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Declaration & Authorization
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I/we hereby declare and agree that any personal information collected or held by the Company (whether contained in this application or otherwise KA/ BFRERARES  SATTGRE - FHNEES AR MBESEERZEAERAA ZMANBEAETR
obtained) is provided and may be held, used, and disclosed by the Company to individuals/organizations associated with the Company or any selected (TEttEREEEFREER M H MR 8RS ) @ B FHEEARABRNA L HEES T REEE TN (EAHEEE)
third party (within or outside of Hong Kong, including r and claims ies and industry associations/federations) for  f4 » EIEERIRREEEAT AT » REBNITERS /BE) » AERIEARZERIBEHEMENRS  RER
the purposes of processing this application and providing subsequent services, and data matching, and to communicate with me/us for such purposes. HHZEE ) REEZHEREAA ZPEE - XA/ ZFRAZEA/ BEEAESAREMRBENER
I/we understand that I/we have the right to obtain access to and to request correction of any personal information held by the Company concerning HEAA/HF (BAA BFOSREES 030 ) HEAAZRE - GRIES _IEAE/‘jﬂ'JElﬁ'@ﬂMnB%E o

me/us (and my/our dependents, if any). Such request can be made to the Company’s Group Insurance Department.
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I/we also hereby irrevocably authorize: =
a. any ization, institution, or indivi that has any record or knowledge of my/the Insured(s)’s health and medical history or any treatment g%%ﬂ%ﬁgi%?i{\gm%%%@%%éﬁr?ygg %Fﬁ"ﬂfzéjﬁ_ﬁﬁégiAgmﬁéém1
or advice and that has been or may hereafter be consulted to disclose to the Company such information. This authorization shall bind my/the ﬁfﬁ‘f? 59 s ﬁﬁ$}\/?ﬁ1¥iézfﬁ§¥<kﬁiiﬁ)\ﬁ ST LBIE R o I E S FARSIARES
Insured(s)’s successors and assigns and remain valid notwithstanding my/the Insured(s)’s death or incapacity in so far as legally possible . A }& K BEX % & =T XIEE AR

photocopy of this authorization shall be as valid as the original.

b. the Company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests to underwrite b. HARMEMHRA RS EENIERT » AN R NEITATR 2 EAREHE R A - 35““125)\/?}31%
and evaluate my/the Insured(s)'’s health status in relation to this application and any claim arising therefrom. These tests may include, but are AZﬁJ?Hi}\;R;En§$¢)§&{E} TH%J%EZFEEnﬁ?ﬁféﬁﬁiZﬁﬁﬁﬂﬁﬁnE%E s TEHIE o tEELERE LT
not limited to, test for cholesterol and related blood lipids, diabetes, liver or kidney di , acquired i iency syndrome (AIDS), {BXEBRAY ﬂ?.f&ﬁ@ﬁzmﬁsﬂﬁ HEPKA B YHHEZ'IM%% BURNEEARBRBENRERS 2%
infection by any human immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites. RIRKEREANEY - S5 BETRERKENZZESLE -

Signature of Claimant 18 years of age & over BS{EHRZEA (+ABmEBLL L) B2 Signature of Insured Employee/Member Z1REE /HERE Date Signed ZHZ HHA
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Instructions:

1. This form is to be completed in block letter by the Insured Employee/Member and separate forms must be used for different claimants (i.e. patients)
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2. Claim for clinical expenses must be submitted within 3 rﬂqnths from incurring such expenses. Otherwise, the claims will be declined for reimbursement.
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3. Original bills or receipts for the claimed expenses must be attached showing the date of treatment, patient’'s name, diagnosis, and the attending
physician‘s stamp and signature.
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4. Claim for expenses incurred in buying medicines/drugs and/or claim for undergoing X-ray examination/laboratory tests must be supported by the
attending physician’s prescription and/or recommendation and the original bills/receipts from the pharmacist and/or laboratory.
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5. No benefit is payable for the conditions listed under “LIMITATIONS AND EXCLUSIONS” of the master policy, common items of which are listed below.
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6. Claim payment will be subject to the terms and conditions set out in the corresponding Group policy.
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7. Incomplete form or omission of required information may cause delay in processing.
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BASIC LIMITATIONS
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No benefit is payable for the following items:
THEEAEZREEZA :

(a) Treatment by any person other than a physician in western medicine.
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(b) Medicines/drugs purchased and X-ray examinations or laboratory tests taken, unless the expenses incurred are as a result of clinical consultations
for which benefits are payable under the policy and are supported by a physician’s medicine prescription and/or recommendation.
FFEEMPEEE R /T B B 2 B s RS S MR B ER Al 2 X AR e B 2 1B -

(c) Congenital anomalies; treatment relating to birth control sterility or infertility, sterilization of either sex.

KRMRR ; HERTEZEE ; BEF -

(d) Condition or treatment related to and/or resulting from pregnancy.
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(e) Treatment of psychological or emotional conditions; rest cures or sanitaria care; drug addiction or alcoholism.
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(f)  Any dental care or treatment or surgery unless necessitated by damage to sound natural teeth as a result of an accident.
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(9) General physical or medical check-up; eye refractions; fitting of glasses, contact lenses or hearing aids.

BITTEEIEARTE § JEE ; BCARRENBHERSS -

(h) Cosmetic treatment or surgery for purpose of beautification or plastic surgery.
ERBBERBEFI; -

(i)  Non-medically necessary treatment.
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