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BOC Group Life Assurance Company Limited referred to hereinafter as “the Company”
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Name of Insurance Intermediary Branch Code & Staff No. Contact Tel No.

EHER- H{REERE2S N/ SR AR Partl- To be completed by Policy Owner/Insured:

{rEE4R5% Policy No. ZR A4 Name of Insured ZAR AN B EE5EEE Insured ID No. ZR AN EESIMER Insured Age/Sex
{REEMEZS A\ JBh4& EE 2R Policy Owner Contact Tel No. FREEfELS N FEEHNHE Policy Owner Email Address
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At BOC Group Life Assurance Company Limited ("BOC Life"), the protection of personal information of our customers is important to us. As a provider of insurance products and services, the collection
and use of the personal information of our customers is fundamental to our daily business operations.
If you wish to understand BOC Life’s Privacy Policy in detail, you may visit relevant document using the hyperlink below http://www.boclife.com.hk/en/others/privacy-policy.html.

BOC Life will collect your personal data, including but not limited to policy no., the name of Insured, ID no., age/sex, contact tel. no. and email address, for the purpose of estimating the claimable amount.
Failure to supply such data may result in BOC Life being unable to provide the aforesaid purpose. BOC Life will not transfer your personal data to 3" party and will not use it on any purpose other than
estimating the claimable amount, including but not limited to direct marketing. The personal data will be retained according to the retention policy of BOC Life.

Any data subject has the right (a) to check whether the Company holds data about him and to request access to such data; (b) to require the Company to correct any data relating to him which is inaccurate;
and (c) to ascertain the Company's policies and practices in relation to data and to be informed of the kind of personal data held by the Company.

The person to whom requests for access to data or correction of data or for information regarding policies and practices and kinds of data held are to be addressed is as follow: -

BOC Group Life Assurance Company Limited

The Data Protection Officer

BOC Group Life Assurance Company Limited
13/F, Cityplaza One, 1111 King's Road, Taikoo Shing, Hong Kong
Facsimile: (852) 2522 1219
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I understand that (1) this claimable amount remains an estimates without legally binding and do not constitute a liability; (2) the claim decision will depend on the submission of all supporting documents as
required for claim assessment in accordance with the policy terms and conditions and benefit entitlement in the Policy Year; (3) the final claimable amounts and out-of-pocket expenses will be subject to the
actual bill amounts and breakdowns as stated in the invoices or receipts issued by healthcare services providers; (4) the claimable amount estimate is subject to benefit reduction or limitation in relation to
the regions where the eligible medical services are incurred, the choice of healthcare services provider or the choice of higher ward class.
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I HEREBY DECLARE AND AGREE on behalf of myself/the insured and other persons referred to in this claim form (“Relevant Persons™) that (1) all statements and answers to all questions whether or
not written by my own hand are to the best of my knowledge and belief complete and true; and (2) I/We have received, read and fully understood the Personal Information Collection Statement contained in
this document, and agree that any personal data of the Relevant Persons may be used for the purposes for Claimable Amount Estimation processing and the Company may not provide the personal data to any
third parties for non-Claimable Amount Estimation purposes.

I declare and agree that | have the full authority from and consent of the Relevant Persons to make the above declarations and agreements.

(G LY = e SRS H#
Signature of Policy Owner Name in Block Letter ID No. Date
ZIRANEE e SUrEEES =h:t)
Signature of Insured Name in Block Letter ID No. Date
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ZH - X 2B4EE  iEEHEOREEZAETT&E Part 11 -To be completed by attending physician at the claimant's own expenses

WA S IMER B s85ias
Name of Patient Age / Sex 1D No.
éik&fﬁj“ B HH First Symptom Date: (F/HIH YY/MM/DD)

#JzZ HHH First Consultation Date: (F/H/IH YY/MM/DD)

TREEERS Symptoms Details:

#4328 Final Diagnosis :

FEE AR H B2 F-1f7 H # Expected Admission Date/Surgery Date: (F/H/H YY/MM/DD)
ExpEi s 44 F% Name of Services Provider:

s> Ffa Surgery/Treatment Required:

HEERKE (HI2BEMRRRRENKERHER)
Estimated Hospital Charges (To be completed by attending physician based on the charge information provided by hospital)

INEER
Room Charges: $ X H day(s) Z To
(%E/H/E YY/MM/DD) (4E/BIH YYIMM/DD)

2. T SAHRE Y
Operating Theatre and Associated
Material Charges : $

3. TR E M

Diagnostic Test/Investigation Charges:  $
4. HAEBu#E

Other Hospital Charges: $

45

Total: $

FERAEA (REIDEBEER)
Estimated Doctor’s Fee (To be completed by attending physician)

. EEAEKEE

Attending Doctor’s Visit Fee: $ X H day(s) £ To
(#/A/H YY/MM/DD) (&/A/H YY/MM/DD)
PREIVEL 55 ¢
Surgeon’s Fee: $
3. IR e A
Anaesthetist’s Fee: $

4. HMEREAEDEGEEY)

Other Specialist’s Consultation Fee

(Please Specify): $
5. HAhIE H RooE

Other Items and Charges: $

dEst

Total: $

B2 H Professional Comment

WG REAMER » EREsEREs (B ngE R > Z5H7RE? Was the patient’s injury/ illness directly or indirectly caused or aggravated by other factors?

O 2 YES HFmEirE S EAsiEEdsEs Please tick where it is appropriate and give details:

O JEkE iEFEl %5915 Intoxication by alcohol/ narcotics/ drug O SR Congenital condition
O K&/ 45 Infertility/ sterilization O ¥R 7% 1E Corrective aids or treatment of refractive errors
O 4R i FEEl N TmE Pregnancy/ childbirth/ miscarriage/ abortion O —fSEted General health check
O F#{5/ #% Convalescence/ custodial/ rest care O BEHRA 225 | 202535 Sleep disturbance disorders
O S8k MES)/ SEH) Hazardous sport/ activity O B BB 5% MR FESE AIDS/ AIDS related complex disease
O Gisia 52 Suicide/ self- inflicted injury O M5 H MR %57 Venereal disease/ sexually transmitted disease
O SEAFSES Fl; Cosmetic or plastic surgery
O v e fErEl Ko 2iaistgl Psychiatric treatment/ mental or nervous disease or disorder
O HAh Others
O & NO

T84 YEH Physician Declaration

RINSACIEPNESI TR S e NS Wi = w6 i e R R I (I iF S

I have explained to the patient/next-of-kin/authorized person details of the above estimated charges and have sought his/her agreement.

22824 41 & Name of Attending Physician T B4 %2 () Signature of Physician(with chop) F 8A Date
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The Flow of Medical Expense Claimable Amount Estimation Application

a2 PR A ZZ4E www.boclife.com T~ i B g R B (i R & sl B & P ARFS EGR
2860 0655 7]

Please download the Medical Expense Claimable Amount Estimation Form at
www.boclife.com.hk or call BOC Life Customer Services Hotline at 2860 0655.

S B P REB A B 0 > AR 2d% 52 H R i a1 5 (8 CAFRIESS » JRAIDUEHE ~ &
FeEIE R PR A

Complete the Medical Expense Claimable Amount Estimation Form and submit to us at
least 5 working days prior to the hospital admission or performing Day Case Procedure.

Please send to BOC Life by email/fax/mailing

{HE5RME Faxno.. 2866 0785
BEHEHHE E-mail.:  clm@boclife.com.hk
FEFil Address: AR TILEE 1111 SRS HF0LEE 1 H 13 #
13/F, Cityplaza One, 1111 King’s Road, Taikoo Shing, Hong Kong

T R 3 (T AE R AR A I DU s AR A 25 A R R I S Aa s
We will inform the Policy Owner for the estimated payable claim amount in written within 3
working days from the submission of such request.

EEEHESR Important Notes:

1. RERE AIE S8R RS AT » AR E R T -
This medical expense claimable amount remains an estimate without legally binding and do not constitute a
liability.

2. MEHERARIEATA HAR B ACHY MRS B - W% PR B PR S A RO O B A R PN Y PRI FR AR PR R E -
Claim decision will depend on the submission of all supporting documents as required for claim assessment
in accordance with the policy terms and conditions and benefit entitlement in the Policy Year.

3. EESHVIEHE 8 S E N AR B R AR S T (A 5 S B 38 B B v P S HH A B RS A 7 T U
TR -
The final claimable amounts and out-of-pocket expenses will be subject to the actual bill amounts and
breakdowns as stated in the invoices or receipts issued by healthcare services providers.

4. TRHESETGEIVGER - GERBEZBEREREITHIR - BRI AL E KR B RIE HaR B AR
The claimable amount estimate is subject to benefit reduction or limitation in relation to the regions where
the eligible medical services are incurred, the choice of healthcare services provider or the choice of higher
ward class.
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