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Day Case Surgery / Advance Diagnostic Imaging Pre-Authorization Arrangement Service Application Form JEJ ﬁ *ﬁ'g A =

Please read the following carefully before you retrieve, print or complete this form.

TR, FIENEIERERER, FE TEFRTX.

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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How to apply for Pre-Authorization Arrangement Service?

T AR B BT H R T - SEIRRIE I T DU T B

Once confinement or day-surgery needs are confirmed, please follow the instructions according to the applicable situation:

1A R EERIR A B T EAEASE ) L
BA TREREATF ) N4 PR R QSR BRI 4 o BT ERERAS B A THAYIE - WA R TRE

- IRETABE R KRGS P IR 2R © (852) 2866 8898 (##3)
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When network doctor referral is needed:
Login to “CTF Life” and select Doctor Search, select the doctor and call directly for the first consultation, if you have any queries, please
contact the CTF Life Customer Hotline : (852) 2866 8898 (Press 3)
“Appointed Network Specialist” refers to the doctors within the designated hospital or healthcare provider under the network of UMP

O R Professional Management Limited (“UMP”). You may request from Chow Tai Fook Life Insurance Company Limited (“CTF Life”) for an
N updated list of the Appointed Network Hospital and Specialist from time to time.
=]
=

Once confinement or day-surgery needs are confirmed, the appointed network specialist would complete Part 1l of this Inpatient Pre-
Authorization Arrangement Service Application Form (the “Form”).

1B é@%ﬁ%ﬁ%ﬁiﬁﬂ%ﬁ;ﬁi\ » EERIR M 2R ER A EK « FUBAIRY FeattiR, ~ TineapR, - TEEVESORRIAR L R Tt
BT RO T HE 005 - SFEIRZ IR AR L2 B R IEMEE B FARHY B = E 5 -

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) PR N BR R A R RIS — R 8 o M2 Or A (BT Bl T H i il D TS TAER KA IR 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 WRSHTEREE R UMP A R B e s e e s " (EP s BRI M R ) WS 2 A B Ry S+ E - If your
application is successful UMP will issue a “Letter of Guarantee” to the relevant medical provider and send the confirmation letter to
your email.

EEERE ¢ WIS E NSRRI Y S8 - AR ASER AR FT% - 4858 BT O S RS T ) '
BEZGATRAM - TR RS E AR A S S D RHEEAE - O EHERR O MEHEFFEMNE - FX
TENFERI R A RIS IR 14 RGN FASHTEE M0 HAEnIE Rk P hUHGESE RSB 8 > 0 -

*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.

TSR 2 IR Z e R Rt -
Termsand Conditions for Pre-Authorization Arrangement Service:
i) B P e S P SR P i NN N S I
No Pre-Authorization Arrangement Service will be provided for medical expenses that are:
a) TR FRAR AT AR ARV - 2
in excess of the amount we have approved under this Form, or
b) HICREL ( TRALREE ) ) WMEZRELARHASESH (DURE REE) (REVE—E /T HNEANIE 5
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) ATFERFOENSGHEREFEAERZEM =
the expense which does not meet the definition of Medically Necessary or Reasonable and Customary Charges; or
d) EETHSCOREFL LIRS N ZmiiaEE (0H) =
overdue shortfall from previous Pre-Authorization Arrangement (if any) ; or
e) RIEFAS L FiiE M =
the surgical expense which has not yet been declared on the Form; or
) 2R -
not covered by the Policy.
i) PRI REE R AL A (ST R TR e RIS L ZHE RS B 55 i R R PIEHER B AT A IH B S AU R & # - RIS RERITE R R R IR
IR - ADEEIRMOAHEAEZ IR AR SR G (TR, ) o DRESIN ZBEANE (0B -
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).
i) SAHSHR LR o MR E B AF SRR P DGR - IR ESN 2 BEE M (A -
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.
V) JERNEAFETH ORI L LIRS 5 [RCHT— U I A — RSB ERE -
CTF Life has the sole and absolute discretion in relation to all matters arising from the Pre-Authorization Arrangement Service.
V)RR ORE L B T TS R i e RS O RE R T S DS T A R

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

G IR SRS I SR RS AT A B S S TR R IR A L R TR S R R 6y o 5 U % IE SR 0 Y HE 1T H T AT AR P PO L {E R 0 DUEE

(852) 3468 2603 &k # # CTFLife.PA@ump.com.hk 7 2 IE % 7 Fif & 5 % & ¥ A [R /4 5 - Please read the section on “How to apply Pre-

Authorization Arrangement Service?” and the Terms and Conditions for Pre-Authorization Arrangement Service before completing this Form. Please

gend the c?mgleted orm 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
ays prior to day surgery.
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Day Case Surgery / Advance Diagnostic Imaging Pre-Authorization Arrangement Service Application Form

R PREGAREE / 84014
Policy Number Name of Agent / Broker

TREGARER / &S A0 AR5
Code of Agent / Broker

=
EeT

Telephone No.

EZEETE IMPORTANT NOTICE

MR SERAERTRHIZ ST » SF R S s IR FRSEAA% 275 5708 -
If you had completed the online Pre-authorization Registration, please provide the Pre-authorization
reference no. that appeared in the SMS for successful registration.

AR BESERAEGTRIARET - W DBCEER M TRIENE I8 - EEFEE _HWEHKEESE -
If you had completed the online Pre-authorization Registration, you could skip filling Part I below, and just sign under Declaration and Authorization in page 2.

WA EA5ERT @ 5EHR4STRTIRY 24 /NI 2045 2866 8898 ($% 3 &) If you have any question, please contact our 24 hours hotline 2866 8398 (press 3)

So H TR TS IR BB [ RAR NG B dh o IR L M AT 1 B TFARTA0 S b DU AR, LAERIL(852) 3468 2603 & ik # CTFLife.PA@ump.com.hk 75z
JER T UMP. Please send the completed Form to UMP by fax (852) 3468 2603 or e-mail CTFLife.PA@ump.com.hk at least 4 working days prior to admission.

E—HR-ARRATGRERAANES
Part | - To be completed by the Insured / Policy Owner

A. ZRARIRERFAAMEAEZER Personal Particulars of the Insured and Policy Owner

1. fRERFA AL 2. 2RI 3. ZRAS 738 | RS
Name of Policy Owner Name of Insured Insured’s ID / Passport No.
4. ZIRNFlR 5. ZERAMER 6. (RELFTA NSRS 7. CREERTA B E AL
Age of Insured Sex of Insured Telephone No. of Policy Owner E-mail Address of Policy Owner

B.{SH-R{I##ZfEZE Credit Card debit authorization (ILEF5MEIEE this section must be completed)

WS A Iy B S  > 4F BL(TBE > (S H B2 Credit Card Authorization Form for Shortfall &/or Payable Annual Deductibles (if any) Collection

WNFEARTE N S e S (S B FE 2 PR AV PRI AEE - AR RS AR A DL RIS - RIR P WG SR SES N 2 BFE N8 (A0F) - [SRFFRAVER
IHIREE ZFEPRATE & o AR A SRR E - RIREAARES,000 7T B2 BEEEZ e R o BFRHE NSRRI+ IUR AT A R R A A ROR RS -
EEEE > BmEEEAINS - FMEEZ VISA, MASTER CARD KAmerican 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 cardholder must be the Subscriber or the Member of this policy. CTF Life will hold HKD 5,000
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)

, ] FRAGNE R i~ NEREERFA AN /2Z R NHIRE R
F5F Ad:# Cardholder's Name: Cardholder I.D. /Passport No.: Relationship with Policyowner/Insured:
= F-E5EHE Credit Card Account No.: {ZF-EFHIH Credit Card Expiry Date:

KRNI R AE R EAIE NSNS —E LA - fER AR ERI-R P OIS R B AEHE5,000 T KA HATIRR 230 K/ s sn T B A (38

| hereby authorize and direct CTF Life to hold HKD 5,000 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 I.

£ A% Cardholder’s Signature:
HH#A(H/H /) Date (DD/MM/YY):

4% EEEE Contact no.:

Chow Tai Fook Life Insurance Company Limited (Incorporated in Bermuda with limited liability) « BAEBASFREERAT R a5z ERAS)
7/F NEO, 123 Hoi Bun Road, Kwun Tong « EiEE:&E 123554 RNEOKET1E

Chow Tai Fook Life Insurance Company Limited

A company \nciporat?g in Bermuda with limited liabilities 1/3
BARBASREBERAT nesmrmmr A

V20260604



CTF Ufe
BEFlt/R BRI FE A REE XL RIS HES Bk ig A=

Day Case Surgery / Advance Diagnostic Imaging Pre-Authorization Arrangement Service Application Form

Uz EE{E A E 1} Z HH Personal Information Collection Statement

AN B AN / FMIERE R A EAAEASRBAIRAE (U@ FAEASE" ) ZE BRI ( “ZE ) - AN/
B R [E) R T AT AR 2 B B Pl AT H U SR R / SR ~ (R R/ B8 o AR A B (R a2 STt AR HA TS ) - A
I BMHEARN 1 FFIER IR EFTEER - RIS A SR TR A T B Z HEY R SmA N/ PRt fnelis - AN 1 ffitE
R EBARN [ BB AZR TR Re/ S F A 2 TP RIARIEE =07, SURME; TRIGSERUELA BRI Frie A BRI A AR A T (o A A
SR BCE AT s AT Y (T H Y - AR A/E B B B R Y S O T Y AR SSAT4EHE TG © www.ctflife.comhk » R ATl & 44 H]
ZRHL -

| /We confirm that I/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.

BRREEE (LESHFEARZRAEE, MERARMISE, HERRISELEEAEE) .
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).

ANV bl — DB R S TR A 5 2e 8 Ry B B 2 2 MR Rl

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

NI ZEFZHE PN B A (R ] A R A A 22 PR A SCER R (BN EIRNIRE  SGREEIRR S IR L - (EREMTEEs - BBt - 257 - (Rl E] « HARMEA L - s S B it
JARIEAFFAIRA SR/ SCEIEE AT - BEEE (UMP) » BIEA ANSZ IR ASEC SR AAE )T - HARM B TINER » FTE AN Z IR Z B N KR NTR G Z LI SR - AR
WHABIEARBBRET] -

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 including but not
limited to billing invoice, treatment detail and medical report of me or the Insured named to give such information to CTF Life Insurance Company Limited and/or its authorized administrator, UMP
Professional Management Limited (UMP). This authorization 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.

KA FATHE K [EZI/We understand and agree that:

1) S HE TR U IR B oA & s E A E R AR E AT IR (UMP)E# (T pRag S N i e R E m N A SR IERE
HLE -
Neither submission of this Day Surgery Pre-Authorization Service Application Form nor the issuance of letter of guarantee by the Company
and/or its administrator, UMP shall be construed as admission of liability on the part of the Company.

2) EEANFYSUHMEAAEZ RN Z IREEENE N (A BENZEFEAMHE) - BAEREE S ENER RIS - HE80
HREMERGFEEARRAREHREONEREA R - DIEREENEGLEES - 5N R R B A T B tR B R B A
F R ORE P S T % CREL PR A AT B BH PR TIRR - EFEEAR TR E S B SR (A ATFIVHIEN) ~ SDF SR ERE (R
EEMATRE) - R amsk R EAVRERTA AR G A— (IR ERIHEA AR B (A RS2 S8 -
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 |. 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.

A NSBABA B PR SR IR FRES A o~ TR E A AR A AHTT 2 i » JE DA S RRAS Ryt ©
I/We understand that if there is any inconsistency or ambiguity between the English version and the Chinese version of this Pre-Authorization Service Application Form, the English version shall
prevail.

HE (H/HI5)
Date (DD/MM/YY)

ZIRAFEE (FleT/ sl LHEE)

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

If the insured is under the age of 18, please provide the following information41 557 £ A A mi185% » sateft Ll N &R

RERAAES

Signature of Policy Owner: x

ZIR NS (RET)

Name of Insured (in block letters)

B8 | IR
ID / Passport No.

H H#H €¢lhldyd 7 F ook Life Insurance Company Limited (Incorporated in Bermuda with limited liability) « BABASERERAT R EREIMAIZERAT)
Date (DD/MM/YY) 7/F NEO, 123 Hoi Bun Road, Kwun Tong « EiEE:8i812355 4 SNEOKE T2
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Day Case Surgery / Advance Diagnostic Imaging Pre-Authorization Arrangement Service Application Form

FEMD - BRGRANEZBEER(ERBRRERAAXMN)

Part Il - To be completed by the Attending Doctor of the Insured (Cost to be borne by Policy Owner)

1. a. W Atk % Name of patient b. & 378/ IR %A% 1D / Passport No. c. FE#E IR Age | Sex

B3 Medical Condition

2. Yok A (AR )
First consultation date (DD/MM/YY):

3. 2l Diagnosis:

4. SREBIRZ R AT -
The symptoms/complaints on the date of the consultation:

5. TR E (B A 14F) 6. R ECANE ok B2 H (HH 14E):
Date of Operation/ADI test (DD/MM/YY) : Date on which symptoms/complaints first appeared (DD/MM/YY):

7a. FHhi4fE: O 1 Colonoscopy [0 O.G.D. H#E

0O HAh Others:

7b. HHF-4#7841 Operation Description:
(Such as left/right eye for cataract surgery il 41 [ N B F-447 72 /45 HR)

7c. Anaesthetic arrangement JFRH 22 fE:
O FFARASSA5F IVS
O E5IFEBE MLA.C. (If any #175) Name of the Anaesthetist and fee JFI it 4% % 2 :
$

8. Other Fee HiAth 2 Ffi:
List out the reasons & extra fee for any consumables / medications needed for Day Surgery %1t H [ 47 7 75 (04T 47 V15 56 /224 1) JEL R AN B 41 2

THH ltems: J5 A reason: AN Extrafee: $

JHH ltems: J5 I reason: RESME ] Extra fee: $

THH ltems: J5 A reason: HSMEH Extrafee: $

JHH ltems: J5H reason: RESME ] Extra fee: $

THH ltems: J5 A reason: HSMEH Extrafee: $
FAih Others:

BE ] K %% Doctor’s Declaration and Signature

A NFEBLFE AN OB B 2 Nl LR 2 e s G E AT A, WRERR DA L SR A 1 55 N\ B IR B it 22 (R U0 ) SRR AR A BT R T B
| hereby certify that | have personally examined the patient and attended to his/her illness or injury, and that the information about his/her current and past condition as
stated above is true to the best of my knowledge and belief.

B A NS (BERE) FE (KENE)
Name of Attending Doctor (with qualification) Signature (with chop)
bl e 7 5 SRS H (HIAIAE)
Address & Phone No. Date (DD/MM/YY)

APEN S Internal Use Only (H1 UMP % completed by UMP)

Day Surgery H il F1t7
[ 5% Gastroscopy 1§55 Colonoscopy C]IvVS [ JMAC

1AWk Fir Cataract: [/ Lefteye [ /AR Righteye

[JH'E Other (34371 please specify)

Chow Tai Fook Life Insurance Company Limited (Incorporated in Bermuda with limited liability) « AABASRIEERAT R asEammirzaRAS)
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