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I act on behalf of myself and my dependents hereby authorize any medical practitioner, hospital, clinic, insurance company to disclose

to the Bank of China Group Insurance Co., Ltd. all information concerning the above disability and any prior medical history for the

purpose of proceeding the medical claim. A photostat of this authorization shall be as valid as the original.

Declaration

1. | hereby declare that the above statement and answers are true and correct. | understand that any misrepresentation of the above

statement and answers will cause my/our claim invalid.
2. | understand that the information provided by me to Bank of China Group Insurance Company Limited ("BOCG Insurance") is
collected to enable BOCG Insurance to carry on insurance business and may be used for the purpose of:

(i) processing and evaluating my insurance application and any future insurance application | may make; (ii) administering my
insurance policy and providing services in relation to my insurance policy; (iii) analysis or investigating, processing and paying claims
made under my insurance policy; (iv) invoicing and collecting premiums and outstanding amounts from me; (v) any alterations,
variations, cancellation or renewal of any insurance related product or service; (vi) contacting me for any of the above purposes; (vii)
exercising any right of subrogation by BOCG Insurance; (viii) other ancillary purposes which are directly related to the above
purposes; and (ix) complying with applicable laws, regulations or any industry codes or guidelines.

BOCG Insurance may disclose my and/or the Insured Person(s)’s personal data for the above purposes to the following classes of

transferees:

(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other

services which assist BOCG Insurance to carry out the above purposes (including medical service providers, emergency assistance

service providers, telemarketers, mailing houses, IT service providers and data processors); (b) in the event of a claim, loss

adjudicators, claims investigators and medical advisors; (c) in the event of default, debt collectors and recovery agents; (d) insurance

reference bureaus or credit reference bureaus; (e) reinsurers and reinsurance brokers; (f) my insurance broker (if any); (g) BOCG

Insurance’s legal and professional advisors; (h) BOCG Insurance’s related companies (as that term is defined in the Companies

Ordinance); (i) any association, federation or similar organization of insurance companies ("Federation”) and its members 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 required in the interest of the

insurance industry or any member(s) of the Federation; (j) any member(s) of the "Federation" by the "Federation" for any of the above or

related purposes; (k) 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; (I) the Insurance Claims Complaints Bureau and similar industry bodies; and (m) government agencies and

authorities as required or permitted by law.

BOCG Insurance is hereby authorized to obtain access to and/or to verify any of my and/or the Insured Person(s)’s data with the

information collected by the Federation from the insurance industry.

Moreover, BOCG Insurance may also use and disclose my and/or the Insured Person(s)’s personal data otherwise with my consent.

| have the right to obtain access to and to request correction of any personal information concerning myself and/or the Insured

Person(s) held by BOCG Insurance. Requests for such access can be made to BOCG Insurance’s Legal and Compliance Department

(Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong) .

HH Date ZEN%E Signature of Claimant 4& FEsE Contact Number

¥ & '& Medical Insurance - ¥ ¥ e % B¢ 3% Outpatient Benefit Claim Form

HEF T

R EAREFENAAT]  BEFREESS -
o ARRAFIREE - MITESTHHMNRATRE? 07 OF
AR > (1)FAERORIE A FIRATR R RERsEeS -

Claims Instructions

o HUEHRER VAR IE AU HEEE RS S e AT o REFHIVEESIEHERIORAERL - B ®  Submit claim form with original receipt(s) and all supporting documents to the Insurance Company

within 90 days from consultation. Note : Original documents submitted would be retained by our
company. You are advised to keep a copy for reference.

® Are you making any insurance claim as a result of this outpatient visit? [1 Yes [1 No
If Yes, (1) please provice the said insurance company name and the policy No.:
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and, (2) “v” the box for return of certified true copy
(“CTC") of original receipt(s) after claim processing. I Please note Certified True Copy will not be
returned if the claims are fully reimbursed.

® i you would like to claim the same loss under another policy with us (when applicable), please also
provide the policy number or tick the box. /7
® All original receipts must indicate the following information and be signed / stamped by the attending
doctor:
< Patient's name
< Consultation date
< Breakdown of charges
< Diagnosis and treatment/operation name

o EHR| - W « BES AR L 2 R s A 5 - Y S AR HRE ARG ® Referral letter written by a registered Medical Practitioner is required for Specialist Consultation / Physiotherapy

/ Chiropractic Treatment / X-ray & laboratory (if applicable). Referral letter is valid for 6 months from date of
issuance; copy of referral letter is required for each claim.

®  For Chinese herbalist, acupuncturist and bonesetter, please specify Chinese Medical Practitioner's name and
registration number. For Chinese herbalist consultation, please attach original prescription sheet for
relmbursement

No reimbursement of outpatient claims if:

- Claim(s) submitted after 90 days date of consultation / visit

- Insufficient of required information

Please send this completed claim form with attachment(s) to:
Bank of China Group Insurance Co. Ltd. — Health Insurance Dept.
9/F., Wing On House,

71 Des Voeux Road Central, Hong Kong

Customer Service Hotline: 3187 5100 Fax : 3906 9906
Website : http://www.bocgins.com

IMD-CF1-2020-V03




