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OUT-PATIENT CLAIM FORM
BESIREFAALH
Name of employer/policyholder
IREESERS
Policy no.
BE /REMS EESRERIERR
Name of employee/member Staff or Certificate no.

ZERE (WATIKERE)
Name of dependent {complete only if patient is dependent)

HERER | MEZRIE PR REBALELRT:
Relationship to insured employee/member Sex Certificate no.

RERTASZRREMRBATER S ?
Is the patient presently insured for medical benefits with other companies ? picZ=n| O
No Yes

WA - FIPRERATLERRERE
If "Yes”, please state name of insurance co. and policy no.

B EER

A RFBEILAEAEROER - BAA / KFAAFE2EREN] - WREARE - AA/BEMARRNAREETEAREEE  RERRBRARWEAMKERFHER
RE/ B/ ZRANBAEH (BEEEREFEASEMT 2 E) SHEEEHA TERZALTIEE (BEEEBBATRNZBRAR - BERSAR - REBEGS/
BEREMRURBREBRRECARE)

AN I BFREERS AT ABRAA R/ ZRANEESSERERTE AT - ARBRRERATNEREA  BEEARNEENRRRATVEMEEEIR
SEER o BUET/ Bl / JRAE TSR LAREEED - HE/ B/ ZRANBRARTFEANE - RESBETH - ANIRE VNS EEARERSNS -

DECLARATION AND AUTHORIZATION

I/\We hereby dedare that to the best of my/our knowledge and belief the above statement and particulars contained herein are in all respects true and complete and are made without reservation
of any kind. 1/\We agree that any of my/our/the Insured's personal information collected or held by AXA General Insurance Hong Kong Limited (whether contained in this claim form or otherwise
obtained) is provided and may be held, used and disclosed by the Company to individuals/organization associated with the Company or any selected third party {within or outside Hong Kong,
including reinsurance and claim investigation companies and industry associations/federations and other service provider providing services relevant to insurance business) for the purpose of
processing this claim.

I/We further authorize any organization, institute or individual that has any records or knowledge or my/our/the Insured's health and medical history or any treatment or advice and
that has been or may hereafter be consuilted to disclose to AXA General Insurance Hong Kong Limited on its authorized representatives such information which is/are relevant to the
settling of this claim and/or the Insurer's rights of recovery. This authorization shall bind my/our/the Insured's successors and assigns and remain valid notwithstanding my/our/the
Insured's death or incapacity in so far as legally possible. A photostat of this authorization shall be considered as effective and valid as the original.

wE (T/\mblL) 88 RRER / MERE HEOY

Signature of Patient (18 years of age and over) Signature of Insured Employee / Member Date signed
HIRHREBATIER
For AXA Use
CONSU. DATE DIAGNOSIS TYPE INCURRED AMT. PAID AMT. REMARKS
EXCHANGE RATE: INPUT BY:

C-CF-OP-0701 (755 T & Please turn over)
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Instructions

1

HERFEAFTERAHEENLES  YNFRR0HRERYBIREAREBIZEREERAT EFRRBRIPEI -
(* A RBFRRE GRS ZE)

Claim Form should be completed & signed before submitted to Health Division of AXA
General Insurance Hong Kong Limited together with original bill(s)/receipt(s)within
*90days from date of loss.

(*Individual policy should be referred to policy provision)

AWEFAPPERREBRIRIER  REAHRAY > RERL  RERFABECHNEREE -
Original bill(s) and receipt(s) for the claimed expenses must be attached showing the
date of treatment, patient's name, diagnosis, and the attending physician's stamp and
signature.

HERESNRANX- X/ BERRERANAEEIDBLE CERAINBIE -

Claim for expenses incurred in specialist consultation and/or claim for X-ray examination/
laboratory tests must be supported by attending physician’'s prescription and/or
recommendation together with claim documents.




