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AAA MEDICARE — OUTPATIENT MEDICAL CLAIM FORM

Policy No. {REZZRHE Policyholder FREFH AL
Insured Member 24 A Claimant (if not Insured Member) BE{EHE A (MNEZEATR)
Ref. No. Z:IE5RHE | Swname 4 OtherName £ |Ref. No. S:0ESHE Surname §£ Other Name % Relationship BH{%
Date of Claim Benefit Claimed (Please v*)
FEEEE Expenses Incurred EFEEE S (SEEY)
No.| (in chronological order) =8
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Day Month Year Dollars  Cents{Consultation Bonesetter Consultation | Chiropractor Test |Medicine| Dental
i £ - . < BT ity S P
ge| B A4 T 2 I FRE/ ] YRR | AR MR | BAE | T
' 1 [ 1 R 1
1 1 1 1 [ i
1 1 1 t [N 1
) 1 1 I 1 ] 1
[ 1 1 t T T
) 1 1 5 [ 1
1 1 1 ] ot ‘
2 ] L s [ t
[ ] i ¥ T T
1 | i ] (] i
1 1 i ] (S t
1 1 | ' 8 !
i T T 0 [ T
1 1 ‘ ' [ f
1 1 ¢ ' Lo '
[ i 1 ] [ '
1 1 I 1 ] [ 4
1 1 r s to ¢
] t 1 1 [ '
' L : 3 [ t
T T € T T ¢
1 t t ' [ 3
] ] t ] ¥ 1 ]
1 1 L L L 1 1
1} 1 hereby declare that the foregoi including any altached, are true, correct and complete to the best of my knowledge and bdelief,
2} Personal Information Collecnon Statement
The information you provide to Fnlcon lnsumnce Company (Hong Kong) Ltd. is collected to enable the company to camy on business and may be used for the purpose ol (i) any insurance or financial related
product or service or any talion or renewnl of such product or service: (i} any claim or investigation ar analysis of such claim: and (if}) exercising any right of subrogation. The informalion
may be transferred 10 (|) any related company or any other company carrving on or reil refated busmrss oran mlermcdxar\ ora clmm or investigation or other service provider proudmg services
relevant {o insurance business for any ol the above or selated purp iy any fation, fedesation or similar ol {"Federation") that exists or is formed from time {o time for any
of the above or relaled purposes ar 1o enable the Federalion 10 carty ot ils re;,ulalon functions or such other functions that may be assigned 10 the Federation from time o fime and ore reasanably required in the
interest of the insurance industry or any ) of the Federation: and (jii) amy bers of the "Fedesation” by the "Fed fan® for any of the abmeur related purposes.
Moreover, Faleon Insurance Compnny (Hong Kong) Ltd. is hereby authorized to obtnin access to and/or to verifi any of your data wi ith the i ltected by the Federation from the i industey.

Yau have the right 10 obtain access 10 and 1o yequest correction afan\ personal information concerning voursel{hield by Faleon Insurance Caompany (Hong Kong) Ltd, Reguests for such access can be made 1o our
compliance officer (36/F.. The Lee Gardens, 33 Hysan Avenue, Cause: oy Bay, Hong Kong, Tel: 2232 2888 Fax: 2232 2799),
3) Consent
In accordance with 1he provisions ol the Personal Data (Privacy) Ordinance of Hong Kong. Uand on behalf of the Claimant* consent, by signing below, that the personal information of me/the Claimant* provided
By me/us* and held by Falcon Insurance Company (Hong Konag) Ltd, (whether conlained herein or olhenuse obtained) may be held, used, disclosed. released and transferved by Falcon Insurance Company (Hong|
Kong) Litd. to the parties and for the purposes mentioned in the "Personal Infi ion Collection Si
1) Authorization
a) 1 hereby authorize/and on behalf of the Claimant hereby authorize* () any denfist, doctor, hospital, clinic, or insurance company, govemment office or any organizalion or persons who has amy
records/knowledge/information of me/the Claimant® (whether medical or otherwise) to disclose, release or transfer 1o Falcon Insurance Company (Hong Kong) Led, or its representative such record, knowledge|
or information pertinenl to the claim herein and/or the disability resulting from the said claim: (i) Falcon Insurance Company (Hong Kong) Ltd. or any of iis appointed medical/para-moedical examiners or

laboratories 10 perform oral i medical and tests to evaluate the health status of me/the Clmmam 'm refation to (i) above.
B)  This authorization shall bind the successors and assignees of me/the Claimant* and remains valid notwithstanding death or i v. A ph it copy ol this authorization shall be as valid as the original,
*delete where appropiiate.
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Date i Signature of Insured Member Z{RAGE
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EMPLOYEE BENEFITS DIVISION {8 @F&%

Room 1007, Eastern Harbour Center, Tel [+ (852) 2507-0233 i A FU
No. 28 Hoi Chak Street, Fax [ : (852) 3160-4312 4 528 B
Quarry Bay, Hong Kong Website a‘\ﬁiﬁ. www.aaamedicare.com PNHRI1-S 1007 2
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INSTRUCTIONS REHR

L. This form is only for 1 claimant and can accommodate 6 claims only. Separate forms must be used for different claimants
(Member/Spouse/Child). (L& RN B RHAR 6 B EF - TRNBETFHA (BENEETFOBRIHEE
HRIRET - '

2. If the claimant is the Insured Member, please complete the column of ‘Insured Member’ only and leave *Claimant (if not Insured
Member)” blank. If the claimant is the Dependant, complete both columns. In both cases, this Form is to be completed by the

Insured Member.  HIRHEAGAATYREA » RAFEE "SR, —R < IEREATIERS AR "RRAL R
TREHEREA (JIRZRATR) o WM - hFSE LEFEEN THaREARS -

3. Original receipt of each claim bearing the following information must be submitted: (&) Date of Treatment; (b} Name of Patient;
{c) Amount of Charge; (d) Diagnosis; (e) Attending Physician‘s signature and Official Starp and (f) Name of the Clinic/Laboratory/
Hospital. —XRAE FEATRCBIRERDABAU TR () BERY OV FEEESL (K% () 2HER:
() TRBREREREE . (DB - LBFTBRCEE -

4. Tor Laboratory Test, Specialist Consultation, Physiotherapy/Chiropractor and Prescribed Medicines claims, the Attending Physician's
recommendation must be attached. FrE L5k « MRIFIRE - Y/ ERIGRRBE TE LS EPFIBNE XRBETEME -

5. This Form must be submitted within 90 days of incurring such expenses. Otherwise, claims will not be approved.
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6. This Form must be fully completed and signed and the information supplied on all receipts shou]d be clearly stated. Otherwise,
documents submitted will be returned for verification or other necessary actions.

SRBNFFHBARNHZERAEE - JURFTRCRRLREEER - SRR S SREES -

7. Documents returned must be re-submitted within 90 days of incurring such expenses. Otherwise, such claims will be declined.

HEREIZ AR HFENBR IR 90 BARERER - TRILSHE SR THNSE -

8. No benefit is payable for itemns and conditions listed under *‘EXCILUSIONS’ in the Policy.
FEREY " TRABHEE , MZEE TEEE2F -
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