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r & A % A L
OVERSEAS HELPER INSURANCE - HOSPITALIZATION CLAIM FORM | claims@nxic. com. hk
B R - ERRREFFHR £ @5 3020 5063

A T2 IR 1% 30 R N 2 AR A [E] FHIFTER S —0FA(E] o AN ] & O B REFIAE 7R S SR B MR AEAES b
ZHERREER O - BHIEREFFRAARAKAE AT E R -

Completed claim form must be given to the Company within 30 days from discharge of hospital together with the following supporting
documents. We reserve our right request additional information / documents when needed. The issue of this claim form is not an
admission of liability on the part of our Company.

1 WRBEALNEAERALESY  (ERBY - 28R - E2RAERE > BhiEm kB8 4AE8E
Original medical receipt (s) with patient name, hospitalization date, diagnosis, signature and stamp of attending physician and
referral letter

2. HFEDBEAIHRM H 2GR S S R i
Completed Certificate of Medical Attendant and Medical report.

TR CFABRESNIEN  FHERABEREMR -

Noted: Any documentary proof and/or other reports shall be furnished at the expenses of the Claimant.

Part | — To be Completed by the Insured (Employee) £—&1{0 - HRRE (BX) EHE
INSURED (EMPLOYER) {#F (f8%) :

Policy No.:
PRELSRIS
Name of Insured: Contact Telephone No.:
TR Jprek B SRS
Correspondence Address:
P B UAAIN

INSURED PERSON (OVERSEAS HELPER EMPLOYEE) & A GE4IMEERER) :

Name of Insured Person:

RN IEH
HKID/ Passport No. of Insured Person:

ZIRNE BG e EIE5ES
CLAIM INFORMATION ZE{&&E

Diagnosis / Nature of sickness:
WA BT

Total number of day(s) of in-patient: Total claim amount (pls. specify the currency):
HaRd b H ¥ HRESEE GFEEIBE)

Date of previous episode of the same condition before? If any, pls. specify the date:
WA Y HEEREIR? 0F - FEE

Have you applied for medical claims in other insurance company for this event/ accident? If yes, pls. specify. [J

N A SRR REESY EINER FEAL R A SR RERFEA? 1057 - it

Name of insurer:

(R ASIEZtH
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Items | Descriptions Claim Amount R{E&EE

HE B4 HKD/ MOP/ RMB/ Others
AR BT AR FAh

(A) Room Board & General Nursing Fee 552 ki — S sE AR 752

(B) Hospital Special Services Charge / Miscellaneous &[5 Rl isUc s [ FEIE

© Surgery Costs F-{ig&s

(D) In-Hospital Doctor’s Call Charge [EN%E4: K EE

(E) In-Hospital Specialist Consultation Fee [7ENERE4 K EE

(F Anaesthetist Fee JiiiliFETEs

(G) Operating Theatre Fee F-fij =2

(H) Others (please specify) HAtt (FEaEHH)

I Please “v” the box for return of certified true copy of original invoice(s) & receipt(s) after claim processing.
WK B] 88 A= %% Y IE AGREE BRI A S 5 S S > SEEZE A v 5% -

DECLARATION AND AUTHORIZATION EHE i

ANEEEMBEPARNEECE VR IR LIS B ER - RAELREIN - ANEE G E EA R E.
RNEEINER - AP, SRRt 2 ERIA RE R BCA R - ORI ERE - T — VIR EREFINRE ek -

1/We declare that, to the best of my/our knowledge, the above statements are true and correct and I/We have no other insurance policy indemnifying
me/us in respect of this accident. I/We hereby further agree if I/We have made or shall make any false statement or concealment, the Policy shall
be void and all rights of recovery under the Policy shall be forfeited.

RNEETIERGEREERAE ("AAF ) HIFERIEEOIA T (R A S0 e sk e sCE = (LT e, ) «©
PRIEZE AR ER P R R B AR NI B 2 (T RSk -

I/we hereby authorize Min Xin Insurance Company Limited (“Company”) to obtain access to and/or to verify any of my/our data with
information collected by any association, federation or similar organization of insurance companies the exists or is formed from time to time (the
“Federation”) from the insurance industry.

RNEFRERAANEERMRER > RELHIUEMARERZ—T7 » B ERIRINE T RBUFHERE - frba S 5 SERARA L2
4H4 - T LURFER G B EVA R A NS EER S A S B R HR R AT S A A -

I/We hereby further authorize any parties, including but not limited to police and government authorities, insurance companies etc. who are in
possession of my insurance proposal information, claim information or any related information to release part or all of the information about the
subject or related incidents of injury, loss or damage to the Company or its agents.

B ZDRN 282 PERSONAL INFORMATION COLLECTION STATEMENT

HARATUWEFSERTARE T 28 NERHEZ S B A BT I R AR AL B M RIS 2) mT 2 A R SR mIE A 2R - AR SR AEHR LA R
EANERE » ARAE R AR TR AL -

Your personal information collected or held by the Company (whether contained in this Application or otherwise obtained) may be used for below
obligatory purposes. Failure to supply the required information may result in the Company unable to provide services to customers.

I Rt ERL  RANTEIRMSEH AT - WATREE AR T
The information you provide to the Company is collected to enable the Company to carry on insurance business and may be used for the purpose
of:
- (EATERRER A B A R R o B F AL SRS B O~ SR~ HUMEEH
any insurance or financial related product or service or any alterations, variations, cancellation or renewal of such product or service;
- (ERE - SRR FRERHE ST
any claim, action and/or proceedings or investigation or analysis of such claim; and
- TTEEEARALE 5 &

exercising any right of subrogation; and
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AIREES T
may be transferred to:

- EEARERIAFE - SUERHAE S BRI SRR AR A E] > BB RIESE B A BT o A SRR E B A s A AR B R - DA
EFEM_EAEHERER
any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or
investigation or other service providers providing services relevant to insurance business for any of the above or related purposes;

- BFEECRREOTHIET IR A S i G S G SRS T e DUESHE EACSARI Y - BISME T HBRE ) ST HEE A
SCHAME RIESESEST " i, G BT AR ESHEEOR T T TBE , AVBRRE © &

- any association, federation or similar organization of insurance companies “Federation” that exists or is formed from time to time for any of
the above or related purposes or to enable the “Federation” to carry out its regulatory functions or such other functions that may be assigned
to the “Federation” from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the “Federation”,
and

- B TIEE BETER TR (Vg R o DUERIE LA E Y -

any members of the “Federation” by the “Federation” for any of the above or related purposes.

A REA R N EORF IEHAAN TR AARE THEAER - AFRE U EE RN EAERREEER -

You have the right to obtain access to and to request correction of your personal information held by the Company by request in writing to Personal
Data Protection Officer of the Company.

HHBFLRR RG] AA T ARG - #LUREE BRI AERZK -

In accordance with the Ordinance, the Company has the right to charge a reasonable fee for processing any data access request.
LIRS AT B A R -

A photocopy of this authorization shall be considered as effective and valid as the original.

RE#HE (WA EEEHIE) ZIRANFE
Signature of Insured (with Company chop if applicable) Signature of Insured Person
HHf Date: HE#Ef Date:
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0 AT

ATTENDING PHYSICIAN’S STATEMENT clains@nxic. con. hk
FLBERIT £ @3 3020 5063

Part 11 — To be Completed by the Attending Physician 2 _&\n - HEX2RB4EER
GENERAL ITEMS —§yIEH :

Name of Patient: Hospital Name:
HAEH Bt
Admission Date: Discharge Date:
Al HHA Hifse H B

CLINCIAL HISTORY FiZHifE :

Date of first consultation for this condition:
H X EZHEA

Symptom(s)/ complaint(s) of the patient relating to this hospitalisation/ treatment/ investigation/ sickness:

WA BE X ERY #2065 tad 2Bk R

How long had the patient been experiencing these symptoms before the first consultation 5 A 2 JE BN E K K2 ETHIR T4 ?

Had the patient been previously treated or hospitalised for this disorders? Please provide details if known.
WAL G S ERILRE TR 22 B ABTER? WA - SR -

HOSPITALISATION DETAILS f:pzssis -

Final diagnosis: Date of perform:
&l Fla/ JaHHEA
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Please provide details of the hospitalisation and treatment that the patient underwent =R XA SAR R AR EE R
[0  Treatment J&5% 0  Investigation f&55 (0  Diagnostic Tests 22EfRAE

Operation procedure(s) performed:

SRR

Nature of operation procedure (please describe fully):
FlrtE fste (i)

Please give a brief discharge summary and relevant follow up/ recovery plan :5HEAEH i T K A AR &/ BETE

Is patient still under your case for this condition? If “no”, please give the date of your service terminated:
AR R LR 7R ZIRAV R EIS? 5 A7 » s FARG 4L HIH 0 YES &% 0 NOAFE

Professional Comment EHEEH, :

In your professional opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous
complaint/ diagnosis. If “Yes”, please provide date of the first episode and details.

RIBIREVECE R R, - A S RRIIPIR SNSRI ECZ FIA R R (ER? 4072 - sFfeft & T8 2 NI RGE -

Was the condition due to or associated with the following? (Please tick the appropriate boxes)
WAHYRILE S B TN YEAR? GEREE A& L")

[0 Accident bodily injury ZE4NZ{E [0 Pregnancy %= [0 Congenital condition 4K M55
O Self-inflicted injury E#{5= O Infertility or sterilisation ‘R & 542 & O Development condition &% &Rt
[0 Abuse of drugs or alcohol & F#Ew/ff5 (O Contraception g5 [0 Hereditary condition & {EH 4555
O Mental or nervous disorder FEtHZXEL O Vaccination &g fE [0 General check-up —fi& S iEtad
O Refractive error 7 J7RRE [0 Treatment for cosmetic purpose ZEZ5F-flf 1 None of above L FE A2

O Venereal disease, sexually transmitted disease or AIDS/ HIV related illness 1E57% ~ 1EELLEREE 2K NEREHZ R
BHMIILR
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DECLARATION AND AUTHORIZATION EEHA R #7HE :

| hereby certify that all information given above is accurate and true to the best of my knowledge.

AR » 3t E I kA A PT84 TE e -

Name of attending physician & qualifications: Telephone no.:

2R A REE A A Tres e an

Address of attending physician’s clinic/ hospital:

TR ERGEZH Bt

Authorised Signature and Chop of Hospital Signature and Chop of Attending Physician
BliEEE ER FREFENER
Date H Hi: Date H Hi:

HK-OSH-IP-03 (Mar 2024) Page 6 of 6



