" CIGNA HealthFirst Series Hospital Pre-Admission Form
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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 glaim 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.
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This form must be completed in full for us to process the application for the Guarantee of Payment Letter. #EABIBEFLRKRFTENZHER » UERE [ERAGRRIE] 2H8E -

Part A - To Be Completed By Policyholder $£—i{7 — HEEREARE

NCLTiOf Policyholder Date of Birth / / ( Z£/8/A )
REFEAES HAERH YY /MM /DD
Policy No. Contact No. (Tel / Fax)

RERR BIRIE (B BE)

Declaration & Authorization BB RE
(To be signed by insured. If insured is below I8 years old, please sign by Policyholder FERZEAZE  MZEAKXM8H  BHGFEREARE)

| 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.

RAELERR B — B - FRRARABRTAE - 9B EREN  YATMAMMEZIRE « RARBETE SRR BWIGHEAEEREALEHRE KXY

FARBEHBERFEAAZBEAEN  THESHLPFASRAMBREEG - UAREHR  BERREFEAREERAREIAS LIRS RARSIER 2 BBIBIEE - B - HE - RIZAR
BE - B FEMCEBBRREFARLBRRRAZRE - HEEEK 6K - B - RER - BREE  VEEGRETIEZREE  RESSER  FRHEE  AENREDTRTME -

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

SHRA/REFBARE MZREAKR85) HEQH

Name of Insured / Policyholder (in block) HK Identity Card No. of Insured / Policyholder
PSRN/ RESBARE GGUERED) PSRN/ RESBATESHERS

Shortfall Collection Credit Card Authorization Form BN ZHERZERFEEE

If the amount paid by QHMS to the hosi)ital exceeds the eli?ible claims arising from this hospitalization, this Form authorizes QHMS to collect the shortfall amount from the following credit card account.
The credit cardholder should be the Policyholder of this policy.. The shortfall collection notice will be sent to you 5 days prior fo the collection.
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Credit Card Authorization Form ERFIFIZREZ (this section must be completed IE P NEEE)

(C ] 3 sy I
Cardholder's Name 15 A#: HKID Card No. #-F ABBS1EHE Signature of Cardholder (must be the same as that on the Credit Card)
BFFARE (BREEAFLEEMER)

Credit Card Account No. {53515 Credit Card Expiry Date {£A-FZIHH
(MM/YY  B/E)
| hereby authorize and direct Quality HealthCare Medical Services Limited to debit the outstanding shortfall due from my credit card account
FABRERERERERREERARAREIAEAFFONGRINZRHER X
Contact no. BRSRES Date AHA %Ggﬁ ; / ( F£/8/A )
& YY /MM /DD

-
Part B - To Be Completed By The Attending Physician / Surgeon $£=#{} — T2 BEIES
Patient Name HKID Card No. Age Sex M/F
BAKE BEBHIARE F 13 5%
Medical History J%FE
1. Diagnosis / symptoms 32 / 58

i.  Prior to this consultation, did patient first consult you for the related signs and symptoms? And when was the first consultation?

ERAKZASE  RABEHARNEZSMZABRALARAZRSE *0E  RARBARKE? £/ 88
NO YES, the first consultation was since J / ( )
O E O B E-RKkZAEKA YY /MM /DD
ii. According to the patient, for how long had such symptom(s) persisted before the first consultation?
BRABML  EAFREHERBHHEZR?

2. Consultation date of the first episode / / ( F/A/B ) 3. Onset date of the symptoms / condition / ) ( F/8/8 )

ERDERS: YY /MM /DD SRR - YY / MM / DD
Hospitalization Details fEBEsElE
Hospital name Class of bed: Ward / Semi-private / Private / Others:
BRes EEHRA EERE/ ¥HR / AR J Hft:
Admission date Expected Length of Sta day(s)

F/R/B P 9 Y Y

ABBH / / vy /mm /DD’ AR B E A
Treatment Details JAEFTE
Surgery / treatment required Z2i&Z 1l / A5 Reason for this hospitalization {FE/RA :
Lab tests / Imaging / other diagnostic investigation required ##EZ L5 / FEME / Kt EERE Ancesthesia ifBS :  G.A LB | LA BEsRREs [ |

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

MEBNTFERD R, BRUSHEE AN

Physician's Information B&4 &%}

Physician's name Signature of Physician and Chop
BEME BERERDE

Contact no. Date

HHRSRTS (Tel EF) (Fox &H) =Rt
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How to apply Guarantee of Payment Letter (GOP)* for your hospital confinement ?

AR BER - MR FERSRREBE ?

L 2

Call CIGNA HealthFirst Hotline for Pre-admission arrangement
(852) 8203 2202

BEFHBERELR (852) 8203 2202

L 2

Complete the Hospital Pre-admission Form and send to QHMS
by fax on (852) 2534 0223 / post / in person #

EZERBMBEE  REEEZ 542 (852) 2534 0223 / FiE 53O s4E #

L 2

QHMS will send a Guarantee of Payment (GOP) Letter to
attending hospital

B RS @ ERIRRERS

L 2

Upon admission, present the CIGNA HealthFirst Medical Card and HKID Card
to hospital for registration

ABRE « BB REREEREE RS HRMEER
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You will receive the Claim Settlement Advice (with shortfall details if applicable) 10

working days” after QHMS receiving full documentation from hospital.

RN Z B RIR R B X %, SR 1 0B TERARIBARE B A G RRES
EFBMRENERZEEERER).

* Eligibility to this benefit is subject to the terms and conditions of the relevant policy provisions and the acceptance of the
“Guarantee of Payment Letter” by the hospitals

IHRIEAR A IR EGRRMANR G SRR SRR IRUREEL.

# You will be required to provide treatment information and authorize QHMS to collect shortfall
of medical expenses, if any, from your credit card account

LRARLARENRBEESRUENERFIRFRREBREANER (0H)

A The actual date of claims notification depends on the submission of required documents from hospital
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