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1.

This form is applicable to outpatient claim. Each claim form is for one Insured (Patient) only.
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. IEEREREARMZRE - BRERA (BA ) ABIVEARHER -

2. You can find the Policy number and Insured number on Blue Cross Certificate of Insurance or Blue Cross IR ST A BE - (0 [ B T — o= o = o
Healthcare Card, you );nay also visit www.bluecross.com.hk/supercare to view account information after 2. & ﬂ{ﬁm\ E“+j frimeE EH%JZE“—'—?E%‘ELE%%%E%%M&Q%ASE
logging in. - IBIREE A www.bluecross.com.hk/supercare ERIIRE &R} «

3. Please print this claim form on A4 size paper and send it together with the original receipts to Medical 3. & A4 #EFTENILREBFER - WHIAKE 90 XA - BEILIBIEA—HR
Claims Department of Blue Cross (Asia-Pacific) Insurance Limited (“The Company”) within 90 days from EEE+Z (DX ) RRAERAS (TAAT ) BEFRIBED - BBASE
treatment date. The Company’s Personal Information Collection Statement as accompanied with this =M FHRERABRER  SHETL2EREB VA SESRERE
form is for your reference and retention, please do not return it along with your claim application. (EEPERSIEME -

4. The Company is entitled to request for your provision of further information and documents or -

completion of other specific claim forms.

Claim Instructions

1

N U AW

. Attach the original receipts issued by the doctor or certified true copy of receipts issued by other

insurers (if applicable). Each receipt MUST state the following information:
= Full name of patient = Date of consultation/Date of treatment
= Breakdown of charges = Doctor’s signature and official stamp

= Diagnosis

. For outpatient visits in government hospital/clinic, please attach the original receipts together with a

copy of medical certificate/sick leave certificate with specified diagnosis or discharge summary. If no
diagnosis is provided by the doctor, the insured (patient) is required to supplement the exact diagnosis
(e.g. Hypertension) on the above mentioned documents and confirm with a signatory.

. If laboratory tests/X-rays are necessary, please attach the doctor’s referral letter unless it is waived.

. For treatment of Chinese Medicine Practitioner, please attach the original receipts and prescription.

. Complete and sign this form.

. Provide copy of claim settlement advice from other insurers, if applicable.

. Original receipt will not be returned once submitted. Please tick the appropriate box if certified true
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copy of receipt is required. BEREEZE

Vi %

To be completed by the Insured (Patient) HZ{RA (&BA ) HE - Part 1/2 &5
(‘or his/her parent if the Insured is aged below 18 HRRAZFERE 18 EUT - FHERKESR )

To avoid delay in processing your claim due to incomplete information, please complete all the below information in English BLOCK letters.

AERENAZMIEEREER N ZRIEPH - FUENEMEZ TIREER -

Name of Policyholder/Employer Policy No. Staff No. (if applicable)
REFEALR / BEBE TREESRAD BB (R )
Name of Employee in English (if applicable) Employee’s Insured No. (if applicable) HKID Card No.
1E§2§3‘U$%y( WEA) BEZZHRASN (WNER) EEBS DRI
Name of Insured (Patient) in English Patient’s Insured No. (must be provided) HKID Card No.
FRA (BA) ZEX S MAZZRASES (WARH) EESER

Original receipt will not be returned once submitted. Please puta "v " in this box for request of certified true copy of receipt for other insurance claims.

—AER ZWIBE AR ERE - BRI R BRI ASEEMRREE  FRSEAEL " v, 5%
AERREMERSRENE

O

Please fill in the nature of claim and breakdown of charges

Date of Nature of Claim (please puta "v " in the appropriate box) REWE (FRBEHEANEL "v 4 %) Total amount
C(%pes:tlrtggr(])tn/ General Specialist’s Chinese Prescribed | Diagnostic Others (please specify, If Post-hospitalisation/Surgical indicated
No. |z, samnus | Practiioner's | Consultation® | Medicine Medicine | X-rays and e.g. Physiotherapy*, follow up visit, please specify the | ON the receipts
Eﬂg u(/DD/Ii/TM}Y\I( Consultation =R Practitioner and Lab Tests* Chiropractic*, date of Hospitalisation/Surgery (please specify
Re B/B/% ZER BRI Treatment# Drugs** XHZEIR Routine Check-up, etc.) WERR / FTENED - B3R Currie@ncyl
BEDE Bt | EREMS | (bR | Hft GEEE M RhR, £ / FiE 8 5&}%Em%§
Bias BERFERES) (DDMMNY B/E/#) e aamtiil
1.
2.
3.
4.
5.
6.
7.
8.

*Doctor’s referral letter is required unless it is waived

#Chinese Medicine prescription is required (if applicable)
FREERRS  WRBRELENEER

**Doctor’s prescription is required unless it is waived
MREBERPEETER (MNER )

FREEHR RS  DRBRBEEHFER
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MC037/07.2023
www.bluecross.com.hk




To be completed by the Insured (Patient) =R A (®A ) EEE - Part 2/2 #4%

Have you ever made any other insurance or compensation claim(s) resulting from this treatment? LYes2 UNo&E
BRELLTEE  BTAESKREEMMRE / HBREE"?
Are you going to make any other insurance or compensation claim(s) resulting from this treatment? HYes2 [UNo&

BRELEZXEE  BTE2ERERBEEMRE / #EBHRE"?

If yes, please provide MEiEiRHt

(i) Name of Insurance Company fRIZ A S &8 (i) Policy No. fREESEHS
(iii) Type of Insurance Product RIEERERAI (applicable to Insured under Caring Medical Protection Plus REERAM " B2 O0HEE | BERRRETEIZZRA)
[ Group Medical Insurance E528/&E R / [ Individual Medical Insurance BABEERIR / [ Others Htth

If treatment is due to pregnancy, please give expected date of delivery. EABREZE TP 51 - BHRHFAERH - Claims will be processed after the delivery of baby and the
submission date of documentary proof will be extended to 60 days from the date of delivery (applicable to those members with Maternity Benefits) RIEBRFER D IEERIE -

R 2 BRI R ZEMAEE HEREE60XA (BARMEERMRENKRE ) - (DDMMAYY B/ B/ %)

Declaration and Authorisation BHARIZHES
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1.

RN/ FPRELERR - EHAERENEREEREERER

I/We have obtained all necessary authorisation from my/our dependents (if applicable) to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (“the
Company”) or its authorised representative if my/our dependents are parties to the claim request(s). I/We also understand that the information requested in this form is
required in order for the Company to process these claims.

. I/We hereby authorise any hospital, physician, medical practitioner, medically related service provider, insurance company, person, party and/or authority that has any

records or is holding any information of the insured person or me/us to disclose to the Company or its authorised representative, any and all information with respect to the
insured person’s or my/our loss, disability, claim history, medical history, police statement made and the like for the purpose of assessing the insured person’s or my/our
claim request(s). A photocopy of this authorisation shall have the same effect as the original.

. I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and belief.

I/We have not withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of all material
information may render the Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited. I/We understand that the issuance
or completion of this application does not constitute admission of liability or guarantee payment of the claim on behalf of the Company.

. I/We confirm having read and understood the Company's Personal Information Collection Statement as accompanied with this form.
. I/we agree and understand that the claims’ information (including but not limited to submitted medical records) may be disclosed to the Employee’s Insured.

AN/ BMZRBRBEREZ—F - A/ HMACARBRE-IMERE (NER ) BETZ (X)) RBRAERAS ("TERT ) REREARREHEBAZRR

TN/ BATHEEEARAFRENENZBEQAFRELRA / HMREZA -

RN/ BPRELEREEARAZRASEA / RAZEOCHIERNNER BE BERANEAL  ABEEBNRBUED  REAS AEAL #E -R/H

EREE  BEASSEEEAEEMTEANAEEESRASAA / BAZEE 188 BEEDE  BE - DESTARESRETGESRATAA / REWEEEs
BZAR - WWEREEZIEAREAEERSNN -

B2 EEER AERRBEZEN  WHESAA / HAFMAMKAEMESH - AA / ZALLAER
MEUEZERRERNRERFEERERRRZENGBNELTTUTAMLRERFZEZEN  BUEEREATFERZHEB I REPBERBRAMAEN
REERZEN - AN/ HAPRRHFEZIEBERBALANRE AT ERELNIRERE -

RN/ HPERCHERBERAREW LAEEATNWERABRER -
5. 8N/ RMREIER  RENER ( BFEARRERRNERCE ) USETRUAEIEZRREA -

Signature of Insured (Patient) IRA (JBA ) 5ZE Date HE# (DD/IMMNYY B/ B/ %)

In the event of the patient aged below 18, this form should be signed by his/her parent. & HBAZFERE 18 U T - APBFEREHERERE -
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