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How to apply Cashless Facility?

UN{ERGEEE i fr e He S AR

Cashless Facility — Simple Steps
(Only applicable for admission to Gleneagles Hong Kong Hospital)

EBHRAKAIRE - G5L8
( QiBARANEEBEIEEER)

Please complete the Cashless Facility for Hospitalization Application Form and return to us at least 4 working
days prior to admission to the Gleneagles Hong Kong Hospital.

1 AEZEBLRERBIEEREREN AN IS EERERR VO IELERIEASTM.
Fax no. {EESFIS : (852) 2290-7005
E-mail EBEfibitT : claims.hk@fwd.com

If your application is approved our Claims Ambassador will inform you of the arrangement details by phone
! and will send an "In-Patient Credit Arranegment Authorization" to Gleneagles Hong Kong Hospital.

MBBHEREE | BFNEEAESUEESXBNMTERRREREZEHEE. RfIreERsEE
BRBERIN [EROMREESE] .

Upon admission, you shall present the insured’s identification document to Gleneagles Hong Kong Hospital
3 for verification.

NS, BEREESEEERNTREAZSHEIA G LUEZE,

Upon discharge, you shall pay the Annual Deductible Balance (if any).
4 HRES , RIS ERTERE (WH).

You will receive a claims statement after the claim has been processed. If there is any shortfall, please
5 settle within 21 days of your receipt of the shortfall invoice.

THIREERE | S SR RMIFHMNISEENE. WEEE , FAEIEEENSEE H21XRR.

Notes:

1)

2)

We have the right to approve or reject any application for Cashless Facility and our decision in this regard shall be final.

>

HPIREMZEGEBHER HR R EHIRES | WEEHERERERTERE.

Cashless Facility will not be provided if (1) hospitalization is due to conditions that are excluded from policy coverage; or (2) the applied
treatment fee exceeds your benefit entitlement or (3) you have outstanding shortfall owed to us.

SN AR EREBIETS BN, B2 BisinRERE LIRESEE SR/ SHEEERTRFIMN | iR EE Hin ik
R,

FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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Cashless Facility for Hospitalization Application Form
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Hotline ZX53h45 (852) 3123 3123 Application no. HHEEEIRE
(For internal use only E{AISHEES)

Please complete this form and send to FWD Life Insurance Company (Bermuda) Limited (the “Company” or “FWD”) by e-mail (claims.hk@fwd.com) or fax
(852)2290-7005 at least 4 days prior to the hospitalization. If Efficient and Seamless Claims Resolution is successfully arranged for the Insured, FWD would
prowde Cashless Facility to the Insured.

BRI NGRSO IHE T{EX | LIBE 75 (claims.hk@fwd.com) S{EES(852) 2290-7005 X T EE ASBRR ERE) BRAR (T8
2R, IRANEAIZHHEE SSRGS | S TARIEARY [BESHRREIRS] .

Part | (To be completed by Insured / Policyowner) ERE} (H#ERA / (RSB AER)

A. Insured’s Particulars IR A S

Policy No. Name of Policyowner Name of Insured 1.D. No. / passport No.
{REESRIS (REFFEAMS TIRAMR BHORESRHS/FERRSRES
Contact Phone No. E-mail Address

B T RIS R

B. Details of Hospitalization{EFEsflE

For Hospitalization due to Accident, please complete questions 1 to 3 & 6 below FIESMNERE S FSIEEL{ FE1 23 6 &
For Hospitalization due to illness, please complete questions 4 to 6 below FZRAEEEHE ;2EEIATE 4 £6 &

1. When & where did the accident occur? EYME(AIRSR{AitE%4E ?

2. How did the accident occur? EAMEALIR

3. Part of body injured (e.g. Left ankle etc.) and type of injury SMEZR(] (A1 BIR) R{EES

4.  Give a brief description of Insured’s symptoms s R Z L imAR

5. How long had he/she been experiencing these symptoms prior to the first consultation? FEfIRABNXFEZR] , :ZEREHCFESA?

6. Give details of consultations Date (DD/MM/YYYY) Name(s) & Address of Doctor / Hospital
EIERAE BHA (H/B/5) B4/ BB Ritbht

(a) The doctor first consulted for this illness (a)

BRZiasEEr

(b) The doctor who referred the Insured to hospital (b)

EENRNBLESN

(c) Al other doctors consulted during this illness / | (c)
accident

B2l | Boh HitEs s Er

(d) Doctors seen for any similar condition in the past (d)

BEEDIaREmRNEEEN
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C. Declaration and Authorization AR IZHE

| HEREBY DECLARE AND AGREE that:

1.  The above particulars and answers are complete and true, and this questionnaire will form part of the contract of the desired insurance on my life. I also
authorize the Company to obtain, if necessary, confidential reports from any doctor/clinic/hospital that | have referred above.

2. Any personal data of myself or the insured (if different) collected and held by the Company may be used, stored, disclosed and transferred (whether within
or outside Hong Kong) to such individuals/organizations associated with the Company and this Cashless Facility Service (the “Service”). These include any
third party service provider and it's healthcare network team which is involved in providing this Service, reinsurers, claims investigators, industry
associations/federations and debt collectors for the purposes of (i) assess and evaluate this application; (ii) provide all services related to this application
and (iii) communicating with me or the Insured (if different) for such purpose.

3. lunderstand that | have or the Insured (if different) has the right to request access to and to request correction (if appropriate) of any personal information
concerning myself or the Insured (if different) held by the Company or be given reasons for any refusal of access. | also understand that the Company has
the right to charge a reasonable fee for process of any access.
{Note: Any request for access or correction can be made in writing and addressed to the Head of Claims Department at 1/F., FWD Financial Centre, 308 Des
Voeux Road Central, Hong Kong.}

AANBNERATER :

1. RECHEBRARESRUEZENITERIER  THHEESZNERERAREZ—EHD.
FABHREATAE L2 B/ 25 BIREERE R MR A SRS

2. HATKERFERASHEA (MEFRR ) BHEEEAZR , BOFER. #F BERET (ERAS3E) ) 2TEMEIAL SigER
i BEE=FIRBRUEREEEEEER. BRAT. BEREE. RRENE/ BEEKIHAT , LUEA()VRRIHMEARRE | (iR
HEBRARBIATEIR | LU (i) E Lk B AEAASERA (NERR ) B,

3. AKABEE , FASRRA (EFR ) BRERERINEREEEEKEE (NBER ) , ARFFEZERAATEEA (NEFR ) MNE
AEAER , SESTHTEEERNER | AATHRLATEERREIAERERNEK , WSEEA.

(IR  HUERREEERALEEARFEESTREHET0REF ST O NERETTEN. |

| HEREBY AUTHORIZE AND AUTHORIZE ON BEHALF OF THE INSURED (if different):

1.  Any registered practitioner, hospital, clinic, insurance company, government institution or other organization that has record or knowledge of my or the
Insured’s (if different) health and medical history or any treatment or advice and that has been or may hereafter be consulted to disclose to FWD Life
Insurance Company (Bermuda) Limited in relation to this claim.

2. The Company or any of its approved medical examiners or laboratories to perform necessary medical assessment and tests to evaluate my or the Insured’s
health status in relation to this claim.

3. Inthe event that the Company has settled any charges not covered by the policy or has made any payment over my/our/the Insured's eligible benefit limit
of such policy, the Company shall have the right to collect such charges or amount overpaid from me/us/the Insured. If the company cannot collect such
shortfall due to any reason whatsoever, the Company shall have the right, to the extent permitted by law, to deduct or set off the shortfall amount against
any benefit or amount due or payable to me/us/the Insured or any account value, credit balance or accumulations under such policy or any other

insurance policy between me and the Company, including but not limited to any death benefit, dividend, bonus or return of premium (for whatever
reason).

FANEMRESATRRA (WEFRE ) =2

1. EERER  EAASRREREERATTENTEIFEBRAASHIRA (WETRR ) NREREHCE | ST iaRsbSaBREkE
BLEAERSZ(HAEMEE. Bt 2. RIRAE. BRI EREREERRRAER.

2. RNANATHUNSEASSMERT  SARRERE | ETLENBETAREE | LFHEAASHRRANRRIR.

3. HEQABRFANEM/ZFRASHHITEZRIEHEANER | S TBHAMRERENERR | B REEAEA M/ ZRANE
ZEER, EEARNETREHTEMRRUEREREZEEE | BATERE(ERATTINEERN R IR SHIAARBELEHFEZ
HRENSEETIRSRG , QFENRREISHEEE, R CASRERERRAERR).

| ALSO UNDERSTAND that the Company may terminate or vary the terms of the Service in its sole discretion without further notice, and that the Company will
not be responsible for any act, negligence or failure to act on the party of any third party service provider and its healthcare network team which is involved the
provision of the Service.

FAREPAEATHEE RS IR E NI RF G RESENMARERTEN | WEBNRANEME =S RBRME R EROEEREMT
R, REBSREREEHTEE.

[Note: This authorization shall bind my and the Insured’s successors and assigns and remain valid notwithstanding my or the Insured’s death or incapacity in so
far as legally possible. A photocopy of this Authorization shall be as valid as the original].

(R AEEHAASRRRANREAREZANENRA , WEEE ETTE  TRAASRRATFECREERTREED , AEEDRAEN. 5%
RN EIARIEARRFER. )

&

Data Protection - The Company has appointed a Data Protection Officer to handle any enquiries relating to your personal information. If you would like to obtain
a copy of the FWD Life Insurance Co (Bermuda) Ltd Personal Data Policy and Practices, please write to the Corporate Data Protection Officer at 1/F., FWD
Financial Centre, 308 Des Voeux Road Central, Hong Kong.

BRRE- AEERA(uERREER  REGEE TMEABNNENEEESR. NETHENMRESHIES , FRESEBPIREEHET3085%
EEERTOUE  EEASRRETE BRATERREL( B,

Date (DD/MM/YYYY) Place

B (B/B/HF) Z=Eith

Signature of Policyowner Signature of Insured

REFEANEE WIRAEE
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Part Il (To be completed by Attending Doctor of the Insured) &&B (HIEIRA Z E52 2 4EIHS)

Please tick [+ ] where appropriate sB{EREAERELE [v] 5

A. Diagnostic Details Z2EfG¥1E

Name of Patient f5g Al

Sex B

o Male 88

0 Female &Z

Chief Complaint of the Current Consultation 2)X5iz2 2 5k

Onset Date of Symptoms (DD/MM/YYYY) S EIRBHA (H / B / &)

Diagnosis 2T

Is it chronic / recurrent iliness 2R / EE38ERE
OYes &£ First Onset Date (DD/MM/YYYY) EDREEHIREHA (B / B / 5)

oNo &

Name of Referring Doctor / Usual Doctor 884} / ZREEEE4E 2

(Please enclose referral letter IR/ ME)

B. Treatment Details i&fE=¥15

Name of Hospital B2 Room class o Ward 0 Semi-Private O Private
FEEI EZiE HFAR AR

Gleneagles Hong Kong Hospital

EEBILER

Estimated date of admission Estimated length of stay

(DD/MM/YYYY) (number of days)
FEst BB EA(B/B /&) FEsHERBEUR)

Name of surgery FH1558

Anaesthesia JFREE

o LA. [SEBRRER

0 G.A. 25 FEE

Was the medical condition caused by or related to the followings HEERE N7E R BREIEEHES |3 ?

o dental treatment or surgery
FREGRETF

O cosmetic or plastic surgery
ERTYINRIE

O obesity or weight control

AR E

o congenital, hereditary or developmental
conditions
2= ER

ot BENENEERER
0 mental, psychological or psychiatric conditions

FEHEAL, LIEaRE R

o abuse of drugs or alcohol

BFREEEENE

O attempted suicide or self-inflicted injury

TEEREER

O pregnancy, infertility or sterilization
YHR, A SEEE
O preventive treatment or health checks

TP AR R E

If hospitalization is arranged for scans, diagnostic testing or a procedure | Attendance Fee per day | Surgeon’s Fee (HKS) Estimated Total Costs for
that is normally carried out in a day case, please explain why hospital | (HKS) FHER B this hospitalization (HKS)
confinement i necessary. SEEEEEM (51) B R e
MBRERZ ERERE  ETE2ERES—RBEFH | SR (35t

B RE.,

Doctor's Particulars and Signature BE4ESHEIREE

Name of Doctor (with qualification) Telephone No. and Address

BANE (EFER) EEEERME Mt

Signature of Doctor Date (DD/MM/YYYY)

BaE BER((B/B /%)
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