BEFF8 - Bl
REREBHHEL CHINA LIFE
ERERE -

https://cs.chinalife.com.hk

"EFEBN ., ENERERENHELAHEZPER
MASTERCARE MEDICAL PLAN DIRECT BILLING PRE-APPROVAL FORM

{REEFFH AR Name of Policyholder Z{RA LR Name of Insured fREE#RSR Policy No.

HR IR A < T HREAS | g 4k u

SIRABDE/ #EHBIEES 1.D. / Passport No. of Insured
L 1 1 | | | 1 1 1 1 | | | | | | 1 1 | | L L L | | | | L L L | |

RSP 7T AE R INSURANCE INTERMEDIARY INFORMATION
IRBREP T AL Name of Insurance Intermediary

R A#RSR Insurance Intermediary Code H 4% B85 Contact No.

L | 1 1 1 1 1 1 1 1 1 1 1 | L 1 1 1 1 1 1 1 1 1 1 1 1 | | | 1 |

EZ’AX1 IMPORTANT NOTE

- BRRABRZUEERRE MY REZLBLEEZE M TRARARD 7 BIEX - MUEES52)2325 4833 = EH
claimspa@chinalife.comhk FERZE "EHF B ) EEBERREEEREGE - IARUESEN - FE "'EEEIN EEEEREER
E4%(852) 3999 5501 AR BRI BHiA - EEZRRARSATALRZBENER T - KASIEZE(Inter Partner Assistance Hong Kong
Limited] /2R AZR 8 " ERNRURERE 1 BEIR(N)AREMZBPF 2ERTAERHREHR EARERF IAZRQ)HERES
FEZMZEURESEFHREMER ZREXHERN RIREEFURTE - Please complete Part 1 on the following form by the Insured and Part
2 by the Attending Physician and send to MasterCare Customer Service by fax (852)2325 4833 or email to claimspa@chinalife.com.hk at least 7 working days
prior to admission to hospital. For urgent enquiries/assistance, please call our Hotline at (852)3999 5501. Subject to the approval of this pre-approval application,
the Company shall appoint [Inter Partner Assistance Hong Kong Limited] to issue a “Letter of Guarantee” to the Insured. Please note that (1) the result of this
pre-approval application does not constitute or guarantee an approval of the subsequent claims application and (2) approval of the subsequent claims application
and the reimbursable amount shall be subject to the provision of claims documents and according to the policy provisions.

- FMERERASRFER - AUERNIAEY - SRAGREFENREAVRTEELNAUEZEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBEBRFPAZ "ARQE L S "TEAT . 2FRMIETEIASRBCEINKRDBBRATE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- MRHEASTN\EZU L SRARREFBALERBEBRAZZEAPER  URRAST/N\EUTN  XHEFREBEREFBA
RERAZEZEHRESZHEANERARE - IRRAREEBARGEARERS  EEARBUALSEBERABEREEZT - TR
B4 5B R B8 4=35 AR - If the insured is at or above age 18, the Insured and policyholder must complete and sign this form by his or her good self. If the
insured is under age 18, this form should be completed and signed by policyholder and the insured's parent/ legal guardian. In the event that the Insured/
policyholder is physically incapacitated and prevented from signing, this form may be completed and signed by an immediate family member with relevant
relationship proof and physician's statement provided.

- BERRARBFBENREALIEEENZEE  WER—URBATURE - REAZEBABENRERAREREARERFRZENE
RABFREZEANSH ZA - Ifthe Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a witness. The personal particulars
of the witness will only be used for the purpose of processing this claim and verifying and confirming the identity of the signatory of this form.

- RRAGRERBANREBAZEZENWEARAT Z4#AEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

- MERUER - FE BTHRRP T ABSSRERLATE SR EL4R(852) 3999 5519 B38 ° If you have any queries, please feel free to
contact your insurance intermediary or our Customer Service Hotline at (852) 3999 5519 for details.

- RACEHBISENILRFER - UEIHEEBRTERLNTEKRNPHER - BE AKRLQT L www.chinalife.com.hk 21 EE K N & &F#T AR
ZK - The Company has the right to update this form from time to time and to accept or to reject the form if the Company's requirements are not fulfilled. Please
visit our website www.chinalife.com.hk to view and download the latest version of the form.

- WMPETRABTAIEBS AT ZE - ML XARE%E - [fthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

| |
FEASRE (85 ROBRAT (RPEARANMEZEMR L ZRHOBRAT) "I I " ‘“ II" | | "Il | I I Ill
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000901
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fREHRSE Policy No.

F—EMp - RIEEWN BHSEA/BEREA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. —RZE 1 GENERAL INFORMATION

1 Ht48T:EE Contact phone no:

2 EERHmAE Email Address

3 BETEAERER—SHSEEaEMRBASRE?MZ @ BiREZERATIBRFER
8 - Did/Will you make a claim against any other insurance company for the same incident? If yes,
please indicate the name of insurance company and policy no..

] 2 ves [J &nNo

R /AS) B Name of Insurance Company {REESRES Policy No. RISFERI R ARPEEEE Type & Amount of benefit

B. A= 49MEBRE FOR HOSPITALIZATION DUE TO ACCIDENT

1  BESSEAEHHIKRIERE Date and time of the £E Year A Month H Day
accident
L | | | | L ] I L ] I

A% Hour 73 Minute AM/PM

2 EYMEEHEEMER Place of accident occurred

3 BHBREHERARZEFHTE Please describe the reason of accident and details of injury

C. AR ERE FOR HOSPITALIZATION DUE TO ILLNESS

1  RAER#E Name ofillness

2 FEWAIGEAR Please describe symptoms

B2 /B8 P 22 8 A3k Name & Address of Physician/Hospital

3 JEARTIRFRAYE H3R? When did these symptoms first appear? F Year A Month H Day
L | | | | I | | | | I
D. ;A7E¥185 TREATMENT DETAILS
1 EZBE/BIRAEM: The physician/hospital first B ZskE2 B EA Date of first consultation:
consulted for this injury or illness. £F Year B Month A Day
L | | L 1 ]
B84 /B2PR 278 K HE Name & Address of Physician/Hospital
o HthZEZAUESBEFHELURRAEE/BRER: Other 5K%2 H 88 Date of consultation:
physicians/hospital consulted for this or similar conditions: £ Year H Month A Day
L | | L I
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fREE#RIE Policy No.

E WHBNEREZEERZERAFEES (ILE{D 2 EES ) CREDIT CARD AUTHORIZATION FORM FOR DEDUCTIBLE
AMOUNT AND SHORTFALL COLLECTION (THIS SECTION IS MANDATORY)

MPBEIASE (B ) ROBRAS ( UTFEEARAST ) EEOBERMNERBESERRENEXIIEELR  ARERNEALBRRESRE - It
REEREEARIUUTERRPOWNEREZSRNER - GRFERAVADHEBREZRESBATZRA - AATFRUTERRNESIBER
KREW "HRE . R TRBANSE -8R i L (08 ) WEFEENAFARSUITEE RS  EERERREERTE - AASISHIN
ZRESRIRESHEMNTAEESNER - NELEREREZHRERERSER - HRAMEHEEREE - NRLERENERA BRSNS SR REEAL
BERTIWIN AR ZRRER - AATRURESRIBHEREANER T ARERE N AR AL ZBERUARESEMA AT ZRETHIIRER
= (WMBHMRES ) DHIRBEREREAER - AATRREL "EZ8ANBNE WX EBININARAZESEKRER - Ifthe expenses which China Life Insurance
(Overseas) Company Limited (hereinafter called “the Company”) paid directly to the hospital exceeds the eligible amount of qualified claim or the relevant shortfall or expenses is not
included in the benefit coverage, this authorization form will authorize the Company to debit the relevant shortfall or expenses from the below credit card account. The credit card holder
must be the Policyholder or the Insured of the Policy. The Company will debit the deductible amount as shown in the Policy Information Page and Benefit Schedule or the latest
endorsement (if any) as deposit (hereinafter called "the Deposit Amount"), and hold until the entire claim process is completed. The Deposit Amount shall be used for settling any
outstanding shortfall or expenses. If the relevant outstanding shortfall or expenses is less than the Deposit Amount, the Company shall refund the balance. If the outstanding shortfall
or expenses is more than the Deposit Amount and the Company could not successfully recover the outstanding shortfall or expenses, the Company shall forfeit the Deposit Amount to
set-off the outstanding shortfall or expenses and reserve its right to reject any future pre-approval applications and deduct the relevant outstanding shortfall or expenses from any
benefit payable (such as death benefit etc) under the Policy or other policies maintain with the Company. The Company will debit the outstanding shortfall or expenses from the credit
card account 14 days after the issuance of "Shortfall Payment Notice".

RRAMS BRASDEERIRE: BRAZZE:

Cardholder's Name: Cardholder 1.D. Card/Passport No.: Cardholder's Signature:
ERREORNE: ERFEIEA:

Credit Card Account No.: Credit Card Expiry Date:

SRR D Visa D Master iR AREEEE:

Credit Card Type: Cardholder's Contact Phone No.:

KABRRIERPEAS (BN ) ROBRASRAAU LERARPOMKRRE S BREERSNER(WMER ) ° | F Year A Month H Day
| hereby authorise and instruct China Life Insurance (Overseas) Company Limited to debit the Deposit Amount, the outstanding shortfall

or expenses (if applicable) from my above credit card account.

F. {8 AERIUWEE AR PERSONAL INFORMATION COLLECTION STATEMENT

AANEMEICHERBE "TEASRER (B4 ) ROBRAS ) WREBAABERNER - AASHRANKREEAERER - aR
https://www.chinalife.com.hk/zh-hk/privacy-policy ™ & 3% [@ 5 Bl A SR (S840 M B PRSI ZZEN - IWe confirm that I/we have read and understood the Personal Information
Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of the PICS, it can be downloaded from https://www.chinalife.com.hk/zh-
hk/privacy-policy or is made available upon request.

O &no ME N AMA AR B RERNRIRZB BHERE, BHARERENE, FFE S MLAI5E - Ifyou do not want the Company to inform your agent about
this hospitalisation Letter of Guarantee application, please tick “No”.

G. BMAKEHE DECLARATION AND AUTHORIZATION

%1 Authorization

ANEM  2RANREFBANREAN KRANHEMRERREZZRAMB)EIERE (1) EOEE - ;EMmEE - Bk 2 R"RRAS - R17 K
FIt448 ~ BUATERPT - SRELMEE - A EAL - NAENEBETBEANEMERANEZZHRAZLCHE  RENERNE - 9UBZEERHEM - B
REREENT ; (2 EAEHNEUEEEZBER/MHERERRE SR - IMAREBBFERANEMEREEZZRA TR Z BERTG KR
i ERERZARNRMERREZZRAZEEART - IWREHANRMZEFARRBARBORN ; IEANHMIETHRTREDNR - IERE
EMEYAN - LIREENFEAEEAIIBRIENA © We, the Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (if any) HEREBY
AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, government department, or other organization,
institution or person, that is aware of or has any records, knowledge or information of me/us/the insured under 18 years old to disclose, release and transfer such information to the
Company; (2) the Company or any of its appointed medical / para-medical examiners or laboratories to perform the necessary medical assessment and tests to evaluate the health
status of myself/ ourselves/ the insured under 18 years old in relation to this claim. This authorization shall bind the successors and assignees of me/us and remains valid notwithstanding
death or incapacity. A photocopy of this authorization shall be as valid as the original.

A Declaration

RANEBBPERER() DV AREBENFAEE R  FaREaAABRFME  MAARANRE  9ASEZ2MURERN ; AABBRBEEDR
MBEEBREEZSENERIIRERE ; QRAYELAAMEL ZETUER - LA ELBFR HEARHNE - EATFAAEZEAR - EHEA T AR
BEATIRERABNER - SAT ORI B Z REIBILTES #4555 - | HEREBY DECLARE and AGREE that (1) all the foregoing 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; | also understand that in the event of doubt as to whether a fact
is material, it should be disclosed here. (2) The Company is not bound by any statement which | may have made to any person if not written or printed here. If any relevant persons fail
to provide any information requested in this application form, it may result in the Company’s inability to process and deal with this pre-approval application.

H BEGEZEZ ARG L E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA REFAAN | REAN* RiE
Insured Policyholder / Claimant* Witness

%5 Signature

%2 Name

B {78 /7E @SR HS 1.D. Card / Passport No.

£ Year | A Month | H Day £ Year | B Month | H Day £ Year | B Month | H Day

B #H Date

*REAERFARESAARG

*Relationship with Insured/Policyholder
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fREHRSE Policy No.

E_HM - FRBEREE BELEBLIERE  MAERABHZEREA/ RERFBA/REABITERE)
PART Il - ATTENDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. I8 AER Particulars of Patient

1 5RAHER Name of Patient FE R MR Age and Sex

2 B{pi%/ #EHRSRES 1.D. Card/ Passport No.

3 WA BERKEZH Patient first Consultation Date £ Year B Month H Day
I S — I E—| I E—

4 E&PRZE Name of Hospital

5  FE&H ABTH A Expected Date of Admission F Year A Month H Day

S ) S E—

6 JRAXRREB4HS Patient’s Family Doctor Name

7 TRRTEAFRE# Estimated length of stay EBR4RA Bed Class [ FAXR Private [ |2FX Semi-Private [ | AR Ward

B. &R/ S 1B RARZE R ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 AR E RG22 BIRFIFRIE Please describe the symptoms and complaints at first consultation.

2 E2f%HHA Onset date of the symptoms/conditions F Year A Month H Day

I I N E— | I E— | I I
3 2 Diagnosis B PR = 7 93 #E 4w 8% ICD 10 Code
4 RRARZEBETE? Isthe hospitalization/treatment medically necessary? [] 2 ves [ &no

W2 - sEFA o If “Yes”, please give details.

5 WREBEIFGERER BAMERRR - SEUUEEPZRIEPERBEERIAR ? Given the condition of the patient, is it

possible to provide this treatment on an outpatient basis?

L 2ves [1& N0 AT - SHEEEE: If No', please explain

6 LEIEREEHEREM/IE1M? Is the condition recurrent / chronic? [] 2 ves ] & No
ME" - HIRHEREHBE Ii“Yes’, please provide the onset date of the first episode:
F Year A Month H Day
| IS S I — 1 1 I |
7 MEREFERSABBEEINEIRSIRE - FBIRMHLUT RS © If this hospitalization/treatment was caused by an accident, please provide details
below:
EWE8 4 HH Accident Date: F Year A Month H Day
L | L |

[REA Cause:

RSN E KX SZE Part of body injured & extent of injury:

8 MWASEHEMBEEN?NZE BIRHZBEEZHZ KM Is the patient referred by other physician? If [J2ves [J&No
yes, please give the name and address of the referring doctor. =

§ 2\ ER H
z;c;c;rg AetER Waws o D el Y EEA I Address of the referring doctor

9  IER/ZEEEETHIMERAR If the illness/injury is associated with the following?

O sxuem Congenital condition O &5 selfinflicted injury O xs=zes Infertility or sterilization [ ##3e3%8L Mental disorder
BEZZ Y AE Abuse of drugs or alcohol Ouzsas Develop-mental abnormality O mig/%= Rehabiltation/convalescence [ 1455 Venereal disease
O zmazf7 8% Cosmetic or plastic [ 5 73481E Corrective aids or treatment [ — A& 5824225 /B5%% 5259 Body check vaccination & immunization injections

surgery of refractive errors

O 25 Bkt iEE/ 58 Hazardous [ BmsiAtemmEmsrs [ %2 . #SHBEEL Pregnancy, please provide expected date of delivery
sport / activity AIDS or HIV related illness

[ =fthgess - 55008 Other disease, please specify [ LA EESZ None of the above

1 n
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fREHRSE Policy No.

B. &R/ RSB RARZER (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION(Continued)

10 FELBABEABTLUTIHIE/EE - Does the patient have any medical history or habit as indicated below?
OO 1% Asthma O > #5% cardiac problem [ & 425 =4f5 Previous operation [ Z #8F 35 Hepatitis B
[0 #2575 Diabetes Melitus [ &4 Family history of cancer [ 5% 5 Unfavorable family history [ &% Drug abuse
[ == Hypertension [ 14 £ 553875 None O =47 - 553298 Other disease, please specify
11 ZRASERBLNERSEMBREERIESEENBRAE ? M7 - FiRAAFFE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.
0 % Yes [0 s8N0 #2ABH Date of diagnosisftreatments ~ £F Year B Month H Day
597 Disease
A /fEPRAE1E Details of Treatment / Hospitalization
B2 414 7 /BB 2 T8 Name of Physician/Hospital
12 EIRMHEE/TRIEE B4 15 Please provide details of drinking & smoking habit

H = (SZ/8/18/f) Daily consumption (piece/ pack/ bottle/ can)

Z1E ¥4 8 Drinking/ Smoking start date since F Year A Month H Day

C. AE¥ 15 K 8512 A TREATMENT DETAILS AND COST ESTIMATION

1 AEEtEISF M5BT Treatment plan or Surgical procedure name

[fiE# Anesthesia B ks RS0

O 25 ca OB LA | [ £ inpatent [ 5287 clinic [ =pxr9:2 26 Hospital oD [ HYE Day case
2 BEziElR / HERE /  HEZHMESRERIESZEWEMNIEE - Please list out any Lab tests/imaging/other diagnostic

investigations required for this hospitalisation and reasons for the same.

SRS RPRZRIEDIERZERE ? E, ERERE Can the investigations be carried out in the outpatient setting? If no,
please explain why.

f£ERIERE Room and board HK$ Per Day
B4 EER Daily Visit Fee HK$ Per Day
SMRIEE 4 F Surgeon’s Fee HK$
[REEETE B (FE5I L AR4H ; #N7A) Anesthetist’s Fee(with breakdown; if any) HK$
FiiiZ & Operating Theatre Fee HK$
EEBR 4 IEE F Miscellaneous Expenses HK$
HithE8BR (flun=EHE4EE REM) Other Expenses (e.g. specialist fee etc.) HK$
ABRBI R LB 2 P92 8 Pre and post hospitalization outpatient follow up HK$
D. 2 B4 E R ATTENDING PHYSICIAN'S INFORMATION
FBENE B
Name of Attending physician Qualification
ik Mh48EER
Address Contact No.
ITUELEEE/ BREES % Year | B Month | H Day
H
Signature & Stamp of Attending B8
W Physician/ Hospital u Bt
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	CLA20 住院日間手術醫院直付預批核申請表 (只適用於韋予力醫療網絡醫生轉介案例)  0612-1
	CLA20 住院日間手術醫院直付預批核申請表 (只適用於韋予力醫療網絡醫生轉介案例)  0611-1
	CLA20 住院日間手術醫院直付預批核申請表 (只適用於韋予力醫療網絡醫生轉介案例)  0609


	CLA21 「國壽海外」尊尚醫療醫院直付預先批核申請表 CL_0611-1
	CLA21 「國壽海外」尊尚醫療醫院直付預先批核申請表 CL_0611-1
	CLA21 「國壽海外」尊尚醫療醫院直付預先批核申請表 CL_0611-1
	CLA21 「國壽海外」尊尚醫療醫院直付預先批核申請表 CL_0611
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