BERRE - TREERE

Medical Insurance - Dental Claim Form

- ZHARPEER
Part | - To be completed by the Patient

FWD)

insurance

BAEBHIEAKBHE ( ) 3R, No. of original receipt(s) attached ( ).
B/ REFEA RERE
Employer / Policyholder: Policy No.:

B8 / B & 14 Name of Employee / Member :

{E B #"5% Employee Code :

( 303 A if applicable)

MBENS

Name of Patient :

AL EHDE / ERRE
ID Card / Passport No. of Patient :

E2AREES SIS, FERHE If the consultation/treatment was due to accident, please provide :
ENEEBE Date of Accident :

E§fE Time :

24 Place

#€38 Brief Description :

BE{E%E R Claim Type : O (1) 14T AR E Routine Oral Examination ( ‘@& 4 5F BB A including Scale & Prophylaxis)
O (2) HMZFFAE Other Dental Treatment

RE(EERI (1), RBEEETE, WEREESER (2, REABRRHRZEH,
PIease complete part | only for claim type (1) and both Part | & Il for claim type (2).
BRI XRFRE BETHESHBHMERZRE ? Are you making any other insurance claim for this claim?

O 28 No HEEMER FTALERIEAKE, MESIAEEMAR BERIERATEITEENKE. Original receipt will not be returned in any circumstances. If
copy of receipt for other purpose is needed, please make a copy before submission.

O A VYes (WHEIEE Required information)

{2022 5] & ¥ Name of the Insurance Company :
{REESEHE Policy No.: {REE4ERI Type of Policy :
FIERBEMAREREZ FARKIBELRERLMRE MFIIRELMAR FRERIBETEZMKE,

Please note that only the original receipt with unpaid claim balance will be returned for applying other claims. If copy of receipt for other purpose is
needed, please make a copy before submission.

B2 B % $Z#E DECLARATION & AUTHORISATION :

AANEERA LRATERAOE R ERENR, ANREIAELE, B, RIEQTREE, ATLESIBEBERARAAGELRE (QFEETRNZAE. DETEEE
#BR. EARAREHN KPEFRBERAR / EHRASRKE BRE) ARLF (REREEAMBCIZARAR) B4 ( [E#)1) :EEEZE&*EZPQIE)\
HIRHEZRIABEXRERIENRN,

AANBEEZAANEEE. AARFEEENREAAEHER, AANRESHTEUEMARXIKE. 8, BERSIRBEAANRAANBAENRRENLE
¥, ATRBUSEANEHBRAER, AAREEFHEUESAABEAEHER, KEFTUREEAEHBHARMBNENREN (THESBRAIENE) | HEH
ERFEEXRER, AAMBKEREANEHZRANRITMRATR https://www.fwd.com.hk T8 & 7] [ &= &R

| hereby declare that the above information given is true and correct. | further authorise any physician, hospital, insurance company or organisation to furnish part of or all
medical history (including but not limited to information in respect of consultations, diagnostic test results, prescriptions or treatment) with respect to any illness or injury of me

to FWD General Insurance Company Limited / FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability) (“FWD”) or its authorised representative.
A photocopy of this authorisation shall be considered as effective and valid as the original.

| confirm that | have read, understood and agreed to the Personal Information Collection Statement (“PICS”) of FWD. | agree that any personal data and other information
relating to me or my policy(ies) collected, generated, compiled, or held by FWD by any means from time to time may be utilized in accordance with the PICS. | agree that FWD
may transfer, disclose, grant access to or share my personal data within or outside Hong Kong to the types of transferees set out in the PICS. | understand that the updated
version of the PICS is available for download https://www.fwd.com.hk and is made available upon request.

L2 E 25 £ Signature of Patient : H #f Date :
ERZEANE, BITHRE /5K # A% E If the patient is a minor, the patient’s parent / legal guardian can sign on his/her behalf

RR/AEERAEE B2 &R
Signature of Parent / Legal Guardian : Relationship :

£ NOTES :
(1) BEZEERER EREAKEFTEALT.

Please return the completed claim form together with the original receipt to the Company.

2) TAERBEAERERZHNERBFERE.

All original receipts must bear the clinic’s chop and Dentist’s signature.

EHRBARAT / EHAERE (BRE) ARAE REREIMMIZERAE)

FHATIRERES 308 HEGFEBML 7 18

FWD General Insurance Company Limited / FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
7/F., FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong T 31233123 F 28503003 www.fwd.com.hk

EB-DE 09.2020


http://www.fwd.com.hk/
http://www.fwd.com.hk/
http://www.fwd.com.hk/

28 - EREERRC TREEIESR
Part Il - To be completed by the Dentist

MEEHER RERE
Name of Patient : Policy No.:
FETERREZARZTE,
Please mark teeth treated on the following chart.
B BB L s
[0 FACIAL . SBEEEE
Date of Service TS No. of P:f"cnj:rﬁs k&
EdEI/r/nrﬁ/\{y)E ) Tooth No. Su';f;;f/ (cause & description of services) Charges
E
o w nl
p aZ £ S
RIGHT > LEFT 2
P =) Z e
£ 3 =
11 FACIAL
LI EERREBERMRER ?
Is the above condition arising from congenital condition?
O RYesOd & No
merg”, FHERBHEERERE,
If No, please state the cause of the above condition.
TFRIBEHA
Dentist’'s Name :
FRIEEFEREM BEA
Signature of Dentist and Chop, Date

EFRIEERAR / EHASRKE ERE) FRAR (WEREEMBIZARAE)

EEPIREBEEHED 308 HEASRDL T 2

FWD General Insurance Company Limited / FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)

7/F., FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong T 3123 3123

F 28503003 www.fwd.com.hk

EB-DE 09.2020


http://www.fwd.com.hk/
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