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1. Please submit ORIGINAL receipt(s) which must clearly indicate name of patient (must be identical with ID Card), diagnosis, date of consultation,

charges breakdown with the attending physician’s chop and signature.
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2. All Claim(s) must be submitted after 90 days from the date of consultation
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3. Attach referral letter provided by your General Practitioner for the claim of Specialist Consultant, Diagnostic X-ray and Laboratory Tests or
Prescribed Medication. The referral letter is valid for same or related disability for a period of three months from the date of issuance. Treatment
received for a new or unrelated disability will require another referral letter.
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4. Separate claim form should be used for each patient.
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Declaration and Authorization BEFHH KRS

I declare that the above statements and answers made by me are true and complete to the best of my knowledge.
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I HEREBY AUTHORISE any employer, physician, hospital, insurance company or other organization or person who has any record or knowledge with reference to the accident, or the
health and medical history of the patient, to give such mformation to Liberty International Insurance Limited. A photocopy of this authorization will be as valid as the original.
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By signing below, I, for the purpose of the Personal Data (Privacy) Ordinance, consent that the personal information collected or held by Liberty International Insurance Limited
(whether contained in this form or otherwise obtained) may be used by or disclosed to any individual or organization within or outside Hong Kong for the purposes of insurance or
reinsurance related business including claim processing, investigation, account collection and litigation.
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