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FMEZBEEBRR
OUT-PATIENT CLAIM FORM

FHEFE CLAIM PROCEDURE

| RBRRERFTAREHAHRES  UREZAFER OBAENRAERRERERBRERATEER - ( EARBERREERSE)

Claim Form should be completed & signed before submitted to Claims Team of AXA General Insurance Hong Kong Limited together with eriginal bill{s)/receipt(s) within™90 days from
date of loss. {*Individual policy should be referred to policy provision}

EWFEERERREBNBES  BELFEN  RELDL  RELERIVBACOEREE -

Original bill{s) and receipt(s) for the claimed expenses must be attached showing the date of treatment, patient’s name, diagnosis, and the attending registered medical practitioner’s
stamp and signature

3 RESHEAE XX/ BERR  FEAYBLESER  EHIDBACESTINGE -

Claim for expenses incurred in specialist consultation , X-ray examination/laboratory tests. chiropractor or physiotherapy must be supported by attending registered medical practitioner’s

N

prescription or referral letter,

BEIRESHALE
Name of employer/policyholder

{REEHRD
Policy no.
B/ KEHE BEIRSRE

Name of employee/member Staff or Member no.

KBES ARADNKERR)
Name of dependent [complete only if patient is dependent)

MERER /KB ZBEER 5! BRBHRIE
Relationship to insured employee/member Sex Member no.
BTEOnSARRSRNFHMRREME ? &0 20
Will you making any other insurance claims as a result of this medical treatment ? No Yes
WEEE B RERE R AT EE
If "yes”, please state * Policy no. Name of insurance co.
RERER BOREIEFRBR ARO  BO
Policy type Return medical receipt or not No Yes
REAR R

AN/ BPRBPL X NARNER - HAA/ BRAFAFE2BEREN  TEMURE - AA/BRRAENAEBERARESE  RRRBERADTEEIKERSEE
BB RRANBARY (BEELREFEARIBSZEN) USRSERATERIA TS (AEEESENNENBRAT - BEBEAT - fRERe/
e L EMRMRRIEERBLARE) -

BN RFLERSEEMERAA/ B ZFRANERXBFRCHAENZATREE - ARERRERATDNERBA » BREARESENEBATMNBEESEZD
VAR - IR/ B RRASICHAER EARLEN  HH/ B/ FRANBRARSHANE - NERSEESY - AERSTYNASRTIAEBRASNS -

DECLARATION AND AUTHORIZATION

I/We hereby declare that to the best of my/our knowledge and belief the above statement and particulars contained herein are in all respects true and complete and are made without reservation
of any kind. I/\We agree that any of my/our/the Insured's personal information collected or held by AXA General Insurance Hong Kong Limited fwhether contained in this claim form or otherwise
obtained) is provided and may be held, used and disclosed by the Company to individuals/organization associated with the Company or any selected third party {within or outside Hong Kong,
including reinsurance and claim investigation companies and industry associations/federations and other service provider providing services relevant to insurance business) for the purpose of
processing this claim

I/ We further authorize any organization, institute or individual that has any records or knowledge or my/our/the Insured's health and medical history or any treatment or advice and

that has been or may hereafter be consulted to disclose to AXA General Insurance Hong Kong Limited on its authorized representatives such information which is/are relevant to the
settling of this claim and/or the Insurer's rights of recovery. This authorization shall bind my/our/the Insured's successors and assigns and remain valid notwithstanding my/our/the

Insured's death or incapacity in so far as legally possible. A photostat of this authorization shall be considered as effective and valid as the original

mE (TR &2 RREE/ KEFEE HEQH
Signature of Patient {18 years of age and over) Signature of Insured Employee / Member Date signed
IR B RERA TS For AXA Use
CONSU. DATE DIAGNOSIS TYPE INCURRED AMT. PAID AMT. REMARKS
EXCHANGE RATE: INPUT BY:

Be Life Confloent

C-CF-OP-0703



