.cl' Tl EBHEETRBERGREESR

v Hong Kong Baptist Hospital Baptist Convention Member Discount —
Application for Refund of Balance After Insurance Claims

1. BB AER Applicant’s Personal Particulars
AR Patient’s Name : (F°)(Chi) (32)(Eng)
EPEHEA Hospitalization Period : (H / B / ) (DD/MM/YY)
HE #4585 Day-time Contact No. :
EHE ML Email Address :

to

3

2. ZFETER Staff's Personal Particulars
¥“E Name : EBiEREE A\ 7814 Relationship with Applicant :
B Position : O #6M/fEE/E%1 Pastor/Minister/Missionary O B8 staff
EEHE /| H#IEBT Name of the Employer :

3. BIRXE . (WZEIEE) Cheque made payable to: (must complete)

2237 English in BLOCK Letters:

4, EBF5F4E Application Procedures

MZEEAZB—EREBASI ZFEEE WASFAEARNX G Z EARSFREASERI AR IR
If there are more than ONE insurance claim, ALL original or insurance companies’ certified true copy
documents must be submitted together.

a) FRREREER 2 MRARLOARIRERER - BAAIFE -

All applications should be submitted to the Hospital within 2 months after insurance claims. Overdue
application is not accepted.

b) BIER J/X—Fﬁﬁ =4 Please submit the following required documents :
FErREE O AL v, 58 Please tick the appropriate box)
() EEX7 "ERHEE T RIEEERIEESD . (LX) O EAoriginal

completed [Baptist Convention Member Discount — Application for Refund of
Balance After Insurance Claims] (this form)

(i) ABRUIEEE Invoice O 1F Aoriginal 3 or
O RBATWZERIA
Insurance company’s Certified True Copy
(iii) APRIESVULIE  Official Receipt O 1EZ&original 3 or
O RBATINZERAE

Insurance company’s Certified True Copy

(iv) REE A SIREEEE Claims Settlement Statement O 1EZ&original {5 Set(s)
(v) EFBEDIE S Z1E Stamped Envelope with Return Address O

) BHEBRRENXHTENEREESIIEE222RTEZEEEREWEIL -
Please send the documents to:
Pastoral Care Department, Hong Kong Baptist Hospital, 222 Waterloo Road, Kowloon

Hat: 1) AW ZEBBEXEE - K 6-8 EHEIRHFE - BRXEBLULOHMEHFH -
2) BFERE © 2339-8908  (PR44ER)

Remarks: 1) 6-8 weeks are needed to proceed the application. Refund will be given in cheque by mail.
2) For enquiry: 2339-8908  (Pastoral Care Department)

TWAEEAZEE s Signature of Patient or Guardian HEA Date :
IR EARPTER  For office use

Validated by : Approved by
Name : Name

Date : Date

Payor Plan : Episode no.

HPCD/009v03/May 2022



