Cigna HealthFirst Series WWee
Hospital Pre-Admission Form /) —

ERBRRASIERENLREE Cigna.

Quality HealthCare Medical Services Limited (QHMS) is a service provider appointed by Cigna to provide services for Cigna HealthFirst Series, including the administration of claims. Please call the QHMS
managed Cigna HealthFirst Hotlines for any claim related enquiry. Tel: (852) 8203 2202 Fax: (852) 2534 0223

Please submit your completed form and related medical documents to QHMS Claims Department (Third Party Administration), Quality HealthCare Medical Services Limited, 3/F, Skyline
Tower, 39 Wang Kwong Road, Kowloon Bay, Kowloon.

This form must be completed in full for us to process the application for the "Guarantee of Payment" .

EHEASRERBBERAE (£8) AEEBRRAIIRYEE HRECEREREEY - MFRENRESEESH  FUSSRRUZEHEERERES -
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Part A #—&B{%} — To Be Completed By Policyholder R{RE A AEE

Name of Policyholder English Family Name Given Name Chinese
REFEAMSA "X o % X
Policy No. Contact No. (Tel / Fax)

REFT B iRSRES (B | BE)

Declaration & Authorization BB #Z# — To Be Signed By Insured ISR A 552

| hereby declare all the statements to all questions above, whether or not written by my own hand are to the best of my knowledge, belief, complete and true.

| authorize any medical practitioner, hospital, pharmacy, insurance company, police station, employer, or other organization or persons that have any records, medical history or knowledge of me and/or the insured, to
release full particulars 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 original.

| 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 parties (within or outside Hong Kong, including insurance intermediary acting on my/the insured's behalf, reinsurance and claims investigation companies and industry associations/federations)
for the purposes of processing this application or claims and providing subsequent services, data matchin: 8 and to communicate with me/the insured for such purposes. | have the right to obtain access and to request
correction of any personal information held by Cigna. Such request can be made to Cigna's Data Protection Officer.

RAMS B — R - FREARABEHNE  RAAFAFS E“gEﬁgﬂ.{t&*ﬂz . Signature of Insured /Policyholder (if insured is below 18 years old)
xg
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BEZZERNEENRENR/BBRRETNER (A EREI - BERARAA/ZRANRE - Bl Nk Date Signed

EXmEREE)  URBRRFEE REKRERRE - SRR TERISAAZRAZA X ate Signe!

ERMEFSZBASR  MAERRFTREREAENRESSREY ZEHH

Name of Insured / Policyholder (in block) HK Identity Card No. of Insured / Policyholder
ZRA I REFEARE@EULEER) SZRA I REFEABBSDERE

Shortfall Collection Credit Card Authorization Form #{fZEE Rz ERFEEZ

If the amount paid by QHMS to the hospital exceeds the eligible claims arising from this hospitalization, this Form authorizes QHMS to collect the shortfall amount from the following credit card account. The credit
cardholder should be the Policyholder of this policy. The shortfall collection notice will be sent to you 5 days prior to the collection.

NEREEINFERNEABLERAEIREMNEEE  KEEESREESRUUTERFRPUELESRE - BFAVEANREZHEA - SRERUREZREASKABEEXANBHNERLET -
Credit Card Authorization Form 15 i {3 FUREE (this section must be completed 133 AR EE)

Cardholder's Name -+ A& HKID Card No. 5+ ABB %I | Signature of Cardholder (must be the same as that on the Credit Card)
BFARE (BEERFLERER)

Credit Card Account No. 15 3818 Credit Card Expiry Date f= R 218 8
(MMIYY B/E)
| hereby authorize and direct Quality HealthCare Medical Services Limited to debit the outstanding shortfall due from my credit card account
AARERETEREERBERAARAACAFFONRINZZHER X
£/ )

Contact co. B4& 951 Date H Date

Part B 5 =B — To Be Completed By The Attending Physician / Surgeon FiE$ S84 EE

Patient Name HKID Card No. Age Sex M/F
WmARS BB HERE Fir 5l 5z
Medical History 7
1. Diagnosis / symptoms 2 / 1 2. Onset date of the symptoms/ condition:
i. Chief complaint £ EF 3k: A
ii. Prior to this consultation, did patient first consult you for the related signs and symptoms? And when was the
first consultation?
ERARDAHE  MABAEARIEZDIDABHE LR 2282005 » MARBERRD?
[]NO ] YES the first consultation was since ( F/A/IB ) ( Io: N )
5 —RRZPBHKA / ! YY/MM/DD / / YY/MM/DD
Hospitalization Details Ef‘zﬁﬂﬁ
Hospital Name Class of bed: Ward / Semi-private / Private / Others:
BliaE FREH: ZERE | ¥R/ AR/ Hib:
Admission date / / ( B/A ) Expected Length of Stay day(s) Inpatient physician fee HKD /day
A BE YY/MM/DD IR AH A ARBEE Pt /A
Treatment Details JA&=E15
Surgery / treatment required 225 2 F1i / JA % : Reason for this hospitalization ¥t RRA :
Lab tests / Imaging / other diagnostic investigation required 2z 2 L5 | £EHE | HtbpHittRs Anaesthesiafffif:: GAZEME[L] LA BEmE[]

Surgical fee FHii&: HKD B¥%
If you have recommended the patient for specialist's opinion (other than attending Physician), please give specialist name and nature of treatment provided:

NRENZEMNDE  BRUSHBE 2B ERAEFE:

Physician's Information B&4&#

Physician's name Signature of Physician and Chop
BAfnE BEREROE

Contact no. Date

BHRSS (Tel B3E) (Fax BEH) B
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How to apply Guarantee of Payment Letter (GOP)* for your hospital confinement?

HEEER - NAHFERMRERE ?

L 2

Call Cigna HealthFirst Hotline for Pre-admission arrangement
(852) 8203 2202

HEEHBRRELR (852) 8203 2202

L 2

Complete the Hospital Pre-admission Form and send to QHMS
by fax on (852) 2534 0223 / post / in person #

EZIREMBREE  RAREEZ S (852) 2534 0223 / FE I RE S4E *

L 2

QHMS will send a Guarantee of Payment (GOP) Letter to
attending hospital

BRSNS RE HNERIRRERS

L 2

Upon admission, present the Cigna HealthFirst Medical Card and HKID Card
to hospital for registration

AR - BB R EABERRERE NS OEUMEES

L 2

You will receive the Claim Settlement Advice (with shortfall details if applicable) 10
working days” after QHMS receiving full documentation from hospital.

BN Z B RIR R B X %, SR 1 0B TEXRARIBARE B A G RRES
B ENBERCERERMIER).

* Approval of this benefit is subject to the terms and conditions of the relevant policy provisions and the acceptance of the
“Guarantee of Payment Letter” by the hospitals
LREZHEEAZEAREGRRAUNRREEERRETES [FRRIBE] -

# You will be required to provide treatment information and authorize QHMS to collect shortfall
of medical expenses, if any, from your credit card account

CRRPARENEBRESREENEAFIRFURBREANEZE (0H)

A The actual date of claims notification depends on the submission of required documents from hospital
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