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AUTHORIZATION

T hereby authorize any Hospital, Physician or other person who has attended me to give the Executive Officers of Liberty International
Thnsurance Ltd, or his representative, all knowledge and information which was thereby acquired, including the history obtained
and the diagnosis made. A photostatic copy of this authorization shall be as eftective and valid as the original.
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B4 ' B & F

Instructions: 277

1.

This form is to be completed by the Insured Employee /Member and separate forms must be used for different claimants
(i.e. patients},

PR R/ER S/ NAERER > SRER—BHEB A BYRE R -

Claim for clinical expenses should be submitted within three months of incurring such expenses.
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Original bills and receipts for the claimed expenses must be attached showing the date of treatment, patient’s name,
diagnosis, and the attending physician’s chop and signature.
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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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