Dental Claims Form
TR E R GE R ‘

BLUE CROSS

Please fill in.all details and attach this slip to your claims with the following information and return to Blue Cross {Asia-Pacific) Insurance Limited, Medical Claims, Healthcare Division, 10/F East
Asia Aetna Tower, 308 Des Voeux Road Central, Hong Kong.  Tel: 2850 3060  Fax: 2850 3099

FEZ THIMEERN FREXHSOETF(ER) REERAT - BRIERS  S8TRERED 08 HREZRPL 1048 E55 - 2850 3060 @ENEE : 2850 3099
To be filled with original accounting statements and other relevant documents. FH X HEEHRREMEHXH
To Be Completed by the Insured (or Parent If Insured Is a Minor) KR AEE (ZHEAS/)E  JTHEREET) -

Employer/Policyholder Policy No.

BE / REFEA RERR

Insured Name Insured's HKID No. or Insured No.
BRAER HRABDERBARRARS

Name and HKID No. of parent {If Insured is a minor)
ERRABNE  BEPRRZED -

Dentist's Name Dentist's Address
FHREEHR FREE

To Be Completed by the Dentist Providfng Treatment. HE S ABEZFRIBLHEE o
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6.

Please mark teeth treated or area of oral treatment on the following chart.
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Date Signature of Dentist
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H-CL-04 (12/97)

Blue Cross (Asia-Pacific) Insurance Limited ARSTSAT15/14/01.99

Member of East Asia Aetna Insurance Group



To Be Completed by the Insured (or Parent If Insured Is a Minor) B4R ARE (ERRAB/NE  THRREE) -

If any of the dental treatments or services were necessitated as a result of an accident please give brief descriptions of the accident.
EEMFBLRARESRBINEN - FHATHEE -

Where did the accident take place?
BNEEmE

When did the accident take place?

BEARERS?

Was the accident of a nature requiring report to the police? : O Yes O No
BHEERENERRS? 2 S
If so, was the accident reported? (copy of documents to be enclosed) O VYes O No
ER - RECAEARS ? (FMEMXHE) Z B

Date reported and where? {copy of documents to be enclosed)
REARRML  (BEHREREXHE)

Declaration and Authorization = Fj R 1% 18

I/We hereby declare and agree that any personal data concerning myself/ourselves collected and held by Blue Cross (Asia-Pacific) Insurance Limited "The Company" (whether contained in,
this application or otherwise obtained) may be used, stored, disclosed and transferred (whether within or outside Hong Kong) to such individuals/organizations associated with the Company as the
Company may consider necessary or any selected third party including reinsurers, claims invesfigators, medical facilities and industry associations/federations for the purposes of processing this
application and providing subsequent service, and to communicate with me/us for such purpose.

I/We understand that |/We have the right to request access to and, to request correction of any personal information concerning myself/ourselves held by the Company. Such request can be made
to the Company's HealthCare Division.

Address: 10/F, East Asia Aetna Tower, 308 Des Vouex Road Central, Hong Kong.

|/We also hereby authorize any organization or individual that has any record or knowledge of my/thé Insured(s)'s health and medical history or any treatment or advice and that has been or may
hereafter be consulted to disclose to the Company such information. A photocopy of this authorization shall be as valid as the original.

|/We hereby declare that the answers to all the above questions are accurate, true and complete and are given to the best of my/our knowledge and belief.

|/We hereby declare and agree that any personal data concerning myself/ourseives collected and held by Blue Cross {Asia-Pacific} Insurance Limited (“the Company”) {whether contained in this
application or otherwise obtained) may be used, stored, disclosed and transferred (whether within or outside Hong Kong) to such individuals/organizations associated with the Company as the
Company may consider necessary or any selected third party including reinsurers, claims investigators, medical facilities and industry associations/federations for the purposes of processing this
application and providing subsequent service, and to communicate with me/us for such purposes.

1/We understand that if I/we and/or the Insured(s) fail to provide any information requested in this application, it may result in the inability of the Company to accept or process this application.
1/We understand that I/we have the right to request access to and, to request correction of any personal information concerning myself/ourselves held by the Company. Such request can be made
to the Company's Healthcare Division at 10/F, East Asia Aetna Tower, 308 Des Voeux Road Central, Hong Kong.

|/We also hereby authorize any organization or individual that has any record or knowledge of my/the Insured(s)'s health and medical history or any treatment or advice that has been or may
hereafter be consulted to disclose to the Company such information. A photocopy of this authorization shall be as valid as the original.
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Date Signature of Insured {or Parent if Insured is a Minor)
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