RFH LN KRR (FB)GRAT

The Tokio Marine and Fire w
OUTPATIENT MEDICAL CLAIM FORM Insurance Co. (HK) Ltd. \
iR 2 Eﬁ (3] 'r???z’fﬁ 27th Floor, United Centre,

95 Queensway, Hong Kong TOKIO MARINE
(852) 2529-4401

Fax. (852) 2529-2509
http://www.tokiomarine.com.hk

Please “v"” if original receipts should be returned #[lﬁ"‘%[rl'i'—iﬂﬁﬁi’ ﬁ?ﬁﬁ' v I:'

CLAIM INSTRUCTIONS  [I5ES f¥titi =

1. This form is applicable to clinical consultations only. For minor operation and other medical expenses, please use “Hospitalization and Surgical Claim Form”.
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2. In case of accidental injury, please also complete the part of “Accident Pamculars [P 2 (5, %L;J BRIy F’Fn °
If the claimant is a Dependant of an Insured Member, this Form should be completed and signed by the Insured Member.  J[1 (i * 550 )~ F g spl ot peﬂajb wE |f~%<#<
4.  Original receipt of each claim bearing the following information must be attached: (a) Date of Treatment; (b) Name of Patient; (c) Amount of Charge (itemized if more than one “Benefit
Claimed”); (d) Diagnosis; (e) Attending Physician’s signature and official stamp and (f) Name of the Clinic / Laboratory / Hospital.
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5.  For claims in respect of Laboratory Test, Specialist Consultation or Prescribed Medicines, original written referral from the Attending Physician must be attached to this Form.
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6.  This Form must be submitted within 90 days of incurring such expenses. Otherwise, claims will not be processed.  Fik*~ iH'¥H ] 90 [ I &L H%Tﬁ ﬂ]ﬁ?ﬁ fHrE lf?,{-ﬂ g
7. This Form must be fully completed and signed, and the information supplied on all receipts should be clearly stated. gthervvlse documents submitted WI|| be returned r
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Policy No. w»l]é'ﬁfr’j% Policyholder [&Eﬂﬁ‘ ~ e Member No. 7l * 3 ]EFF Surname % Other Name
No. [Name of Claimant | Relationship (if an Visit Date Expenses Benefit Claimed (Please ‘v’)
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Dependant) order) (eS| General Specialist Lab. Test Prescribed Others (please
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Amount reimbursed by other insurance or compensation
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Total (less Amount reimbursed by other insurance or compensation)
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Accident Particulars (Please complete the following in case of Accidental Injury) W AE1EY (1t 9t {5, ﬁﬁi;?]'ﬁ'j;fﬂ ﬁ[ﬁ)})

Name of Injured Place of Accident
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Date of Accident Part of body injured
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If yes, date of prior treatment
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Have you had prior treatment for g
this accident? Yes / No - [%l
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How Accident happened
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DECLARATION and AUTHORIZATION B % #54i|

1/We hereby declare that to the best of my/our knowledge and belief, the above statement and particulars contained are true and complete in every respect and are made without reservation of any kind. | also authorize any hospital,
physician, insurance company or organization that has any records or knowledge of me or my health, to furnish to The Tokio Marine and Fire Insurance Company (Hong Kong) Limited (“the Company”) or its authorized representative,
any and all information with respect to any illness or injury, medical history, consultation prescriptions or treatment and copies of all hospital or medical records. The information provided by me/us to the Company is collected to enable
the Company to carry on insurance business and may be used for the purpose of (i) any insurance or financial related product or service or any alterations, variations, cancellation or renewal of the said products or services; (ii) any claim
or investigation or analysis of such claim; and (iii) exercising any right of subrogation; and may be transferred to (iv) any related company or any other company carrying on insurance or reinsurance related business or an intermediary or
a claims or investigation or other service provider providing services relevant to insurance business for any of the above or related purposes; (v) any association, federation or similar organization of insurance companies (“Federation”)
that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are
reasonably reqmred in the mteres( of the msurance mdustry or any member(s) of the Federatlon and (V|) any members of the Federation by the Federation for any of the above or related purposes.
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Moreover, the Company is hereby authorized to obtain access to and/or to verify any data provided by me/us with the information collected by the Federation from the insurance industry.

I/We understand that I/we have the right to obtain access to and to request correction of any personal information concerning myself/ourselves held by the Company. Requests for such access can be made in writing to the Compliance
Officer, 27th Floor, United Centre 95 Queensway, Hong Kong. A photostat copy of this authorization shall be considered as effective and valid as the original.
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