bolttech

Insurance
Group Medical Insurance - Dental Claim Form
== “ N *E
B RS ERE{RME - TR ERES
Please send the completed claim form together with all required documents to Bolttech Insurance Group Medical Claims Department

19/F, Tower 1, Millennium City 1, 388 Kwun Tong Road, Kwun Tong, Kowloon, Hong Kong , Customer Service Hotline (852) 3123 3344

EREZNRERFE R —YIPIBX S R R ERE RIS EE
NGRS 388 SRAIAC 210 1 HA%E 1 EE 1918, R ARFSEMG (852) 3123 3344

Part | - To be completed by the Patient

FER - REMSEIEAE

No. of original receipt(s) attached (____ ) BEESSHZIFARWEHE () 3R

Employer / Policyholder: Policy no.:

BEx/REFEA TREESHDS

Name of Employee / Member : Employee code 1l E#475% : ( if applicable dNi#E A )
B8 / REHE

Name of Patient : ID Card / Passport no. of Patient :

MELELHR MELEBNE / EREE

If the consultation/treatment was due to accident, please provide E&278REINIEE » 5512t :

Date of Accident E4MEERER

Time BERS

Place 24 :

Brief description £ :

Claim Type B&{&485 :
[J (1) Routine Oral Examination 47 [AfE#Z (including Scale & Prophylaxis E1¥E 5 K Fabh a8 )
[] (2) Other Dental Treatment EfthFREARE

Please complete part | only for claim type (1) and both Part | & Il for claim type (2).
BEELER] (1) RBERRES o WEHREELSER (2) 0 WEERREKRE o

Are you making any other insurance claim for this claim? BRILRZEE » B TAESHBEEMREEE?
[0 No78%& Original receipt will not be returned in any circumstances.
If copy of receipt for other purpose is needed, please make a copy before submission.
FEERIER FARREIEANE » MBEIAEREMBR » BRIEA BITRENEE
[0 YesH  (Required information HEEEE )

Name of the Insurance Company 1R A S 2 1E :

Policy No. {RESSES
Type of Policy {fRE4ER :
FHABRRREBIMNAREFRE 2 EABGRUFFEMERE > MBEIAEEMAR » FRIEA BTN ©

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.
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Declaration 85

|/We have read, understood and accepted the Personal Information Collection Statement of the Company ("PICS”).
By signing below, I/We confirm this application and agree that the Company may use and disclose all personal
data about me/us that the Company currently or subsequently hold for the purposes as set out in the PICS, and |
understand | can scan the QR code below for review of the PICS or else | can request a copy of the PICS by calling
the Company’s Customer Service Hotline at 2603 9435.

AN/BRFIERE PBARERERRANREAAERZNR BIBUTEHER AN/ RFAERILPFLRTEL
Bl A REINEE B A BRI B BAS H 2 BBV B R IRE A A B BRI S0R RSB MBR AN /PN EBAER
WIRAAR NI LURHL T B EE A AR RERAAEN B A NEARFHE P IRFEEHIR 2603 9435
R EEABR BRI Ao

oie

Signature of Patient FiZEHE : Date HEA
If the patient is a minor, the patient’s parent / legal guardian can sign on his/her behalf E5ts2 & A/ NE » BRI
R/ B-EENE

Signature of Parent / Legal Guardian Relationship
RE/BrHREARE: EARtso ERAA -

Notes &

(1) Please return the completed claim form together with the original receipt to the Company.
AIAZBERFR  ERERBERFLERAT o

(2) All original receipts must bear the clinic's chop and Dentist's signature.
FrBWIR EABER S FRINERETBRE o
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Part Il - To be completed by the Dentist

ZB-FHEFARZTIHBERE

Name of Patient Policy no

PMEEYER TREBSERS :

Please mark teeth treated on the following chart. Date of service No. of Particulars

AL BT ERAR s o HHA Tooth no surface / (cause & description Charges
_ (dd/mm/yy) ki Root of services) =1
5 o [
Bl FACIAL (B/8/%) BB BmEE

g -
s asx ¢
BRIGHT % 3 LEFT Eg
i D

9
2 >

S FACIAL

Is the above condition arising from congenital condition?
M EERREBARMEER ?

[]Yes 2 [INo &

If No, please state the cause of the above condition.
WM R E" AERERRE o

Dentist's Name

TIRBEWUS

Signature of Dentist and Chop Date
FHELEERED HER
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Personal Information Collection Statement (“PICS”)

WEEA TR

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited's (the
"Company") PICS. You can also request a copy of the PICS by calling the Company's Customer Service Hotline at
2603 9435.

FREUT _EBESERIERE (58) BRAE (I ARF)) ) WREBABEHER - GRoIRERAT
% P ARFE AR 2603 9435 REUNEE A B RIZBARIA ©

English 225°¢
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