Please read the following carefully before you retrieve, print or complete this form.
ERI - JHNIESRSA - FEMNEFHH FX o

Disclaimer

Any form downloaded/printed via any electronic media provided by Chow Tai Fook Life Insurance
Company Limited (“CTF Life”) (e.g. corporate website, interactive voice response system) is done at
your own discretion and risk. CTF Life is not responsible for any printing error that results from the form
download/printing and any loss or damage howsoever caused as a result of such printing error. In the
event that there is any printing error in the downloaded/printed form, CTF Life may require you to fill in a
correct form before starting to process your application.

For forms downloaded from the Internet (the “Internet Printed Form”), upon completing and signing the
Internet Printed Form, you shall be deemed to have read and understood the contents of the form
displayed on computer screen (the “Displayed Form”) which shall prevail in case there is any
inconsistency, contradiction or difference of whatever kind between the Displayed Form and the Internet
Printed Form and have agreed to all provisions contained therein and to have agreed and undertaken
not to raise any objection whatsoever in connection with any inconsistency, contradiction of difference of
whatever kind between the Displayed Form and the Internet Printed Form.

CTF Life reserves the right to update the forms from time to time as it sees fit and also reserves the right
to accept or reject the form submitted by you.
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Pre-Authorization Arrangement Service Application Form CTF L
ife
A SRR T R BAXEAS

How to apply for Pre-Authorization Arrangement Service?

i F e T H T - SRR T AT R
Once confinement or day-surgery needs are confirmed, please follow the instructions according to the applicable situation:

1A R EERNR AR BRI T EAEAS ) BRI

OR

BA TRREATFE ) > TE-ConNET ABtE B | PEERrneR ~ A48 FRE R B4 - HIE TR0 4 THAYSE -
WA ERISEM - R LAEER e 2 E BRI 2R © (852) 2866 8898

MOgeE BRI A | MG EBECEEHAIRAR "UMP" 4928 NV E BIasl B AR S IARS « e DIARRE A A S
TRBEABRAEI TEARAS ) ) TREH— oA B b K B A0 -
HEE TR SR a T H [ T - A4S Rt SR A S B A A (R e TS R i B HsE = ( T R/A& L ) VB =H
{57 - When network doctor referral is needed:
Login to “CTF Life” and select e-ConNET Inpatient Doctor Search, select the doctor and call directly for the first consultation, if you
have any queries, please contact the e-ConNET Medical Services hotline : (852) 2866 8898
“Appointed Network Specialist” refers to the doctors within the designated hospital or healthcare provider under the network of UMP
Professional Management Limited (“UMP”). You may request from Chow Tai Fook Life Insurance Company Limited (“CTF Life”) for an
updated list of the Appointed Network Hospital and Specialist from time to time.

N Once confinement or day-surgery needs are confirmed, the appointed network specialist would complete Part Ill of this Inpatient Pre-

= Authorization Arrangement Service Application Form (the “Form”).

1B LIEEEEENB AR BRI T 2B e AR - HEAn T iR | - THRROR | - TRIBERAGAR ) R TR

BT R EOET H I T00F - SEEIRZ IR AR L2 B R IERR S RAAY B = -

When no doctor referral is needed, consult the doctor of your choice directly. This service only applicable for MediPro, MediGold,
MediGold Plus & MediChamp.

Once confinement or day-surgery needs are confirmed, please ensure the attending doctor of the insured completes Part Il of the

form.
p) ZIRNBOREERTA A THEZRASHVE — KB 8y « W72 O AT H R F-lamim U IO E TOE KRR IESS T UMP -

Insured/ Policy Holder shall complete Part | and Il of the form and send the form to UMP at least 4 working days prior to the insured’s
confinement or day surgery.

3 AEHI R UMP R A B BE De ok B epdeig st T (EPesk I (R REEE | MRS (S S BRI T2 - 1f your

application is successful UMP will issue a “Letter of Guarantee” to the relevant medical provider and send the confirmation letter to
your email.

LR RSN AR MR RS S8 - INRRASER BT - S5 EE T O e R T ) '
BETLATA o EHEEEFER 1% - TR UEIE AR ASE D E RS - WEASHERR T MEAEEFEMNE  BR
TEAFH P EEAEF RN 14 RN FEHE S RAEHVE I -RIR P S R/ B 8 AR -

*Please note: If the medical expenses do not exceed the amount we have approved under this Form, then upon the insured’s completion
of the day surgery, the Network Day case centre will send the invoice (the “Invoice”) directly to us. You will receive a claims
statement after the claim is processed. If there is any Shortfall (as defined below) &/or any balance of annual deductibles, CTF Life
will arrange for settlement of the Shortfall including the balance of deductibles by debiting from the credit card you have authorized
in Part Il of the Form within 14 days after the claims statement is dispatched.

TR R HE RS Z Rk B

Terms and Conditions for Pre-Authorization Arrangement Service:

TAYCORIE L RS A DU T B A

No Pre-Authorization Arrangement Service will be provided for medical expenses that are:

i)

a)

IR MR FAS AR A B > =

in excess of the amount we have approved under this Form, or

b) EEVLREL ( TEIRE, ) NIMEZIRFAEHISIERE (LIEH M) RAVE—E/\ - HNELAEM =
incurred within the first 180 days after the Policy Effective Date as defined in your insurance policy (the “Policy”) or the date of reinstatement (whichever is later); or
o) FFFERELENEHREEEMNER S =
the expense which does not meet the definition of Medically Necessary or Reasonable and Customary Charges; or
d) EETASOREEZ PR T A () %
overdue shortfall from previous Pre-Authorization Arrangement (if any) ; or
e) RIERIE LMz Tl =
the surgical expense which has not yet been declared on the Form; or
f) RZELIREIREREH -

not covered by the Policy.

FA AR AR B B B2 (S T A A TR e ORI B i e RIS R Uit - 23 R AT M ARSI FTA T B S AU SR & bR - TR BRI E 25 B BB B4R fry
R WBERMTOAHMER LR SRR EE R P eRed ] ( T28, ) - DRIESN ZBFE M (WE) -

Since our approval of your application for Pre-Authorization Arrangement Service is based on an estimation of the course of medical treatment,

that approval does not mean that we have approved or will approve all items of your claim. We reserve the right to reject your claim upon evaluation of the Invoice, and recoup the part of the
medical expenses which we have paid but is not covered by the Policy (the “Shortfall”) & payable annual deductibles (if any).

TR R HEEREENS - WA NS E R P YOS - DRSNS 2 B AN (0E) -

You will be required to provide details of medical treatment and authorize CTF Life to collect the Shortfall & payable annual deductibles (if any) from your credit card account.

iv) JERAE N S TS ORI 2 RS 5 [REHY — DTSRI A e — R A B ERE -
CTF Life has the sole and absolute discretion in relation to all matters arising from the Pre-Authorization Arrangement Service.
v) JEIRAE N 5 PR B 44 1 B S TR S PR e i 2 PR S O RE AT S/ S5 17 AR

CTF Life reserves the right to terminate or vary the Pre-Authorization Arrangement Service in our sole discretion without further notice.

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)
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Pre-Authorization Arrangement Service Application Form BXig AS
(RS RBBARTE / 4TI 44
Policy Number Name of Agent / Broker

PREGACEE / &AL AR SR
Code of Agent / Broker
i

Telephone No.

L BT ML R AR ATAR B T A R B R e TS ORI R LR RS ) BIER A o 55 I L SRS 6 1 e B AT B R 1l A A
L UU{E TAE K o LA F(852) 3468 2603 = % # CTFLife.PA@ump.com.hk J; ;k BLZTHEHEEEMARAH-

Please read the section on “How to apply for Inpatient Pre-Authorization Arrangement Service?” and the Terms and Conditions for
Pre-Authorization Arrangement Service before completing this Form. Please send the completed Form to Chow Tai Fook Life Insurance
Company Limited by fax (852) 3468 2603 or e-mail CTFLife.PA@ump.com.hk at least 4 working days prior to confinement or day

surgery.

—HR-AZRRARREFBAER
Part | - To be completed by Insured / Policy Owner

A. ZRARREFEAEAEZER Personal Particulars of the Insured and Policy Owner

1. (REFFA NS 2. 2R AEH 3. ZERA S35 | SRS
Name of Policy Owner Name of Insured Insured’s ID / Passport No.
4. ZIRNFR 5. ZIRAMER 6. (RELFFE NEEESRHS 7. (RELRE N BE S
Age of Insured Sex of Insured Telephone No. of Policy Owner E-mail Address of Policy Owner

BERBERE R HBFM ZREEE B 5 C 214 Please fill in part B or C according to the reason of confinement or day surgery

B. #M{FFxal HRBEFiT 2% 5|2 If Confinement or Day Surgery is due to lliness

1. (LR T H R Tl RTA SRR 2 2. BX2 2 AT ZRAFLEEIRE S A ?
What are the symptoms presented before confinement or How long has the Insured been having these symptoms before the first consultation?
day surgery?

3. R SRR & ZCR (HIRME)?
When did the first consultat|on for these symptoms (DD/MM/YY) take place?

1R B oAt 20k} Details of Consultation and Other Information

ZRR B G2 16 IR NV R B RE A b. FRZ R AARTAVES ANy AR Rt E: C. MBITRLEIBERAE S M EOR2 AR AE LR R1tHE: Name
Name and address of the doctor who and address of doctors consulted in the past for
Name and address of the doctor who first referred the insured to hospital: similar condition:

treated the insured for the injury or the illness:

C. fF:Pesk HEFiT =05 |2 If Confinement or Day Surgery is due to Accident

1. a. BSMEIH (H/AAE) 2. a. BEMOMEEAE?
Date of accident (DD/MM/YY): How did the accident happen?
b. YA IR - b. A &E#H4 2 Has the accident been reported to the police?
Time of accident: [1# No []75 Yes
C. EHMEAHIES : C. U - EEMY LR AREE S S A
Place of accident: If yes, please attach a photocopy of the witness statement or police report
3. SEEITLLEL 215 2 4. ZAGIREA A 2
Which parts of the body were injured? What was the extent of the injury?
5. SRR2EEAIE IR HA R

Details of Consultation and Other Information

a. BIREREZ G2 G2 R A VR AIE | b B2k AASRAYER LRy S B At C. MBEREIBEPAE S F HOK2 Y B AR LR Rt
Higk Name and address of the doctor who Name and address of doctors consulted in the past for
Name and address of the doctor who first referred the insured to hospital: similar condition:
treated the insured for the injury or the iliness:

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)
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REREE LR e E CTF Life

Pre-Authorization Arrangement Service Application Form BXig AS

E_MO-HZEATGRERAANER
Part Il - To be completed by Insured / Policy Owner

A, U FESE R 5 HER S > A B A4 5 B P2 #E2E Credit Card Authorization Form for Shortfall &/or Payable Annual Deductibles (if any)
Collection

WIE RGNS B S (A IR L% PR A CRIR TR - Lo SR AR A S LU N Y E T -RIR P UG EE B s 2 A BB

(A ) - EHRFFRATLUEZRE Z REFFA A ~ 2R~ Zim A NORBERIA A 2R NZ B8 - BRSO/ FOE /722 Slstth
YR HHSORE ! F5 72 | BCBRYSCRE 1 T2CBCHE » B AN EHI-RORR S 50,000 Tt - HRBEBREFoess ik - BIAIE A GSRITIL
HUAEARY IO KRR ORERTA A S AN TORRE - GHTE - 8% s - JTEH2 VISA, MASTER CARD k& American Express)
In the event that the Company has settled any charges not covered by the Policy, this Part authorizes CTF Life to collect the Shortfall
&/or payable annual deductibles (if any) by debiting from the following credit card account. The credit card holder can be the Policy Owner,
the insured, beneficiary or close relative of policy owner / life insured including parent / spouse / children / siblings / grandparent / grandchild /
parent-in-law / son-in-law / daughter-in-law. CTF Life will hold HKD 50,000 from the credit limit of this credit card account until the claim
assessment is fully completed. The shortfall notification will be sent to Policy Owner 14 days prior to collection. (Please note that for Hong
Kong customers, Visa Card, Master Card and American Express Card are acceptable)

{E FRIEd%f#EZE Credit Card debit authorization (357X EHE ES this section must be completed)

Rk A\ FrRAG 1758 / 0575 Fr-R N2 iR NHIRE
Cardholder’s Name: Cardholder I.D. Card/Passport No.: Relationship with Policyowner/Insured:
{Z H-F5%6% Credit Card Account No.: {ZH-FFHIH Credit Card Expiry Date:

NI SAE R KRGS — 3y ESCAmt » fEAX NS AR P (S FIERCR BN 50,000 7T St EATIRR 2280 S S ~ B B8
| hereby authorize and direct CTF Life to hold HKD 50,000 from the credit limit of and debit the Shortfall &/or payable annual deductibles (if
any) from my credit card account as detailed above in this Part Il.

¥4 A\ %= Cardholder’s Signature: fii4& 8% Contact no.:

HEA(H/H /%) Date (DD/MM/YY):

B. (EiEEEREEEARFS " Inpatient Advice" service preference:

b SRS R T B AR M T AR O FeE T a2 R« BR A2 IR SRS ERTE - A AR RN R — P E A -
LB REERIMTS T LA AR R 2V T R EE A IR SR B8 AR pR it - BB 1 75 ¢

Inpatient Advice service would be provided to insured who have an inpatient recommendation regarding the diagnosis made by a medical doctor.
This is a value-added service for the insured to obtain extra information about the diagnosis in different forms and provided by doctors of different
countries listed below. Please choose ONE item from the below options:

L AR e pees s i [ FTEEBLEEREIRT - In-patient Medical Advice service needed
No Inpatient Advice service needed 1. )5 FRI5&4: 22 Specialist consultation

2. & EiRE Written report
3. (it iEs%E Tele-consultation

AR LR BRSSO R S EEE AR A FI(UMP) WA A Z Bt s M (et (PR R IR - PRUSCERAT B RIAE
DR » ARSI o8 g = (8 H PSHEE - —UTEDR it A B R (I B T R R OB ROE - G BB AIRA B & REFUAE R
T~ AR R CH ARG R A BT -

By choosing to use the Inpatient Advice service, | hereby authorize UMP Professional Management Limited (‘UMP’) to collect my medical reports and
materials relevant to the inpatient recommendation for referral purpose. Information collected will be kept confidential and would be destroyed after 3
months upon completion of the service. All information is provided voluntarily and all treatment decisions are made by the authorizer.

UWREEE A E 12 HA Personal Information Collection Statement

BN B AN | RMERE MR EAEAZREAIRAE (LUTERE FARASE" ) ZENERMEEER ( B ) - AN/ g
R R B A E AT A p A A (AT B SR e / SRR ~ B RS da n ERIE AR (e SR As s T €S ) - AN/
T EARN | FFILFRIFASTR AT AER - SAIEA SR A T B Z BV [ SRR | FFHRALE SRS - AN/ Hfin
TS EIEAN | BAPIEIE N Bk T sE e Ba AL = AA 4R TR IHEYEE =05, AN, CrEGSERUER A Rt T pri (e R E L oA R A A T (e
YIRS E RO M L A2 B AR A T (T H Y » A AR IBH 5 52 B RIS AT SR HR A S RIAEHL T © www.ctflife.com.hk - Kz A Rl &2
FIZRHL

| /We confirm that |/we have read and understood Chow Tai Fook Life Insurance Company Limited (“CTF Life”)’'s Personal Information
Collection Statement (“PICS”). I/We declare and agree that any personal data CTF Life may collect and/or hold, use and/or disclose/share
with (whether contained in this form or otherwise obtained) in accordance with the Purposes as set out in the PICS. I/We understand that if I/
we do not provide the required personal data, CTF Life may not be able to perform the Purposes and/or provide products or services to me/
us. I/We acknowledge and agree that my/our personal data may be disclosed/shared with specified parties in the PICS; law enforcement
authorities; databases or registers used by the insurance industry to analyse and check information provided against existing information for
any of the Purposes stated in the PICS. I/We understand the updated version of the PICS is available for download from CTF Life’s website:
www.ctflife.com.hk, and will be made available upon request.

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)
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Pre-Authorization Arrangement Service Application Form BXig AS

BRREEE (LEEHFEARZRAEE, NEZRARWNI18R, WHERRIASLEEAEE) |
Declaration and Authorization (To be signed by the policyowner and insured OR to be signed by the insured’s parent / legal guardian if
the insured is under the age of 18).

AN B ot — VIt R S R RE R P A B 283 R BB 2 2l - R L -

I/We declare that the above statements and answers made by me/us are true, accurate and complete.

NPV ZLIAE FLRNE A E AR AN SZ IR AGCERAY IR L  EEEMTEEs - B&ht - 257 ~ frIAT]  HARRE s A1 > S mTiaZ S a0k
PR RE SRR AIRATE  BIEA NS IR ASETEEERRE ST RSB TNAR . AR ANRZ IR AN Z R N KRNI E 2 I
TR - RIS A BIE AR A[FE507 -

I/We hereby authorize any employer, any registered medical practitioner, hospital, clinic, insurance company or other institution or person, that
has any records or knowledge of me or the Insured named to give such information to Chow Tai Fook Life Insurance Company Limited. This
authori- zation shall bind the successors and assignees of me/the Insured and remain valid notwithstanding the death or incapacity of me/
the Insured. A photocopy of this authorization shall be as valid as the original.

AN FAMBHE K2 [EE/We understand and agree that:

1) BRSBTS R E L LIRS P A S S B A F S RO E A S B RN E A E R B E R -

Neither submission of this Inpatient Pre-Authorization Arrangement Service Application Form nor the issuance of letter of guarantee by the
Company shall be construed as admission of liability on the part of the Company.

2) EBEAFYSUMEMAEZ TR (R e (A SN FFEAMNE)  BATEREE SO ENER R IIRER - R

N FIRUEAFEA R EARR P ARHE R P OOE A2 - DLEREEREEZFEAR - BN TRPAREITERICE A TS 8 R/ BT H
FA T EEE I OREEPTIE () T34 (R EERY DR EERFA A BT 2R R ESIIRR - EIEEAR IR S EURHE (AR AR EA) ~ SLF=0RE
BECREREAIER) > iR RERA AR SR A — (0 fRE A A S (A L5 e -
In the event that the Company has settled any charges not covered by the Policy, i.e. any payable annual deductibles, the Company shall
deduct the Shortfall from the credit card as specified in Part Il. However, if collection of the Shortfall is unsuccessful due to any reasons
including but not limited to insufficient funds in the credit card account, the Company shall have the right to offset the Shortfall against any
amount due or payable to the Policy Owner from the Policy and /or any policy issued by the Company including but not limited to any death
benefit (to the extent it is permissible by law), dividends or return of premium (for whatever reason), irrespective of whether the Policy Owner
is otherwise entitled to receive that amount in the capacity of a policy owner.

ANBAT B e PR B B IR R AT~ SO ERR A (R R AT 20 TEDITES A Ryt
I/We understand that if there is any inconsistency or ambiguity between the English version and the Chinese version of this Pre-Authorization
Arrangement Service Application Form, the English version shall prevail.

IREFRIA AER RN =

Signature of Policy Owner 1X Signature of Witness 1X
TREERFA A% (K5) SEEAYEA (RE)

Name of Policy Owner (in block letters) : Name of Witness (in block letters) :
SysE | FEIRSRES HIH (H/F/4F)

ID / Passport No. : Date (DD/MM/YY)

HEA (H/A )

Date (DD/MM/YY)

ZIRAZE (F T ke bl %)

Signature of Insured (whose age is 18 or above): x

If the insured is under the age of 18, please provide the following information:

ZIR NS (RET)

Name of Insured (in block letters)

B758 1 EIHEHS
ID / Passport No.

HEA (H/A4F)
Date (DD/MM/YY)

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)
BARBASRBERQE

(REFZEBR 2 BRAR)
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Pre-Authorization Arrangement Service Application Form CTF Lh(e
BAXEAS

FE=8 - BRFRANEZBEER(EABREFAAZN)
Part lll - To be completed by the Attending Doctor of the Insured (Cost to be borne by Policy Owner)

1. a. 5 A\ 444 Name of patient b. B5E5/#EIE55E ID / Passport No. | c. Z#5/1E5] Age / Sex | d. fiZ% Occupation

B2/ %15 Medical Condition

1. K2 I s

The symptoms/complalnts on the date of the consultation:

& [K|Cause: O 9% lliness O Z{5Injury

2 JEEECEE R HIH (BB /4E)
Date on which symptoms/complaints first appeared (DD/MM/YY):

3. o 4. Bl SES pap
Diagnosis ICD code
5. EURHAM:

First consultation date:

6.  ZENEEINE R —(G5EEE) ?
Is this condition any one of the following (Please choose?)
O  1BMEERZYIORSE
first episode of a chronic illness?
O EMEEmEIIRE IR
recurrent episode of a chronic illness?
0O DEaHEs
“No” to all of the above

MEPEHEE R T2, - SHRAR Rk
If one of the above is “Yes please give details:

7. EHIEEHEHEM (H/HAE):
Onset of the first episode (DD/MM/YY) :

8.  AMEHNZEROHU THRREEE?
Was such illness or injury caused by the following factors?

A Yes % No

m) o BHE5E (JHR kLK) Self-inflicted injury (How it happened & underlying cause)
m] m] TSP B P Y CEPRE/ )0 ~ 1 B R iR e 2 A)

Drug abuse and Alcohol abuse (Name & dosage of drug/alcohol, quantity and duration of consumption)

m) m] B MR (38K HHH Bk a2 5£15) Degenerative changes (Onset date & consultation details)
m) m] SR VBRI G2Br ~ 48 A Foke2aE) Congenital anomalies (Diagnosis, date of onset & details of consultation)
) m} W2 GER (R FokE2EES) Past injury or iliness (Cause and details of consultation)
o o NE -~ EF -~ B SREORE LR GHIRMGAEEHE)

Infertility, Sterilization, Pregnancy, Childbirth or Miscarriage (How it related to the lliness or injury and details)
a m} PR (S8 H HA Kok 225E1%) Phychiatric condition (date of onset & details of consultation)
) m] AR B 12 (359 H B R ok 223F15%) Obesity, weight control (date of onset & details of consultation)

7= TR SEpl o If yes, please give details:

9a. FHFILZ MR AR R H Tl T2 2 i LS w2 B e & o T2 Fha & rv R R
Please list out all laboratory tests/diagnostic imaging/other diagnostic investigations required for this Confinement or Day Surgery and reasons for
conducting the same.

Kb B i AR P T2 I B, T A B e e 57

Can the treatment and the medical test(s) be managed under an out-patient setting instead?
[ ] ®[BL Yes ] “~aflL No
& 0] DIEPTR2 R B, S v ARy R A -

If “Yes”, why was the patient admitted to hospital?

AR LAEF T2 i, el -

If “No”, please give details.

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)

AAEABREERLA

i SL2 BRAT]) P. 4/5



8 000 T «

3

0

3

N
S
S
<

HAREEZ LR EE
Pre-Authorization Arrangement Service Application Form CTF Ll ]Ce

BABXEAS

9b. CEETENERT) BUR ABPRI WA S W LIEF T2 AT AT R iy e M L/ 2 it A 2 A B 5 2
(If confinement is contemplated) Given the condition of the patient, is it possible to provide the suggested treatment/laboratory test/diagnostic imaging/other
diagnostic investigation etc. on an outpatient basis?

[] 2 Yes [] % No

T BSIRELEEA - If “No”, please explain.

10. F{iEi/{%2E Pre/Post-Consultation (For UMP Panel Doctor)

T
§

1. F{liaiz2iE Pre-Consultation  #24:Fee: § SEZCE © —ZX No. of consultation: 1 time)

T
§

2. Fiift4#2 4 Post-Consultation #24:Fee: § FERE : —ZX No. of consultation: 1 time)

11. iy
Surgical Procedure

THiTHE (H/H/A
Date of Operation (DD/MM/YY)

R A

Name of Operation

MR R 2

Surgeon’s name

12. i Anaesthesia: [ ] 2 5ifilif General Anaesthesia [ | S5l Local Aneasthesia

13 a Bg B4/ H B Tl -
Name of hospital / day surgery centre:
b. FETABEHIA (H/AME) -
Estimated date of admission (DD/MM/YY) : THEHERE H ¥ (HE)
Estimated length of stay (number of days) :
BLORPIAL » SZ AR TP AR e ISy

To the best of your knowledge, what is the usual length of stay for the similar condition and surgery?

Gz &l 0 H I o FERRE o BEERLZ
Room Level: Ward Semi-Private Standard Private

14, FEEHERERFTETT H BTl N 515182 F Estimated fee for the following items under this Confinement or Day Surgery:

a. 52/f:2Z% Daily Attendance Fee : b. R84 ESpecialist Fee:
c. F+li# Surgical Fee: d. Jiiifirgs Anaesthetic Fee:

e. Z%7] medication fee:

f. HAfh B2 A Other miscellaneous expenses

15. 5551 ik 2L Gt A B e B P2 3% St e R R -
Please list out any Lab tests / Imaging / other diagnostic investigations required for this hospitalisation and reasons for the same.

A AR A A ? SR A DL ESEE > - Are the investigations available only in hospital? If “No”, please give details.

AR R TR S AEFTE2 1 H TR0 1 T? Can the medical test(s) and the procedure be done on an outpatient basis/at day surgery centre?

16. EREEEER?
Is it a case of emergency?

o = Yes o & No

e > FAIAMERDH - If yes, please specify.

B& L2 HA I %% Doctor’'s Declaration and Signature

ANGEHEEAARNCH B R Al il FHEEZ (G T - WHEE DL EAR AL A RRIR NI R LB R A AT RIS B -
| hereby certify that | have personally examined the patient and attended to his/her illness or injury, and that the information about his current and past condition as
stated above is true to the best of my knowledge and belief.

ERREMY (FREE) B (FEnE)

Name of Attending Doctor (with qualification) Signature (with chop)
btk e FREESERS BT (R HIE)
Address & Phone No. Date (DD/MM/YY)

Chow Tai Fook Life Insurance Company Limited
(Incorporated in Bermuda with limited liability)

AXBEARRRERATF

RE SRR T2 BRA
(HE ML 2 BRAR) P. 5/5
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PEARLMBIMES ( “FHH" )
The People’s Republic of China Addendum (this “Addendum”)

REEBAR B DT - AR PIE EEAERHREN/SEA R BB EEREAR S MEENBEREE - WAEREE - HMAH
AT HGCHEE  REMN/SERE (VWEIERR) META o IRENMESEEAN/SREEHFTA - BERPIRAERITE A/
AERHEmERY - M EEHNEFRMAIZAN/ZEE (RIEAME) LA P E HRA o

This Statement may be updated from time to time to reflect changes to our policy with respect to personal data protection and/or changes
to personal data/data privacy laws and regulations. Where there are significant changes, we will notify you and obtain your acceptance of
the changes, consents, and/or opt in (as necessary or applicable). If you do not accept the changes and/or provide your consent, then we
may not be able to perform the Purposes and/or provide goods or services to you. You are advised to check the Application and/or the
Website (as the case may be) for updates to this Statement on a regular basis.

AP EE AT NEGIEARE RIEE) PrEEeER -
Nothing in this Statement shall limit your rights under the PDPO.

INRIERE -
If you are:

(i) ARAFRBEIRHEIEA - B B A i B AR A SRR Ak s i A A KR A SRR R Eh e AR Sk e B U st 38 8 F A ST el Eo At
AEAEARBASERK/SRY K/
an individual located in Mainland China who visits CTF Life’s relevant website(s) or uses relevant mobile application(s) of CTF Life,
or otherwise uses CTF Life’s products and/or services by phone or any other means from Mainland China; and/or

(i) FHEFEAMERK/ZERFHIENEA @ JFERRBASEEEOFRT OREMEEIS AT EBEF RS E M LA
JARBARE R M/EIRT
an individual holding a Mainland China passport and/or resident identity card who visits the service centres or other physical premises
of CTF Life in Hong Kong or otherwise uses CTF Life’s products and/or services by phone or any other means in Hong Kong,

B (1) B RIR A S AL R B A (i) A B LA Kt Bl A8 A BV BUBR R IEEBIVERSN - ARBASFHRE "PEARLMBENE" EEERAE
ANEH - BB BN E - PEAMRIEREE - PEARINMBIRPISRITHEMEGZUIMNIE -

your personal data will be processed by CTF Life in accordance with the “People’s Republic of China Addendum” in addition to the (i) CTF
Life Privacy Policy Statement and (ii) this Statement, as well as the applicable data protection laws and regulations in Mainland China which,
for the current purposes, excludes Hong Kong, the Macau Special Administrative Region of the People’s Republic of China and Taiwan.

R AR FMEHS2 : hitps://www.ctflife.com.hk/tc/disclaimer/prcaddendum
The People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum

hEE A REFE K% 2 i4E1 © https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix1
Index 1 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix1

REE A RRFME K 8242 : https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix2
Index 2 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix2

R AR FE M 622 43 : https://iwww.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix3
Index 3 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix3

i A REFE K2 HEA-BREE AR EABAZERBRE : https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/annexA
Annex A to the People’s Republic of China Addendum — Rules on processing minors’ personal data:
https://www.ctflife.com.hk/en/disclaimer/prcaddendum/annexA

B ERREFBAR/IZRA (WER) R/SAKFANXGSEFEZEA (WER) BHERRLRERAABASHTEARLNE
M (7 MEET ) RIMERZBHEA ( CIEAT ) (AER) 2HMAR o

I, as the Policy Owner and/or the Insured (if applicable) and/or the parent or legal guardian of the Minor (if applicable), have read, understood
and agreed to all content contained in the CTF Life’s People’s Republic of China Addendum (“Addendum”) and Annex A to the Addendum
(“Annex A”) (where applicable).

EREFHHA ERA RACE AR E

Policy Owner |  Insured SUETEEA
Parent or legal
gquardian of
the Minor
O O O RARBRE M8 K CMEAT  (ER) BREEARESRKFANBEAGES (B
BFUREAGER) AU - (ERANERE
| consent to the collection, use and processing of my and/or the Minor’s personal data (including sensitive
personal data) in connection with the Purposes set out in the “Addendum” and “Annex A” (if applicable).
u 0 u RARBHRARSARKFANBEAEE (BEHFREAEL) BEREHEAMUIMNDE o
| consent to the transfer of my and/or the Minor’s personal data (including sensitive personal data)
to outside Mainland China.
O u u RARBRAZ=ZFREAAREIRKFANEAGES (BEGFREAER) -
| consent to providing my and/or the Minor’s personal data (including sensitive personal data) to third parties.

P.1/2
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B ERREFRBARSZRA (ER) MEAKRFANXTLETEEA WER) - BREASADE “RE" () AERE M
Ko CMIEAT BEEAAMERRERAE AR/EZRA (EA) R/EARKFA (WEA) HEAESEEEREASS)MHYE - £R KRR
Ko/ak (i) BERAERREFEAR/EZRA (WER) R/EARKFEA (WER) HEARE (@Tﬁ&;ﬁl”ﬁ BAME E)E P B A MR K/ (i)
RE=DRERAERREFEAREIZRA QER) KEARKFA (NER) NEAESEEBERREAES)  bE "EE" SEARE
A#ﬁ%}?‘:ﬁﬁf;ﬁ ARISZRA (WEA) RERREA (WER) ERABASERSRESEAR/IZRANAERTERR/HERERH
&E (4 o

I, as the Policy Owner and/or the Insured (if applicable) and/or the parent or legal guardian of the Minor (if applicable), confirm my respec-
tive consent given above in relation to (i) the collection, use and processing of personal data (including sensitive personal data) of myself
as the Policy Owner and/or the Insured (if applicable) and/or the Minor (if applicable) in connection with the Purposes set out in the “Adden-
dum” and “Annex A” and/or (ii) the transfer of personal data (including sensitive personal data) of myself as the Policy Owner and/or the
Insured (if applicable) and/or the Minor (if applicable) to outside Mainland China and/or (iii) providing personal data (including sensitive
personal data) of myself as the Policy Owner and/or the Insured (if applicable) and/or the Minor (if applicable) to third parties, shall be

Qpllcable to aII existing policies whlch are |n-force and/or waltlng for reinstatement of myself as the Pollcy Owner and/or the

AERAZEBRENORILIFEEITRE o

This Statement shall be governed by, and construed in accordance with, the laws of Hong Kong.

| have read and understood the above Personal Information Collection Statement of CTF Life.

O BRABELREEAEBASHERZRH  FHEDEN LXTEN EAERRERE) -
| consent to receive direct marketing from CTF Life, details of which have been set out in the Personal Information Collection
Statement mentioned above.

0O HKRZBZHUCREAXEBASH@ERARN/HEAXEBASHEHSIERHOERERE  FBEENR Eis (EAERRER
BH) o
| consent to receive direct marketing from CTF Life’s Affiliates and/or from CTF Life’s Marketing Partners, details of which have
been set out in the Personal Information Collection Statement mentioned above.

X
BB AMRERE AGSE (NFFEZRA/ZRA) MEANREFEARE (MIFLEZRAZRA) #ZEHE (B AIF)
Name of the Applicant / Policy Owner Signature of the Applicant / Policy Owner Signed on (DD / MM / YY)
(if other than the Proposed Insured / Insured) (if other than the Proposed Insured / Insured)

X
EZRANZRAMLS (BAMN 185K L) BEZRANZRAREE (BAMN8EA L) HEHE (B AIF)
Name of the Proposed Insured / Insured Signature of the Proposed Insured / Insured Signed on (DD / MM / YY)
(Applicable to age 18 or above) (Applicable to age 18 or above)

X
EZRNZRARXBEAIOETFEEA EZRANZRAXESETEEEARE #ZHE(B/AIHF)
(IAEZRA/ZAR A1BERIAT) (;zu/&ﬂ%/\/xﬂ%msmxﬂ Signed on (DD / MM/ YY)
Name of Proposed Insured / Insured’s parent Signature of Proposed Insured / Insured’s
or legal guardian (if proposed insured / Insured parent or legal guardian (if proposed insured /
aged 18 below) Insured aged 18 below)
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