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Kwun Tong, Kowloon, Hong Kong
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OUTPATIENT CLAIMS SUBMISSION SLIP Py % a5 %

Please fill in all details and attach this slip to your claims with the following information and return to Medical Claims Department
(Each slip per person/per family)
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Blue Cross 1=

Member of BEA Group R ZF#R{THEHK S

BEREEES (ERAR—-A/RE)

No. of bill(s) / statement(s) / receipt(s) for claims purposes
REAZMZE /KSR BB

Staff Number or H.K.1.D. Card Number (If applicable)
BERFEAETEENZRBERAE)

Policy Number
RE RS

Name of Policyholder

REBBALE

Name of Insured (Patient)

WHRAMS (FA)

Insured Number (This number appears on your certificate of insurance or schedules 3, Schedule of Insureds in front of your name)
WRAFRSH(LFERTRRETREBIAPEAREME=Z2SRA L BB THELZA)

Note: Please submit ORIGINAL bill(s) / statement(s) / receipt(s) in which name of patient, diagnosis, date of consultation, charges breakdown should be
stated. Please attach written referral and / or prescription if necessary.

B EMRRE/ BE/RBIEANE HF/\&&% DEMGR DEDH BEER- - WBFTE BMELBENBEREMES -
Declaration and Authorization BRELIRES

1/We hereby declare, understand and agree that:

(1)1/We have obtained all necessary authorization from my/our dependents to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) if my/our dependents are to be covered. |/We also
understand that the information requested in this form is required in order for the Company to process this claims.

(2) The information provided herein together with any subsequent alterations or supplements of it is collected or held to enable the Company to carry on insurance business and may be used, stored, disclosed and
transferred (whether within or outside Hong Kong) to any individuals/organizations associated with the Company or any selected third party as the Company may consider necessary including any other company carrying
on insurance or reinsurance related business, any intermediary, claims investigator, medical facilities, other service provider providing services relevant to insurance business, professional advisor, government authority,
industry association/federation or in the event of default, to debt collection agencies for the purpose of any scope of insurance coverage, claim pi g or any analysis/data verification of it within the
insurance industry by way of matching procedures or otherwise, promotion of financial products and services by the Company and its affiliated companies, and communication with me/us or any relevant
organization/person as the Company may consider necessary. |/We have the right to obtain the "Privacy Policy Statement”, access to and to request correction of any personal information concerning ourselves held by
the Company. Such request can be made in writing to the Company's Corporate Data Protection Officer.

(3) 1/We certify that all the foregoing statements and answers in this claim form, including any attachments herein, are accurate, true, full, complete and given to the best of my/our knowledge and belief. |/We
understand that in event of doubt whether a fact is material, it should be disclosed here.

(4) 1/We understand that the Company may be unable to process this claim if I/we fail to provide any information required related to this application.

1/We further authorize any hospital, physician, medical practitioner, clinic or other medically related facility, insurance company, or any individual or organization/institution that has any records or knowledge of my/our or
the insured's health and medical history or any treatment or advice that has been or may hereafter be consulted to disclose to the Company or its authorized representative such information. This authorization shall bind
the successors and assignees of me/us and remains vlid nowithstanding deathor incapacty. A potocopy ofthis authorization sl be a effctive and valid asthe origina

AN/ HMELRS  ERARRAELT

MAAIFEMEE H
BRIEAN/H MR
2)A NI BFEE
(& 72 A it sl

") IR

ﬂ&(&u;@ﬁﬁl TEE+FEARBERAD(E AN BETHOAENEROEHRZEEAFF

&

BEZANSAMET
erﬁ’% Fﬁ AR #E & S
K ’\/#‘W%; n

kfijgsziaﬁ WERAN/BRMAMRAGRLN - AA/KMASWHBEMK

&Eﬁmﬁﬁ
HEEARZ

S ALME - A ‘\/?‘ﬁﬁﬂ

-

iy

(4 k2 & -

(5) 2% g; LE. N N . g C AR % 08 AN/ HF/ RN ZREMR 7 R AE A A
=F; BA 2 B EEHAA/BFAZREAARZEADEORS
TFﬁRtEX%%ﬁﬁg h#ENHRE

Date Signature of Insured
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Blue Cross (Asia-Pacific) Insurance Limited MC037/05.2005
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29/F, BEA Tower, Millennium City 5, 418 Kwun Tong Road,
Kwun Tong, Kowloon, Hong Kong
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OUTPATIENT CLAIMS SUBMISSION SLIP Py {E a5 %

Please fill in all details and attach this slip to your claims with the following information and return to Medical Claims Department
(Each slip per person/perfamily}
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ERRBEREN (BRAR-A/RE)

No. of bill(s) / statement(s) / receipt(s) for claims purposes
REACMZLIRE /8 /WEHE

Staff Number or H.K.1.D. Card Number (If applicable)
BERRASTESNERBIERE)

Policy Number
R B 5% 05

Name of Policyholder

REFBEALE

Name of Insured (Patient)

WHRAS (RA)

Insured Number (This number appears on your certificate of insurance or schedules 3, Schedule of Insureds in front of your name)
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Note: Please submit ORIGINAL bill(s) / statement(s) / receipt(s) in which name of patient, diagnosis, date of consultation, charges breakdown should be
stated. Please attach written referral and / or prescription if necessary.
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Declaration and Authorization ZE R R IRIEE

1/We hereby declare, understand and agree that:
(1)1/We have obtained all necessary authorization from my/our dependents to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (*the Company") if my/our dependents are to be covered. 1/We also
understand that the information requested in this form is required in order for the Company to process this claims.

(2) The information provided herein together with any subsequent alterations or supplements of it is collected or held to enable the Company to carry on insurance business and may be used, stored, disclosed and
transferred (whether within or outside Hong Kong) to any individuals/organizations associated with the Company or any selected third party as the Company may consider necessary including any other company carrying
on insurance or reinsurance related business, any intermediary, claims investigator, medical facilities, other service provider providing services relevant to insurance business, professional advisor, government authority,
industry association/federation or in the event of default, to debt collection agencies for the purpose of any scope of insurance coverage, claim pi g or any anal data verification of it within the
insurance industry by way of matching procedures or otherwise, promotion of financial products and services by the Company and its affiliated companies, and communication with me/us or any relevant
organization/person as the Company may consider necessary. |/We have the right to obtain the “Privacy Policy Statement", access to and to request correction of any personal information concerning ourselves held by
the Company. Such request can be made in writing to the Company's Corporate Data Protection Officer.

(3) 1/We certify that all the foregoing statements and answers in this claim form, including any attachments herein, are accurate, true, full, complete and given to the best of my/our knowledge and belief. |/We
understand that in event of doubt whether a fact is material, it should be disclosed here.

(4) 1/We understand that the Company may be unable to process this claim if I/we fail to provide any information required related to this application.

1/We further authorize any hospital, physician, medical practitioner, clinic or other medically related facility, insurance company, or any individual or organization/institution that has any records or knowledge of my/our or
the insured's health and medical history or any treatment or advice that has been or may hereafter be consulted to disclose to the Company or its authorized representative such information. This authorization shall bind
the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as effective and valid as the original
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