Blue Cross B+ =%

An AlA Company XEHREBKEAT

HOSPITALISATION & SURGICAL CLAIM FORM
ERRFMREHER

Simply file claims through the 24/7 eClaims online platform at Blue Cross HK App or Super Care website within 90 days from treatment date or discharge date, which greatly
shortens the processing time of claim application submitted by mail or in person. A&k HiFR%E 90 KRB Blue Cross HK App 3% Super Care #815 24/7 BFHNEFRIE
TFERE+FRRIREPHE  AKGRUBFTHAHRSERIREFFNRE -

Enjoy Speedy Claim Submission via eClaim in 3 simple steps BREFEETLHEE I HELRESPE Dognéﬁggéglow
(Applicable to inpatient claim amount of each receipt is HK$50,000 or below) ( REAREEWIERIZIE HK$50,000 Z{ERZ(E ) N

1. Input claim details 1. BAREBDRH -,_.cﬁ'l'" i

2. Upload the scanned copies/photos of receipt 2. FEWEZRERA/ER 3

3. Confirm 3. ®R ' oy

Claim Notes HETEEE Blue Cross HK App

1. This form is applicable to hospitalisation and day case surgery in hospital/clinic claims. 1. LR EERRN IR / P2 EREFMRE -

2. You can find the Policy number and Insured number on Blue Cross Certificate of Insurance or Blue - e ey cag - 5 .
Cross Healthcare Cartyi/ you may also visit www.bluecross.com.hk/supercare to view account 2. RORE+FRBEBPEXETFER T LSERETHBRZMARE - G0
information after logging in. AI& A www.bluecross.com.hk/supercare BRIIRSEH -

3. Please print this claim form on A4 size paper and send it together with the original receipts to N 2 gy = G EAL EE =P L[ _
Medica?claims Department of Blue Crossp(Ar;ia-Pacific) ]nsurangce Limited (“The Cgmpan ") \,E/ithin 3. f%ﬁ;‘:ﬁ&_ﬂm%?EEEfgﬁﬁ%%’érﬁ%\ﬁ%’”ﬁé%é;ﬁ@%g”ﬁ%%géi
90 days from treatment date or discharge date. The Company’s Personal Information Collection PracilEs ;( :m?\ ;;u E,”ﬁ‘:' (ARS JE),JE RIRR=RA D E}_EF.; £
Statement as accompanied with this form’is for your reference and retention, please do not return it Emjiﬂquim1Aﬁ*4%EH EHETSRRREZRE  BRRRERRE
along with your claim application. BEGRE -

4. The Company is entitled to request for your provision of further information and documents or =g EE = 2y S iEEs - .
completio% of other specific c[a?m s, your p 4. ARTARBRETRUESENA AR HEMEARERS

Claim Instructions REPHFETR

1. Complete and sign this form and attach the original receipts issued by the doctor and/or hospital or 1. ERZIPEFERREE - UK EARBEER / B EREAUIE IE AR R E MR
certified true copy of receipts issued by other nsurers (if applicable). Each receipt MUST state the IR AT HHIEZERIA (1EA ) - SRS EANESIBAMNTIER :
following information: BABE  « ARAHS - RERE « WEIERRH
= Full name of patient = Date of treatment = Diagnosis = Breakdown of charges « BEEERESE W FEE (MBA)
= Doctor’s signature and official stamp = Name of surgery (if applicable) 2. BAGERUNRRZERE  AiRUABTEREEHNUUREAR ERIRES

2. For confinement in the general ward of government hospital, please attach the original receipts Ko BBEKRAEEHERE  ZERA (BA) BR LB H FHERERHN
issued by the hospital together with a copy of discharge summary. If no diagnosis is provided by the HRESE (fIM : SME ) LESHD -

3
4.

. Provide copy of claim settlement advice from other insurers, if applicable.

doctor, the insured (patient) is required to supplement the exact diagnosis (e.g. Hypertension) on the 5 S cynaa & NS SRR -
above mentioned documents ang confirm with a signatory. %%%f?ﬁé}éfé%?g%?§g£” ﬁﬂ%ﬁ?ﬁ%@%{?&%@%%ﬂK CEREETE
Original receipt will not be returned once submitted. Please tick the appropriate box if certified true WEL V-

copy of receipt is required.

W

Part | EBEf —To be completed by the Insured (Patient) HHZ{RA (RA ) HE

( or his/her parent if the Insured is aged below 18 BZIRAZFEE 18 U - FHEXREER )

To avoid del% in I_Pliﬁrocgssing our claim due to incomplete information, please complete all the below information in English BLOCK letters.
AEEERAEMEREER T2 RIEPE - ALUEENEREZ TIIREER -

Name of Policyholder/Employer Policy No. Staff No. (if applicable)
REFEALS / BEBE fREESRAS BB (E )
Name of Employee in English (if applicable) Employee’s Insured No. (if applicable) HKID Card No.
BEZEX A ( ﬁﬂi@ﬁ) BEZZRASRE (WER) BEEBBNEIRE
Name of Insured (Patient) in English Patient’s Insured No. (must be provided) HKID Card No.
FRA (BA) ZEX S MAZZRASRS (WARY) EESER

D Original receipt will not be returned once submitted. Please put a "v " in this box for request of certified true copy of receipt for other insurance claims.

—AIERZWIBIE AR AR - IEREUWIE 2 BRI A YHEEMRIRRE - ERASBAELE "v 5 -

1. Admission/Day Case Surgery Date ABt/HEEFiTHE (DDMMYY B/ B /%) Discharge Date Hf2HH# (DD/MMYY B/ B/ &)

2. Have you ever had any prior treatment(s) for this diagnosis or related conditions? B A& ERERE—2EisiBRR N MEZERE ? oYes@ oNo&
Date(s) HER (DD/MM/YY B/ B/ &) Name of Doctor(s) BBE#Z Contact No. Bt48Ex

3. Have you ever made or are you going to make any other insurance claim(s) resulting from this treatment? BRI FTAE - BTN AEEKAZER ZPAEMIRIRAEE ?
If yes, please provide 2123 oYes2 oNo&
(i) Name of Insurance Company fRI& A S & (ii) Policy No. fREBSEHS
(iii) Type of Insurance Product fRIRZEm#EAI (applicable to Insured under Caring Medical Protection Plus SRR T 2=OIEE | BERBETEHZZRA)
o Group Medical Insurance E52 &R IR o Individual Medical Insurance 18 ABZE{Rg o Others Efth

4. Was the treatment a result of an accident? WEZEBEEEHR—REIN5I1E? oYes@ oNo&
Date H# (DD/MM/YY B/ R/ ) ____Time 5@ Place 24

Brief Description #£%8

Declaration and Authorisation B0 R IZHEE

1

2.

. I/We have obtained all necessary authorisation from my/our dependents (if applicable) to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) or its

authorised representative if my/our dependents are parties to the claim request(s). I/We also un(}/erstand that the information requested in this form is required in order for the Company
to process these claims.
I/We hereby authorise any hospital, physician, medical practitioner, medically related service provider, insurance company, person, party and/or authority that has any records or is
holding any information of the insured person or me/us to disclose to the Company or its authorised representative, any and a\ﬂ information with respect to the insured person’s or my/our
loss, disability, claim history, medical history, police statement made and the like for the purpose of assessing the insured person’s or my/our claim request(s). A photocopy of this
authorisation shall have the same effect as the original.

. I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and belief. I/We have not
withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of all material information may render the
Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited. I/We understand that the issuance or completion of this application does
not constitute admission of liability or guarantee payment of the claim on behalf of the Company.

4. 1/We confirm having read and understood the Company's Personal Information Collection Statement as accompanied with this form.

5. l/we agree and understand that the claims’ information (including but not limited to submitted medical records) may be disclosed to the Employee’s Insured .

1. ﬁ%%%é%@ AIEBE 27— ié%f\ﬁ %@%E@ St (MNER ) [E+TF (DX) f%f? fRra ("&RE) EJ%E} BARREREBAER - KA/ &K

TN % A =

2. ZK/\ﬁﬁfFﬁ% b ‘1?‘32&@%@%’255 1 HARBAENRBHES  RRAS . ARAL  #E R/ NEHES @
%%%E&%Tﬂi = HAN/FHMZ HEAETREAS B ETERIRAIAA / RANBERFZAE - BREEZIER

3. ZK?\{ }EﬂFﬁéix EEER R A B UWAZRAA / BOMAERAEMESH - AA / HETRERMINEEE
18R AEER U HERSIEEH ERNENS IR REFFARRLABEISRERR 2R - A/ &K
R LEISE: et b= [T IREE AR

4. BN/ HAPE SNEINWERE : _

5. A / FAFE? RIS EIRRHIEER BEEERHAREZZRA

Signature of Insured (Patient) ZRA (fBA ) EZE Date HEA (DD/MM/YY B/ B/ &)

In the event of the patient aged below 18, this form should be signed by his/her parent. {8#& &8 A ZEHTE 18 BIUT - APBRALEHREEE -

e Cross (Asia-Pacific) Insurance Limited 5+ (354K) REBERAE

www.bluecross.com.hk MC035/08.2022




Part Il — To be completed by the attending physician/surgeon at the claimant's own expenses

28 - BEREE /IRBEER - IRERBEREABTEE

Full Name of Patient (please fill in English BLOCK letters) SBAZE ( BUUFEIIERIER )

Date of Admission ABtHH (DD/MM/YY B /B /%) Date of Discharge HiFtH¥ (DDMMNYY B /B /%) :
Name of Hospital E&fz &8 :
Level of hospital ward &= A : O Private Az B O Semi-private *#FhZR = O Ward i8R O Clinical Surgery P332/l

1. Clinical History 3K32C8%
a) When did the patient first consult you related to this illness/injury AFLIEER / RE%E - EROE FKZHBEH (DDMMYY B/ B/ F)

b) Symptom(s)/complaint(s) of the patient relating to this hospitalisation/treatment/investigation B AFILERERE / 6% / RERFT LR AOMERIAE KR E5F

) How long had the patient been experiencing these symptoms before the first consultation? BAEERKZEHEBBUIERZ X ?
d) When did you refer the patient for hospitalisation? B FEMTRAARMBE (DD/MMWYY B/ B/ F)

2. Details of Hospitalisation 5515
a) Final Diagnosis R #2RV2ER

b) Etiology of disease f&H : ©) Date of Operation FiTHE (DD/MMNYY B/ R /&) :

d) Operation procedure(s) performed Fli&7E :

e) If the patient had consulted other physician(s) during this hospitalisation, please provide the following IR AR ERREARE LRI MEE K - BREMUTERN ©
Name of physician consulted B4 #7 : Reason [RA :

What treatment had the physician performed JAE##1% :
f) Had the patient taken any home leave during the hospitalisation? B AERHABBEHBRIM ? OYes®B ONo&A
If yes, please state the date, time and reason for home leave 175 - F5ARMNERBAE - KERREA
g) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations, treatments,

complications and follow up plan) FRELRHRE ( QERBRESEDENEE /ER - BE - TERSHWEERER A% - HERERBZHE ):

h) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/outpatient basis % ILRBAERETE H EEE / 2 FTNETAE - BiRRBEERRR :

3. Professional Comment 2R

a) In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous complaint/diagnosis. B TER - WMARREFTAER
BEER USRS BB EN R / ZEHR ? OYes® ONo&

If "yes", please provide date of the first episode and details. ZEEE®S "2, & - FRESRBFHARFE

b) Was the condition due to or associated with the following ? FiltiE R 2 & LA AL T BERE ? OYes@ ONo&
If “yes”, please tick the appropriate boxes EZ%E%S "2, &  FEBEEEEL v IR
O Accidental bodily injury B5M 558515 O Pregnancy % O Congenital condition 5e R 5% / BE
O self-inflicted injury BH&E O Infertility or sterilization FEBE O Developmental condition &R
O Abuse of drugs or alcohol B FIZEY) S E S O Contraception #% O Hereditary condition & B4 &
O Mental disorder #E# 3L O Treatment for cosmetic purpose =& M EREE O General checkup —#x S8R E
O Refractive error Y6 ARIE O Vaccination & #iE

O Venereal disease , sexually transmitted disease or AIDS/HIV related illness 5% - @B ERNE LR / BARBABER
O Others EAt :

4. Others EAth
a) If the patient was referred by another doctor, please provide the name and address of the referring doctor. 1B ABREMEEE N - FREENTEEBRTMMIL

b) Are you the patient's usual physician? BT 2& LB ANEEEE ? OYes® ONo&

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

FAGEWER - IAARA - LR HHAAERIZERES  HERREEZEH -

Signature and official stamp of attending physician/surgeon X284 / SIMBRBEBLERERES Address and Telephone No. Hf!iE K EEFE5%HS
Name of attending physician/surgeon and qualifications E# 84 / IMIBEUZRERE Date HE (DD/MMYY B/ B/ &)

Note: Part Il of this claim form is drafted by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers, and
subsequently revised by Blue Cross (Asia-Pacific) Insurance Limited.

B AREPFRIA AT ERETRBFERBEN B T BRRRBEREIRN - #KE+F (12X ) RBRARRQSE -
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Blue Cross

An AlA Company

BAER (FAR) 5 — WEREAERER ( "B, )

E+F (RKR) RBRBERAR ( "ARQTF ., ) HAARBRERERATNEENREB
AT - EABRER  APRBERARADEDEANBARKBEND KRB
TEIMRREE, -

REEAER (AR) &E ( "HRE1, )

(1)

(2)

3)

C RATRIBHE T TER

ERBRERRBRERNRER  REAQATRMERBRERLRBERIE
IR BN EREAFAAQADREEAER - BEE T REREZSE
B AR AATEEREE THRR P FUAE T RMEERAMRRE
SRR R KEAMMERERY - AAT R ESEABEBEFNBREPEE
TWEER - IER TAFAATRHRRRENEE—RBERTUAESE
HEF AR NTEE -

BAEHWEEN

RABF FERWENBRE THEAZR (BEERRIEBEMLEH
Rics) WS AFETTIMAE -

() REBRRERNRBAERE

(i) 7B NIRUEIRERE M R AR TS SR R B PRl AR A BRI R B 2 dh S BRI 4R HH Y
2R BEERRNEIEM - ERMBRRERENZRKE @ FTEH
BENRZHRREIUE - ERNERHE

BRI~ HIE ~ EBRBRRENSRETR - REETEARSAD - 28
FORFLILERFEIT A (DB A M HRERR)

(iii

(iv) BATERPTIR LRI IREREE T IR TS AR BRRY DD BE SR ED » ANXE B4 ~ BRI
HRBRRZ T

v) TEARTBERERAE T RERRERRRBMEBHEN  flnEaET
BEIRA 5

vi) REHRBRERRRBURAAATDNRBER ;

]
vii) RUEEUIR FOETTIS &

viil) SRS ~ EMEREMIEN (FEF2BEABEE D R)

ix) BITIRE FHHAAR R/ SEBREBEEEFTAVRISERANHEHE

THREERERENNES - BERSRH

(@) FANBEBFITHE ( "B, ) BRABIRAHERISERE
HENHHEAENRDSBEAMNTAERE (IR GG R E A5
;o BIEREESINMBEIRS EREBMGR)

(b) RN BEBERNRINAH B BISASREENTAEE - B8 - K
FF~ BB~ SRS EAIKED - RGNS RMBEERNEREER
TEBBSHSATEH R BNTAESINIEE (FNRERIELS
BHHIESINIEE - BIEHEEBRMBIRS EREBENIESISiE
) ;%

(¢) ZAARHAIRBEBERNE PN S IREEE A SN AAE ~ B -
BUF ~ Bi75 ~ SUASKEMKE > SRR SRBERERNEERE
FTEABVBENTELEEREENESR - % - EBFRHEHMAIR
SURED - MARSAMSIMNOIEARE ~ BT - BUF - 8% ~ U E
b i4E8 - SNEBN B ER TN THAB B FIERE FH e
1] B RISk A SR S KIS L Ath & GE

(x) BIFRBRBEERFTEFZNTEHEBELRE - D) FREFS

SEMIEEFSNEAARRN R REEERNLAEN REAR HE

HREMMNTAEMERMEENEMEL « B3R BUR - 2F - #ibs

ZH

(xi) RHFAATNERREBENERSEZZEEA - TEA - BRADNER

BN SEES RIVEE - iR - SHSMBSENRSETTHE ) R

(xii) B2 FAUE BRI ELM A % -

EAEHHED

BRAARNEABREERE - BAARTRHEGRAU TS EELSERME
BIEE () BFTYIHNAR

() FAREA - ZBANBARARZEBEERE > BFTH - B B~ 7
o~ BRUEE - #7  AEWERYE 0 URRREMRREERECE

AR - AAARRERBNE=ZSREEES (NRREEA - BER

BB WBAT - BREBARREERRT)

(i) HAHEAXDRRTRBEEEEFREETNEMAL  BEAEREZ

SENNEBREEBTMREAT ;

(i) BIARAR B EREARNERBRAR ;

(iv) AARSABREEEBRETEMEERE » NIRBEE - B8 - BUT ~
B ~ PR HMKE - VRS RRBHUERNERRETEAR
HHEFEH B EHARNTR R REREEEBNRDNEASHER
BFHVARA ~ 80 - EBSPR - 1B5IIBE - WRBAATXNKIBREE
E RSN AR ~ BB ~ BUF - B - SRS HEIEET - SURERSY

(
(
(
(

Blue Cross (Asia-Pacific) Insurance Limited £+ (Z5/K) RIGBRAT]
www.bluecross.com.hk

(5)

(7)

(8)
9)

SRR HERMN B AR E N TEAMI R SNEMENTEMAE (LU
ERAMREBERTEINR A BRI RFEN ) - MASBILIELMD
FREERAEME B EAA TS ;

(v) AATNRBIEENEAEENEZFEA - FBA - BEADNBES
A

(vi) BE=H18E - EFNBE « RIEAEREEEIMRERS ;

vii) AR R/ REBRBERTAKREATNREEERBE (ZERBEE
BHNLESEEERENERNEBERER/ REEER LFIH) ;
(vii) AR AT R RLANEBASE (2)(viii) BXFT 5B R A 2 T BE R AV A AR 75 L FE 7
(BEEBABRNBFTAR - SAAT ~ SHEHEMEHRHEHNE - SHER

B -~ BEREEATMERAREAT) 5 &

(ix) BETEMAERSE 2)0)-Q)iii) BFFFIBMARILUTAL : REBEBE
A~ REBRLA ; BE ; BEEZEAL; Bt SeH60; KRR ; 26
BERBERRMAREAMAE ; HREFAR  HibRBAT (ERZ
B ARBBHRFABIAREPIERNEMALT) 5 B MRRK
¥R B AERNMEFTRENERMEEA TG EMNEIRES S M (&E
EgE) -

ZEENTHEREREEBEN -

HEEERHEPEREAEY

AATARIEEATHEABRAREERH  BRIERXQATDEREETHRE

(BEERARY) » BRIKRATLAATLUERETHEAZR - BEE

FrigiRmEs R ERRSN - Btk - FHER -

() AATARELAARRSHEETNGES - BEEN - EQRBRBHEGE
B REERANRTR - MESERAOGKEEBNREERH ;

(i) ZARAT AR T YIRS ~ S RIBIHITAEITIRE

(@) R~ 8155 ~ SRITRABBAPRIS RE R 5

(b) RE - - XFHSENEEAEREBERBERER ; &

(©) AARAR/FRPBRBEEBEIAKENTDNRESIEBHRE RS
LEM (ZEREAFEBANLEETEBRBUNERNBGERS
E/REEERLHIR) ;

AR - SRR RA AT AL

(iii

AAB R/ HTHN R

() KRARBREEERNREAT
(b) F=FRH - BTFNEE - RIEAIENESHBIMER : X%
() AATR/IEAREEEEARBATZ MEEFEBH (ZFRE

GBERBHNLEEEABRBNERNEBRERAEEER LT
) -

METARERLBERAETHERME LREREHEARE - BT EMEAAE
TERTHRERERREE - BTIUREBFBIASE 6) RFTRHMBHES RN
EEAFASTNEABRREIEREBHEER  ARBEANBEFERBAQL
AEREFETEERHENEE (WER) -
BRRIEERIET
REBEGOIRE - BN ERESARNABDREHFAE ITNEAAENRERETMZE
EREAR (BREEHER) » WERRNATRANEENELRHFHKIE - BT
MARATEBBEER - BUBERUTEEERAQRNEAERMREET R
o

ERBNEEEIRIE 418 SRAIAC 2 5 MIRDRITHO 29 18

E+¥F (2X) REERAT

BABERREZE
REFGRE - RADEERABBEANERENBZREWMSBER -
BT TEEREARRAE 6) RAMRHEMBE S ZAARATNEABRMREE
FRBANDEEEABERLBNBEREEY - WESANAATDFENEAE
HHES -
AARRERE LMEMBZE NS BRENEREGSRPRENBERE
BETHEAER -
METHARBEEMAER  FRSAQARNTF RIBHAR 3608 2988 -
REBIHREREZ S RGO T =BRER -

(10) RABRBERANBRANESR -

HE+F (BEX) REFARATZE Y
(20220801)
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Blue Cross

An AlA Company

The Personal Data (Privacy) Ordinance —
Personal Information Collection Statement (the “Statement”)

Blue Cross (Asia-Pacific) Insurance Limited (the “Company”) is a wholly owned subsidiary
of AIA Group Limited. AIA Group Limited, together with its subsidiaries and affiliates are
collectively referred to in this Statement as the “AIA Group”.

In compliance with the Personal Data (Privacy) Ordinance (the “Ordinance”), the Company
would like to inform you of the following:

M

2)

3)

From time to time, it is necessary for you to supply the Company with personal data in
connection with the application for and provision of insurance products and services
as well as the carrying out by the Company of other services relating to these insurance
products and services. Failure to supply such data may result in the Company being
unable to process your insurance applications or to provide or continue to provide the
insurance products and services and/or the related services to you. Data may also be
collected by the Company from you in the ordinary course of the Company’s business, for
example, when you lodge insurance claims with the Company or generally communicate
verbally or in writing with the Company, by means of documentation or telephone
recording system, as the case may be.

PURPOSES FOR COLLECTING PERSONAL DATA

Personal data relating to you held or collected by the Company (including but not limited

to credit information and claims history) may be used for the following purposes:

(i)  processing applications for insurance products and services;

(ii)  providing insurance products and services to you and processing requests made by
you in relation to our insurance products and services, including but not limited
to requests for addition, alteration or deletion of insurance benefits or insured
members, setting up of direct debit facilities as well as cancellation, renewal, or
reinstatement of insurance policies;

(iii) processing, adjudicating, settling and defending insurance claims as well as
conducting any incidental investigation, detecting and preventing fraud (whether or
not relating to the policy issued in respect of this application);

(iv) performing functions and activities incidental to the provision of insurance
products and services such as identity verification, data matching and reinsurance
arrangement;

(v) exercising the Company’s rights in connection with the provision of insurance
products and services to you from time to time, for example, to recover indebtedness

from you;

(vi) designing insurance products and services with a view to improving the Company’s
service;

(vii) preparing statistics and conducting research;

(viii) marketing services, products and other subjects (please see further details in

paragraph (4) of this Statement);

(ix) complying with the obligations, requirements and/or arrangements for disclosing
and using data that bind on or apply to the Company and/or the AIA Group or that
it is expected to comply according to:

(@) any law binding or applying to it within or outside the Hong Kong Special
Administrative Region (“Hong Kong”) existing currently and in the future (e.g.
the Inland Revenue Ordinance and its provisions including those concerning
automatic exchange of financial account information);

(b) any guidelines or guidance given or issued by any legal, regulatory,
governmental, tax, law enforcement or other authorities, or self-regulatory or
industry bodies or associations of insurance or financial services providers
within or outside Hong Kong existing currently and in the future (e.g.
guidelines or guidance given or issued by the Inland Revenue Department
including those concerning automatic exchange of financial account
information); or

(c) any present or future contractual or other commitment with local or foreign
legal, regulatory, governmental, tax, law enforcement or other authorities,
or self-regulatory or industry bodies or associations of insurance or financial
services providers that is assumed by or imposed on the Company or the
AIA Group by reason of its financial, commercial, business or other interests
or activities in or related to the jurisdiction of the relevant local or foreign
legal, regulatory, governmental, tax, law enforcement or other authorities, or
self-regulatory or industry bodies or associations;

(x) complying with any obligations, requirements, policies, procedures, measures or
arrangements for sharing data and information within the AIA Group and/or any
other use of data and information in accordance with any group-wide programs for
compliance with sanctions or prevention or detection of money laundering, terrorist
financing or other unlawful activities;

(xi) enabling an actual or proposed assignee, transferee, participant or sub-participant
of the Company’s rights or business to evaluate the transaction intended to be the
subject of the assignment, transfer, participation or sub-participation; and

(xii) any other purposes relating to the purposes listed above.

TRANSFER OF PERSONAL DATA

Personal data held by the Company relating to you will be kept confidential but the

Company may provide such data to the following parties for the purposes set out in

paragraph (2) of this Statement:-

(i) any agent, contractor or third party service provider who provides services to the
Company in connection with the operation of its business including administrative,
telecommunications, computer, payment, data processing, storage, investigation
and debt collection services as well as other services incidental to the provision of
insurance products and services by the Company (such as insurance adjusters, claim
investigators, debt collection agencies, data processing companies and professional
advisors);

(ii) any other person or entity under a duty of confidentiality to the Company or the AIA
Group including a member of the AIA Group which has undertaken to keep such
data confidential;

(iii) reinsurance companies with whom the Company has or proposes to have dealings;

(iv) any person or entity to whom the Company or the AIA Group is under an obligation
or otherwise required to make disclosure under the requirements of any law or

Blue Cross (Asia-Pacific) Insurance Limited £+ (Z5/K) RIGBRAT]
www.bluecross.com.hk

@

(5)

8)

€}

rules, regulations, codes of practice, guidelines or guidance given or issued by
any legal, regulatory, governmental, tax, law enforcement or other authorities, or
self-regulatory or industry bodies or associations of insurance or financial services
providers binding on or applying to the Company or the AIA Group or with which
the Company or the AIA Group is expected to comply, or any disclosure pursuant to
any contractual or other commitment of the Company or the AIA Group with local
or foreign legal, regulatory, governmental, tax, law enforcement or other authorities,
or self-regulatory or industry bodies or associations of insurance or financial services
providers, all of which may be within or outside Hong Kong and may be existing
currently and in the future;

(v) any actual or proposed assignee, transferee, participant or sub-participant of the
Company’s rights or business;

(vi) third party reward, loyalty, co-branding and privileges program providers;

(vii) co-branding partners of the Company and/or any member of the AIA Group (the
names of such co-branding partners can be found in the application form(s) and/or
promotional material for the relevant services and products, as the case may be);

(viii) external service providers (including but not limited to mailing houses,
telecommunication companies, telemarketing and direct sales agents, call centres,
data processing companies and information technology companies) that the
Company engages for the purposes set out in paragraph (2)(viii) of this Statement;
an

(ix) the following persons who carry out any of the purposes described in paragraphs
(2)()-(2)(iii) of this Statement: insurance adjusters, agents and brokers, employers,
health care professionals, hospitals, accountants, financial advisors, solicitors,
organisations that consolidate claims and underwriting information for the
insurance industry, fraud prevention organisations, other insurance companies
(whether directly or through fraud prevention organisation or other persons named
in this paragraph), the police and databases or registers (and their operators) used by
the insurance industry to analyse and check information provided against existing
information.

Such information may be transferred to a place outside Hong Kong.

USE OF PERSONAL DATA IN DIRECT MARKETING

The Company may use your personal data in direct marketing. Save in the circumstances

exempted in the Ordinance, the Company cannot so use your personal data without your

consent (which includes an indication of no objection). In this connection, please note
that:

(i)  the name, contact details, products and services portfolio information, transaction
pattern and behavior, financial background and demographic data of you held by
the Company from time to time may be used by the Company in direct marketing;

(i) the following services, products and subjects may be marketed:

(@) insurance, financial, banking and related services and products;

(b) reward, loyalty or privileges programs and related services and products; and

(c) services and products offered by the co-branding partners of the Company
and/or any member of the AIA Group (the names of such co-branding partners
can be found in the application form(s) and/or promotional material for the
relevant services and products, as the case may be);

the above services, products and subjects may be provided by the Company and/or:

(@) any member of the AIA Group;

(b)  third party reward, loyalty, co-branding or privileges program providers; and/or

(c)  co-branding partners of the Company and/or any member of the AIA Group (the
names of such co-branding partners can be found in the application form(s)
and/or promotional material for the relevant services and products, as the case
may be).

If you do not wish the Company to use your personal data in direct marketing as

described above, you may exercise your opt-out right by notifying the Company. You

may write to the Corporate Data Protection Officer of the Company at the address
provided in paragraph (5) of this Stat t, or provide the Company with your opt-out
choice in the relevant application form (if applicable).

DATA ACCESS AND CORRECTION RIGHT

In accordance with the Ordinance, you have the right to check whether the Company
holds personal data about you and to require the Company to provide a copy of such
data (data access right) and to correct the data which is inaccurate. Such requests can be
made in writing to the Corporate Data Protection Officer of the Company at the following
address:

(iii

The Corporate Data Protection Officer
Blue Cross (Asia-Pacific) Insurance Limited
29th Floor, BEA Tower, Millennium City 5,
418 Kwun Tong Road,

Kwun Tong, Kowloon

Hong Kong

According to the Ordinance, the Company has the right to charge a reasonable fee for
the processing of any data access request.

You also have the right, by writing to the Company’s Corporate Data Protection Officer
at the address provided in paragraph (5) of this Statement, to request for the Company’s
policies and practices in relation to personal data and to be informed of the kinds of
personal data held by the Company.

The Company keeps your personal data only for a period reasonably necessary for any of
the above purposes or as prescribed by the applicable laws or regulations.

Should you have any query with this Statement, please do not hesitate to contact our
Customer Service Hotline at 3608 2988.

Nothing in this Statement shall limit the rights of the customers under the Ordinance.

(10) The Company retains the right to change this Statement.

Issued by Blue Cross (Asia-Pacific) Insurance Limited
(20220801)
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