BRRE(RES - PIERIRES FWD

Medical Insurance - Outpatient Benefit Claim Form insurance
53| Instructions
S A AR [ JERxEaiE oo N (1) Claim for Outpatient Benefit must be submitted WITHIN 90 days from the date of

O] ‘ﬂa’/%farﬁ;a,f‘/,“%égoﬁ WIERHE(RIRENRFEM) - consultation/treatment (unless otherwise specified in the policy).

(2) M EREAERENWIBEASHEMRB AT ZHNOBIEZERIAN (B (2) Please attach the original receipts issued by the doctor or certified true copy of receipts
EAE%HW R NSIEE TS ) - SEWIENESIETER issued by other insurers (applicable to such claim already reimbursed by another insurer).

- AA‘D N v < - ﬂ T Each receipt MUST state the following information:

- MR E S cZIEBM/ aEEE - REEHE * Full name of patient « Date of consultation/treatment  « Diagnosis
cWEIEHRE - BERENEE * Breakdown of charges  * Doctor’s signature & official stamp

3) f‘?ﬁ%?\]%ﬁ;fﬁﬁﬁ AT B A MAEEAE - XOURB BRI AY (3) Unless otherwise specified in the Policy, doctor’s referral letter is required for
/a /B8R /8 . . . . . .

Physiotherapist’s & Chiropractor’s Treatment, Diagnostic X-ray and Laboratory Test. Details

TBENEEE  SRMZHNEBEEKHE  FA2RRERIMERE of the referral letter requirement for Specialist consultation, please refer to Benefit

g|(§uﬁ) CEEEREAEHEERNSSEY - $chedu|e/membership guide (if any). The referral letter is valid for six months from date of

(4) ZRUSNBEENERZBHEANELBEEZESRERZWRER - (4) Ej?ilr;cire;; in respect of the purchase of prescribed medicines or drugs outside clinic, please
(5) PEEERENBEREADPBUIERES (BHE) - submit both Doctor’s prescription and original receipts from pharmacy.

(6) fRTIHERS AR htps://www.fwd.comhk EAE R Z S FIRESHETOREA (5) For Chin.ese Medicine Practitioner’s claim, please submit both original receipts and

BERRELCE RBERREREERERE) - (6) 5;?15:;;pynr;r;in our FWD Customer Online Service via https://www.fwd.com.hk to check your

processed claim records (only applicable for group medical policy).

RERFAALE: IRETRES
Name of Policyholder : Policy No. :
BE/MBEHA(FEX):
Name of Employee/Member (English) :
fE B 4R 5% Employee Code : ({07& A if applicable) ESEE SR AS : Contact No.:
M2 EHER(EN): L E BB /ERIRS
Name of Patient (English): ID Card/Passport No. of Patient :
T;EEE Zfﬁf 24871 (BB ZEWNNVSE) Proposed Claim Type (Please tick as appropriate):
BR General =R Specialist W3R A RN K B HEJA R Physiotherapist’s & Chiropractor’s Treatment
B 3T Chinese Herbalist/Bonesetter | X Yt Bs K {58 Diagnostic X-ray and Laboratory Tests
11 7 A Post Hospitalisation Treatment ({£F5% H &8 Date of Hospitalisation: FHFrom ZTo )

ELfth Others
ffy_ETEARUIELEE] No. of original receipt(s):

4

E2AEESNSIHRE - FEIRH: If the consultation/treatment was due to accident, please provide :
= 9N EHHA Date of Accident : 5 RS Time 1B Place
#8398 Brief Descript‘ion :

BRAILLRRE B NEERREMRIEERE ? Are you making any other insurance claim for this claim?

727 No Eﬁfﬂ 1B FARRERIEARWE - MFEIAFEMAR IERZBIBTSENULIE © Original receipt will not be returned in any
circumstances. If copy of receipt for other purpose is needed, please make a copy before submission.

A Yes ( MEBIEE Required information)
1R /A ]2 Name of the Insurance Company :
FREETEAS Policy No.: REEFERI Type of Policy :
FIBRROMABRERE ZIEAWIBHUBBEEMRE - UFRIREEMAR  BRERRIBETENRE -
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.

PR K %1 DECLARATION & AUTHORISATION :
ANIRE A FTRIRAOE R IER ARG - ANZRETEE - Bt - RIRATNHE - IS I N2 WEMANGE 2 REGEEARNDZIE - EHERRBER - #ZHWEREMETEBAFTRR
(BFE ) EBE’\ﬁ ( REREZIMEIZABRAT) ("EF. NECERBZAEA - BEEEZRIARELAERSENS
AEREEEHHERATRER - BEEHARMUEEIAIWE - BIF  EEIRBEETEREANBABENLRBGEMER  ATREBUSEASNEBER - AAB
= 1&17 %HZKMIA ST WETREBAAE ﬂéﬁﬁﬁfﬁiaﬁ HGEAN (RREEBRATIRIINE) - WEEERFBREARER - RANBREBABERBIRBOSERATR https://www.fwd.com.hk
TEHRETUOEHR
| hereby declare that the above information given is true and correct. | further authorize 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 Life Insurance Company (Bermuda) Limited
(Incorporated in Bermuda with limited liability) (“FWD”) or its authorized representative. A photocopy of this authorization shall be considered as effective and valid as the original.
| confirm that I 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.

ThEZE3E Signature of Patient : HH Date:
(EMmEEANE  AIJAREK/EEEZEAZE If the patient is a minor, the patient’s parent/legal guardian can sign on his/her behalf)

EFASERE (BRE) BRAS (REREEMRUIZABRAT )

BEPIREEHED 308 HEFAMPO 718

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

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

T31233123 www.fwd.com.hk EB-OP-202305-IC
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