinion, prior to the first consultation, such symptom(s) had persisted for YY / MM / DD

26 RARBHB—UBLENQRMEE—SRE MR BIIHSSR:
Was the patient referred to you by another doctor for further management 2If so, please state name of referral doctor:

u & u B HEER ENEH
NO YES, the name of referral doctor is Reason of referral:

2.7 HEEFR  WABE R ?
Was hospitalization required for the abovementioned diagnosis ?
E £ 2 kS

B R E
YES Hospitalization Period is from to Reason for this hospitalizfion:
& RATREARET AR
NO The patient does not require fo stay at hospital for freatment

2.8 WHENFERDSE, FRUSNBE 2R ERAEHE:
If you have recommended the patient for specialist's opinion (other than attending Physician), please give specialist name and nature of treatment provided:

2.9 RS BABARBRIMNG? ] & ] o EREINBEHE ES RER
During hospitalization period, did the patient have any home leave taken? NO — YES, the home leave period is from to Reason is
210 LERAE SR TIIERERH :
Please indicate if the medical condition and its subsequent treatment are associated with the followings:
= B RRETERER  TEHRE E & TREE  FERE
YES / NO Congenital anomalies, infertility or sterilization YES / NO Dental care or General Check-up
& & RBRAENTE & & & EE BEREEHE
YES / NO Under the influence of drugs or alcohol YES / NO Rest cure, rehabilitation, convalescence or extended care
= 3 THEMEEERE TZRABRABERTA = & DI BRI ER
YES / NO Self-inflicted injuries or suicidal attempt while sane or insane YES / NO  Mental, psychiatric or nervous problems
= B BRHALEI BRI = & X5 1 BEIRFM
YES / NO Pregnancy conditions or any related complications YES / NO  Cosmetic / Plastic Surgery
Biz B/ BEED
Signature of Physician Hospital / Physician Stamp
Bt #EOH
Physician Name in Block Date Signed
Bipas

Clinic Address of Physician
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