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(If the patient is different from the Employee,
please complete the following part.)
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1/We further hereby authorize: (1) any employertde, hospital, clinic, insurance company, governtfice or any organization or person who hasay hereaér have any record, knowledge or information ofua
(whether medical or otherwise) to disclose, releaseansfer to the Company or its representatig secord, knowledge or information pertinenthis application and any reinstatement or claiisiag therefrom; (2
the Company or any of its appointed medical/paracaéeéxaminers or laboratories to perform the nsagsmedical assessment and tests to evaluatedtd Istatus of me/us in relation to this applaator insuranc
and any reirtatement or claim arising therefrom. This authdiizashall bind the successors and assignees afsraetl remain valid notwithstanding death or incépaA photocopy of this authorization shall bdiat

as the original.
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I/We also confirm that the claims settlement infatimn regarding myself/ourselves may be releasedyfour Employer by Hong Kong Life Insurance Lindite
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Signed Date (D/M/Y)
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1/We further hereby authorize: (1) any employerctde, hospital, clinic, insurece company, government office or any organizatioperson who has or may hereafter have any rekomiyledge or information of me/t
(whether medical or otherwise) to disclose, releasgansfer to the Company or its representativd secord, knovedge or information pertinent to this applicatiowl @ny reinstatement or claim arising therefrom
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Instructions IFi_-—h

This form is to be completed in BLOCK LETTEReparate forms must be used for different patients.
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Claim(s) submitted withiB0 days from the date of treatment. Otherwise, the claivilisbe declined for reimbursement.
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Original receipt for each consultation bearimg following information must be submitted: (a) ®af consultation; (b) Name of patient; (c) Ambahcharge
and (d) Diagnosis. The receipt must bear the ditgrdoctor’s signature and stamp.

B VR I ST (PR COPfRIEE - (PRI O )P RIEST0R « DFE B w0 HI

Attending doctor’s referral letter must be sutbeadi with this form if you are claiming for SpedslConsultation, X-ray & Lab. Test, Physiothera@jropractic
treatment and Prescribed Medicine reimbursement.
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For Internal Use Only

Type

No. of Claim(s)

Incurrent Amount

Paid Amount

ubSotal Amount

General Consultation

Chinese Herbalist and Bonesetter

Specialist Consultation

X-ray & Lab Test

Total Paid Amount (HKD)
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Original receipt for each consultation bearimg following information must be submitted: (a) ®af consultation; (b) Name of patient; (c) Ambahcharge
and (d) Diagnosis. The receipt must bear the ditgrdoctor’s signature and stamp.
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