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* Please complete all the information in this form.
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*  Original receipt of each claim submitted must including: Name of Patient/ Date of Consultation/ Diagnosis/ Amount of Charges and Doctor’s Signature & Chop.
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* The Attending Physician’s referral for Specialist, Lab, Test, X-ray, Physiotherapy and Chiropractic (where appropriate) claims must be attached.
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*  This Claim Form must be completed and returned to the Insurance Company by the claimant within 90 days after incurring such expenses, otherwise claim will not be approved.
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[ If need to return the original receipt, please tick.
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Declaration & Authorization: I/we hereby declare and agree that any personal information collected or held by the Company (whether contained in this application or otherwise obtained) is provided and may be held, used,
and disclosed by the Company to individuals/organizations associated with the Company or any selected third party (within or outside of Hong Kong, including reinsurance and claims investigation companies and industry
associations/federations) for the purposes of processing this application and providing subsequent services, and data matching, and to communicate with me/us for such purposes. I/we understand that I/we have the right to
obtain access to and to request correction of any personal information held by the Company concerning me/us (and my/our dependents, if any). Such request can be made to the Company’s Claims Department.

I hereby declare that the above statement and answers are complete and true, I hereby authorize any physician, medical practitioner, hospital or clinic from whom I received medical treatment to release any information
pertaining to my claim. Photocopy of this authorization shall be as valid as original.
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