Long Term Medication - Hypertension Claim Form ;)'(i 16/F, 348 Kuun Tong Road,

Kwun Tong, Kowloon, Hong Kong
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For any claims related enquiry, please contact our Customer Service Hotline at (852) 2560 1990. [Please press “4" after language selection to contact the dedicated claim team) First claim Further claim

F—Hm - FRIRAER  ARFARM8E  AHRERAARE G REERER—HZM)

Part | - To be completed by insured or policyholder if insured is below 18 years old. (Please attach medical expense receipts with this form)

{8 A& # Personal Particulars Ref: (for office use]

REFHALS £SO & X RERS
Name of Policyholder  Eng  Fanily Name Given Name Chin Policy No.
RREAMSR By # % X

Name of Insured Eng Family Nome Given Name Chin

RHRAEEFHERE HERH T 145
HK Identity Card No. of Insured Date of Birth (YY/MM/DD]  Age Sex
ARMEE:E T4t
Daytime Contact Telephone No. E-mail Address
FRAZBEETEE SERA
Name of Current Employer of Insured Position Held
FRAZBEEE I

Address of Current Employer of Insured

< 348
IS

ATEE

Tel No.
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All claim communication will be informed through our customer portal or mailed to your correspondence address as per our company record.
BEEE  Treatments Details
FREFARDENUERERE

Please provide detailed consultation information to facilitate the claim processing:

IR E R BR S MR -
When did you first aware of the manifestation of Hypertension symptoms 2 (YY /MM / DD)

RABERARRSALSMOE - WENBAMAOZKRIEREFROBANIOZKRIE?
When did you first aware the persistent high blood pressure of >140 mmHg systolic blood pressure or >90 mmHg diastolic blood pressure 2 (YY / MM / DD)

ERRZAS:
Date of first consultation: (YY / MM / DD)

B2/ BEEE
Name of Hospital / Clinic / Doctor:

K BEH i} =z
Consultation period: From (YY /MM / DD} to (YY / MM / DD)

ARG S ARAR S nERY?
When did you first prescribe daily Anti-Hypertension Medication? (YY / MM / DD)

KD B REEFEERNSNEREY? ARSREARE?
Within the subject consultation period, have you stopped the taking of Anti-Hypertension Medication prescription for any time period?
Or you have prescribed the daily Anti-Hypertension Medication continuously?
R RESREERALSNERY -
[]
Yes, | have taken daily Anti-Hypertension Medication continuously.
& BEUTERRFELRARSNERY) - ] z
[]
No, | have stopped the taking of Anti-Hypertension Medication in the period from (YY / MM / DD) to (YY / MM / DD)

FREGBLBRENEBRSRRERS -

Please provide the name and daily dosage of Anti-Hypertension Medication.

FHHBEEERDNBE/ REBEZER - ik DA
Please provide the name and address of your usual/family doctor: Date of first consultation:

HittE# Others

FREBALTI  BEREREMRRAR 2 05 - Fi -

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

RIELRBME REER RERL RELNEH

Name of Insurer Type of Coverage Policy Number _ Policy Effective Date

BB K I%# Declaration & Authorization

GERZRARE  URRAKXE8E - BIREEREAEE To be signed by insured. If insured is below 18 years old, please sign by Policyholder)

RABRER R FRRBAARTHE  RAAMAMNE - SAERERRTE - AALRREARE B 25 RBRAF BEE B  EARBRAL  BCEERIEGESRNANZIRAZER  RERAMENATRERRASRE
BRARREHRIRBARAAGE " ) AR  FHIEARERFEEARANERBHERBE LA - AREMEN  AREEAFNZIRAZEEAA  ZRA - BRYTAREESEAGABNRY - MEANZRAKCAETRESD -
FREOANS  AREZEAREALERNS - AARURBREREHRREIFRERZAAENERRNAREEAANEMREHEDRYN)  YTRE - BF - BF - RAEZSARLAAERADRBARBENER(REIE)  BEREAN
ZRANRBBAA - BRAF  BEASLARBEHEIHE) WHELFEE  ZERERERYK  AUKY  YERAERNZRAZA - AAGRORAAEHRERELAACERZEARS  HABFETOEREARNRESERY -

I hereby declare all the statements to all questions above, whether or not written by my own hand are fo the best of my knowledge, belief, complete and true. | authorize any medical practitioner, hospital, pharmacy, insurance company, police station, employer, or ofher organization or persons that have
any records, medical history or knowledge of me and/or the insured, fo release full parficulars of such information to Cigna Worldwide Life Insurance Company Limited and Cigna Worldwide General Insurance Company Limited (collectively, “Cigna”) or their appointed representatives/agents for the
purposes of assessing or processing this application or claims and subsequent services/customer satisfaction survey. To avoid any uncertainty, this authorization shall bind all my/the insured’s successors, assignees, executors and administrators and shall remain valid notwithstanding my/the insured's
death or incapacity. A copy of this Declaration & Authorization shall be deemed to be valid as the origincl. | further agree that any personal information collected or held by Cigna (whether contained in this application or otherwise obtained) is provided and may be held, used, disclosed and transferred
by Cigna to any related companies/organizations or any selected parfes (within or outside Hong Kong, including insurance intermediary acting on my/the insured's behalf, reinsurance and claims investigation companies and indusiry associations/federations| for the purposes of processing this application
or claims and providing subsequent services, data muthing, and to communicate with me/the insured for such purposes. | have the right to oilain access and fo request correction of any personal information held by Cigna. Such request can be made to Cigna's Data Protection Offcer.

RREN/REFHARE WZEAKRF185) HEZAH

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

SREA/REFBALR GEUERER) RN/ REFBABTESRERSE

Name of Insured/Policyholder (in block) HK Identity Card No. of Insured/Policyholder

Confidential, unpublished property of Cigna. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.
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BEHMR - TREERE URARRRAZIZELAS MBEAARERAEH)

Part Il - Attending Physician Statement (To be completed by the insured's attending doctor at the insured's cost)

RAKR EESHERE T R
Full name of Patient HK Identity Card No. Age Sex
B %H&H Treatments Details

ZEBEH # S

Treatment Period from to

. AR

Diagnosis of conditions

2. LAPEHBRERIZIRE  BRFNRERER:

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

BELEARZER History of Consultation
1. ERAKRZAHE RABDEARAEZEMZAERLARAZIE 08  RABBAEES ?

Prior to this consultation, did patient first consult you for the related signs and symptoms? And when was the first consultation?
& [ B E-RKZBEHEE

NO YES, the first consultation was since

2. MARBE-RKBZEIERERM?

According to the subject diagnosis, what sign(s) and symptom(s) was/were the patient aware of at the first consultation?

3. XERABL  LRRBERZAHRSA?

According to the patient, for how long had such symptoms(s) persisted before the first consultation ?

RE-RKLH  RHCHRAT A A F
Prior to the first consultation, such symptom(s) had persisted for day(s) month(s) year(s)

4. FHAWRS BB NE - BENBAR 402 KRESFRMBEARIOENFHE - 15 ETH ?
When did the patient first diagnosed the persistent high blood pressure of >140 mmHg systolic blood pressure or >90 mmHg diastolic blood pressure2

(YY / MM / DD)

5. FRAEFER R A S MEBZEY ?
When did the patient first prescribe daily Anti-Hypertension Medication? (YY / MM / DD)

6. BRHENENBENEBRERRENE -

Please provide the name and daily dosage of the Anti-Hypertension Medication.

7. HEXRARHE  FARETRERASNEZEY? SESREERERS?
From the first prescription, have the patient stopped the taking of Anti-Hypertension Medication for any time period?
Or the patient has prescribed the daily Anti-Hypertension Medication continuously up to now?

] B WMARSREERARSOEEY

Yes, the patient has taken Anti-Hypertension Medication continuously.

n B RAEUTERELRARSMEZEY ] z
No, the patient has stopped the taking of Anti-Hypertension Medication in the period from (YY / MM / DD) to

8. MARBHE—MELBNAREE— SRR ?NE  FIIHME:
Was the patient referred to you by another doctor for further management ? If so, please state name of referral doctor:
[ NO

YES, the name of referral doctor is

(YY / MM / DD)

BEEE Bt/ BEED

Signature of Physician Hospital /Physician Stamp
BEEE HEHH

Physician Name Date Signed

ikl

Clinic Address of Physician

Confidential, unpublished property of Cigna. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.
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