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rZ24m5%  Claim No.
OQurpatieNT MEebicAL CLAIM FORM 5
EEEIE I ERS ERTA TR, S EEAR I AR E AN T E KL E (T - All questions must be answered; no liability is admitted by issuing this form.

ZLRkE ARl INSURED’S DETAILS S Part 1

Name of Employer / Policyholder Policy No.

(g = IREL4RSR

Name of Insured Employee / Member Certificate / Staff No. Email

ZirER B EHA ZOREIE A AR BEE

Name of Patient if other than Insured Employee / Member Relationship to Insured Employee / Member Daytime Contact No.

AR - B2 ORE & B IEE— A HZirES RE R I Fliph4S BE
Spouse fitf# Child 1% Others HAth

RHIEEEE  DETAILS OF CLAIM B2y Part 2

Claim Notes
1. ThishFolrm is applicaifnle to outlpatient c(laim‘ ) onl RETESHE
2. Each Claim Form is for one Claimant (Patient) only. 1. HEEEEEARPI R -
3. This Form must be submitted within 90 days of incurring such expenses. .
Y 9 P 2. SRREEEIR—ZREAGA) -
Claim Procedures 3-” FAE A iR 90 HPNIESSIA AL
1. Attach the Original receipt(s) issued by the doctor or certified true copy of receipt(s) issued by REREF

other insurers (if applicable). Each receipt MUST state the following information:
m Full name of patient m Date of consultation / Date of treatment m Diagnosis

- P B ER B AR R A S LA GRbR A S5 RS R RIAS (V) - RIS BT I LUT 20 -

m Breakdown of charges m Doctor’s signature and official stamp m Name of w AR w DIER /SRR w PREGHE e W H
Clinic/Laboratory/Hospital e e | i I " . n BEHERES w 2T AL 4
2. For outpatient visits in public hospital/clinic, please attach the original receipts together with a sap " e " . -
. o " o y o d " 2. St U ['Tee g LS IEA R A Fr )
copy of medical certificate / sick leave certificate with specified diagnosis or discharge summary. If [E— ST+ ZHE NGRS B R

no diagnosis is provided by the doctor, the Claimant (Patient) is required to supplement the exact
diagnosis (e.g. Hypertension) on the abovementioned documents and confirm with a signatory.
3. For Laboratory Test, Specialist Consultation, Physiotherapy / Chiropractor and Prescribed

b

b’?’lﬁ?%%%% > FrA{LER - SRR - WEDAR | ARG

Medicines claims, the Attending Physician’s recommendation must be attached unless it is waived. 4. EIPI B OER L T © w SIEA w s
4. For Chinese Herbalist claims, the following documents must be submitted: _ ot e

= original receipt m prescription 5. HZY BIEIHEE -

5. Complete and sign this Form. 6. WET SR LA R B B S B R AR R -

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

Date of Amount Incurred Type of Claim (Pleasev’)
'I:[\e‘itmem E ] REFR FFAV)
(DI;/T\/ITA‘/E"(%%YY) GP’s #Chinese Medicine *Specialist's *Physiotherapy / *Lab *Prescribed Dental Others
Consultation Practitioner Consultation / Consultation Chiropractic Test Medicine F# Hih
Z@RIBAEZAE | Bonesetting / Acupuncture | BRIBE4EZAE MIEARE | {E5& BT
PEE /BT BR BHiaR

*Please attach Chinese Medicine prescription 3l %% }5 * Please attach doctor's recommendation unless it is waived [ EER AL » S5 5§ A7
Post-hospitalization follow up visit Hif51% > Ri#E7EZ o Yes & oNo &
Date of hospitalization {5 HH#H : From ¢} (DD/MM/YY) to & (DD/MM/YY)

D Return certified true copy of receipt(s) after claim processing. & EIUIE L EFEIA » FHRITHENE F gk -

%E)%&jﬁ% DECLARATION AND AUTHORIZATION FE=15 Part3

AN E TR R T  IEhE SRR

I hereby declare that all of the above information given is true, correct and complete.

2. KRAEMIREEATRIA A NGB EER Bl ~ B4E ~ PRl S B - T DURFEM B B A A NG90 I e » 2Bk ~ 8807804
R T B b BB R AR R A4S B KR B R A TR A E- B AT sCHAEA o IS 2SI ABIE AR BRI ST -

| hereby authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to furnish Asia-
Pacific Property & Casualty Insurance Company Limited — Hong Kong Branch or its authorized representative with any or all information with respect
to any illness, injury, medical history, consultation, prescriptions or treatment and copies of all hospital or medical records. A Photostat copy of this
authorization shall be considered as effective and valid as the original.

ZIE NF2E Signature of Claimant 5 A\ %2 Signature of Patient HEHH Date

UCEEE A E R  Personal Information Collection Statement EVUEfy Part 4

F’éIThE{ﬁE’JﬁM R AN EIRBE ORISR FTRR » M ATAE [ A A (AT B2 frla sl 1S A BRI ZE sl IS - s S e S SRR (L (T B ~ S8 ~ HDH ~ G0 ~ RERE

ST ¢ R RERS BRI (SRR R L AR B FTATRAY A B > SUEMT A SRR RS A RNV A E] > SRR A RN T/ AR EBGEH A S A
MREstRftE - SRR A TR & i - R N AR AR R I e A EE SRR A TR A F-E By A TIRAA 2B TRIEAE R - A TR » S5 8l (E

NER (R4

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of any insurance or financial
related product or service or any alterations, variation, cancellation or renewal of them and any claim or analysis of it; and may be transferred to any of our
related companies or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other
service provider providing services relevant to insurance business or any association or federation of insurance companies that exists or is formed from time
to time. You have the right to obtain access to and to request correction of any personal information concerning yourself held by Asia-Pacific Property &
Casualty Insurance Company Limited — Hong Kong Branch Requests for such access can be made to our Data Protection Officer.

Website: www.apiins.com
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