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Health Insurance
RHE-EnESEBRY T

Name of Subscriber / Employer :

Claim Form No.

EEABRERESR

Day Time Contact Tel. No.:

BRA/REAE
Name of Employee (For group contract only) :

AERSAEE

Email Address :

EEKE (RERLEEEH)
Name of Patient (If other than Subscriber /| Employee) :

i iEh
Membership No. of Patient (16 Digits {if):

AAES (ERRANES)

BABRRYE

Treatment Date : / ! Total Receipt(s) Amount :
=R DDA /MMA /YY#E Wi

Consultation P33 : O General FEH
Post hospitalisation follow up visit : O Yes O No

BERGHRERcEY = & AN

O Specialist #F} (Doctor's Referral letter to be attached 51 [ E4#/1E)
Date of hospitalisation:

From / / to

i i
DDA /MM B /YY &£ £ DDA /MM B /YY

To be Completed by Member HEEIHE
Since when the patient had these symptoms first appeared? 7 A 7T H &0 1 3 B3R ?

Has the patient received any treatment for similar or related illness by other doctor(s) in the past? 5 A 2 EER— G HEMES L EALE?

Yes §# O NofE O If Yes, please specify 4175 » F:+ill

Treatment Date(s) 25 B 1

Name(s) , address and tel. no of the doctor(s) B4 i 4, - hil B 855 SR 65

Are you making any other insurance or compensation claim as a result of this treatment? HEEEHE + BT A REHIEE?

If Yes, please specify the name of the Insurance Company / Organisation :

OYes § O No fif

Policy No./ Membership No.:

nE - wHIBERRAE/ BEAE
Return all original receipts after claim processing B EMZH BERFANEER O Yes 2

RESTERT
ONo &

Declaration & Authorisation B LIRES

| hereby declara that the above |Mnrmannn given is true and comect.

| further any hospulal " ¥ OF Organisati
medical history, ipi or

that has any records or knowledge of me or my health to furnish such information to BUPA (Asia) Limited ("BUPA") and all information with respect to any iliness or injury,
and Dupces of all hospital or medical records. A photostat copy of this authorisation shall be considered as effective and valid as the original.

| understand that if | and / or the Member(z) fail Io provide any information reguested in this claim form, it may result in the inability of BUPA 1o accept or process this claim.

| that all personal i

or held by BUPA will be used for pracessing the claime, analysis of for providing any other insurance product or service; and such information may be transferred o any related company or
i

an appointed agent / broker, if applicable, or any other company carrying on or related to i

or any

of i within or outside Hong Kong. | shall have the right to access and request

or
correction of any personal information concerning the Member held by BUPA; and request for such access and correction can be made to the Data Privacy Officer of BUPA (Asia) Limited at Unit 18/F, DCH Commercial Centre, 25 Westlands Road,

‘Quarry Bay, Hong Kong.
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Date EI ] Signature of Member EEHE
R Before ling in this form , please read the Claims Procedures on reverse side of this claim form to expedite the process of your claim reimbursement.
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BUPA Clinical Claim Form {&Kif"Zis G #

Claims Procedures

Please check if you have done the following before claim submission:
1. Sign and complete this claim form.

2. Attach all original medical receipts and supporting reports.

3. Original receipts must clearly indicate the following information and be
signed by the attending physician:
+ Treatment date
+ MName of patient
+ Diagnosis
+ Breakdown of charges

4. Attach referral letter provided by your General Practitioner for the claim of
Specialist Consultation, Diagnostic X-ray and Laboratory Tests or
Prescribed Medication. The referral letter is valid for same or related
disability for a period of six months from date of issuance. Treatment
received for a new or unrelated disability will require another referral letter.

5. Attach Pre-authorisation confirmation, if applicable.
6. Indicate in the claim form if you require us to return the original receipts(s).
No Reimbursement of claims shall be made for:

+  Claim(s) submitted after 90 days from the date of treatment.
+ Insufficiency of required information.

Please return this completed claim form with attachment(s) to:

BUPA (Asia) Limited - Claims Dept.
18/F, DCH Commercial Centre,

25 Westlands Road,

Quarry Bay, Hong Kong

Telephone : (852) 2517 5388

Facsimile : (852) 2548 1848

Website : www.bupa.com.hk
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