ING General Insurance Company Limited

MEDICAL INSURANCE - OUTPATIENT CLAIM FORM
DA W FP S

No. of original receipts attached :

A 8 R IE A ( )

Name of Policyholder : Policy No.:

REFFA AL R LA 5%

Name of Employee / Member {g &/ B % 4% - Employee Code 1 & #i %% :
(For group insurance policy only 3 /] 1 [Z #4 (R 4%, (if applicable %/7:# /1)

Name of Patient : HKID Card No. :

WA B3k

Declaration & Authorisation 5] & $eHEE :

| hereby authorise any hospital, physician, insurance company or organisation that has any records or knowledge of me or my health, to furnish
to ING General Insurance Company Limited or its authorised representative, any and all information with respect to any illness or injury, medical
history, consultation prescriptions or treatment. A Photostat copy of this authorisation shall be considered as effective and valid as the original.
RNBHEERA AN TR B2 ~ Bahe ~ PRIRA RIS - W DU sl A AR NG BZIRIE - Sl R 5 S ERHGELING
General Insurance Company Limited 5 H AR o WAZHESE & 2RI B E AR E R &5%0)7 -

Signature of Patient Ji5 A\ %% Date H#jJ

Notes :
1. All original receipts must bear the clinic's chop and doctor's signature.
JF IR IE AT T2 TIEE R 154 54 o
2. Doctor's recommendation letter is required for Physiotherapist's & Chiropractor's Treatment Specialist's consultation, diagnostic X-ray and laboratory tests.
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