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Outpatient Medical Claim Form �� ��
 �� ��  �� ��  �� ��  �� ��  �� ��  �� ��  �� ��  �� ��  

 
TO BE COMPLETED BY EMPLOYEE ( 	�

���������	�

���������	�

���������	�

��������� )            
Policy No. �������  

 
Name of Policyholder ���������� �!  

 
Certificate No. "$#%���  Name of Employee &$#%'�  

 
 

Relationship to employee (�&$#*)�+-,  
Spouse           Child .*/

 �          0*1  � 

Name of Patient (if other than employee) 2*3�'� ( 4�5%&$#�6�� ) 

 
 

Date of Consultation 7-8:9<;
 

General Consultation =?>*@A7
 

Specialist 
Consultation B?C @A7

 

Laboratory Testing & 
X-ray D-E-F

X G  

Chinese Herbalist & 
Bonesetter HAI F-JLK

 

Physiotherapy & 
Chiropractic 
Treatment M-NLO?PLFLQ?R%O?P

 

Medicine S-M
 

Others T?U
 

1.  $ $ $ $ $ $ $ 

2.  $ $ $ $ $ $ $ 

3.  $ $ $ $ $ $ $ 

4.  $ $ $ $ $ $ $ 

5.  $ $ $ $ $ $ $ 

 
Total Receipt(s) Amount VXWZY\[Z]  $ ______________  Total No. of Receipt(s) ^\_`Y`a  __________ 
 
Return original Receipts bdc
egf�hji�	bdc
egf�hji�	bdc
egf�hji�	bdc
egf�hji�	    ���� Yes kk kk    ����No ll ll  
 
Note monmonmonmon  

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.  p�qorosutuv�wyxwyxwyxwyx z{tuvyru|o}y~o�u�����y�u�u�

(
|o�y���u���y�����u�

) �<�o�y�u���<�u������� su�o�y�o�y� �¡z£¢�q¥¤�¦ � �o§¨�©yªo«u¬
 

2.  All Claim(s) must be submitted after 90 days from the date of consultation ­u¤y®o¯j°:py|o}o± �o�y² 90 ³µ´�¶  
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. ·d°:py¸o¹ � X ºo»u¼ ªo½ ¼u¾o¿�À¥ÁyÂ ��Ão¯ÄzÅ|o}�qoroÆoÇy¹u�u§�È¥ÉyÊoËÄzÌÉyÊoËuÍuÎ�Ï ��ÐoÑ�Ò�Ó�Ôy³Õ�yÖo×uØ Ë ³ÕÙ ª ¤gÚ�¥� �yÛuÜ ¤yÝ�Þàß �yÖ � �uáy�uâuÜuãuäo� z ¾u�yÖo×uØ ÉyÊoËyå�Úo�¥� �uæ } Ùy¶oçoè ¤yÝoÉyÊoË�Þ  

4.  Separate claim form should be used for each patient. é ã �yêëz{p Óyìuíy¶ °:poîyÃuïoð�Þ  
 
Declaration and Authorization ñ�ò�ójôjõ öñ�ò�ójôjõ öñ�ò�ójôjõ öñ�ò�ójôjõ ö  
I declare that the above statements and answers made by me are true and complete to the best of my knowledge. 6���÷�ø�ù�ú�û�ü�ý%ú�þ$ÿ���������)��
	����*6�����
������
��)������������������  
I HEREBY AUTHORISE any employer, physician, hospital, insurance company or other organization or person who has any record or knowledge with reference to the accident, or the 
health and medical history of the patient, to give such information to Liberty International Insurance Limited. A photocopy of this authorization will be as valid as the original. 6����������� �!�&#"%$'&�(
)
*%$+*#,-$ �/.�0/1-$32�4�5�6�7�$+8�9
2���:���;�
�<
2*���� �!��$+�(*2*3
=�+�>�?�@�$32 / þ�A
B�þ
*�C
D�E�3F����G�H�I�J
KML
����N�O
P�Q�R-�/.%�#SM0/1T�Ì6����
U
>MV/W%6�(�X�6��*�ZY[J�\#]-�  
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. ^�_�` ��K�L ( a
b ) c�dF� 6���e�f�ghY�?�O
P
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___________________          __________________________ 
Date ���               Employee’s Signature ���%���  

 


