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1) I hereby declare that the foregoing statements, including any statement attached, are true, correct and complete to the best of my knowledge and belief.
2) Personal Information Collection Statement
The information you provide to Falcon Insurance Company (Hong Kong) Ltd. is collected to enable the company to carry on insurance business and may be used for the purpose of (i) any insurance or financial related
product or service or any alterations, variations, cancellation or renewal of such product or service; (ii) any claim or investigation or analysis of such claim; and (iii) exercising any right of subrogation. The information
may be transferred to (i) any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claim or investigation or other service provider providing services
relevant to insurance business for any of the above or related purposes; (ii) any association, federation or similar organization of insurance companies ("Federation") that exists or is formed from time to time for any
of the above or related purposes or to enable the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the
interest of the insurance industry or any member(s) of the Federation; and (iii) any members of the "Federation" by the "Federation” for any of the above or related purposes.
Moreover, Falcon Insurance Company (Hong Kong) Ltd. is hereby authorized to obtain access to and/or to verify any of your data with the information collected by the Federation from the insurance industry.
You have the right to obtain access to and to request correction of any personal information concerning yourself held by Falcon Insurance Company (Hong Kong) Ltd. Requests for such access can be made to our
compliance officer (6/F., DCH Commercial Centre, No.25 Westlands Road, Quarry Bay, Hong Kong. Tel: 2232 2888 Fax: 2232 2799).
3) Consent
In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, I/and 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 Kong) Ltd. (whether contained herein or otherwise obtained) may be held, used, disclosed, released and transferred by Falcon Insurance Company (Hong
Kong) Ltd. to the parties and for the purposes mentioned in the "Personal Information Collection Statement".
4) Authorization
a) I hereby authorize/and on behalf of the Claimant hereby authorize* (i) any dentist, doctor, hospital, clinic, or insurance company, government office or any organization or persons who has any
records/knowledge/information of me/the Claimant* (whether medical or otherwise) to disclose, release or transfer to Falcon Insurance Company (Hong Kong) Ltd. or its representative such record, knowledge
or information pertinent to the claim herein and/or the disability resulting from the said claim; (ii) Falcon Insurance Company (Hong Kong) Ltd. or any of its appointed medical/para-medical examiners or
laboratories to perform necessary oral examination, medical assessment and tests to evaluate the health status of me/the Claimant *in relation to (i) above.
b) This authorization shall bind the successors and assignees of me/the Claimant* and remains valid notwithstanding death or incapacity. A photostatic copy of this authorization shall be as valid as the original.
*delete where appropriate.
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INSTRUCTIONS REHT: :

1. This form is only for 1 claimant and can accommodate 6 claims only. Separate forms must be used for different claimants
(Member/Spouse/Child). JtZeks S FIHY— (i G 1B AR 38 AR 6 JRIG (B FRGE - TEIEIEEMREEA (ZIRAMCE T 20T 0Bk
FIRE -

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.  AEEEHFEATIZERA - RFEERE 2R —W - WRSEREAEE - FEE T 2R K
TIGEREEA (AEZRARE) | Rl o IFASHE LRI MmN EE -

3. Original receipt of each claim bearing the following information must be submitted: (a) Date of Treatment; (b) Name of Patient;
(c) Amount of Charge; (d) Diagnosis; (e) Attending Physician‘s signature and Official Stamp and (f) Name of the Clinic/Laboratory/
Hospital. {5 —EEH{E FHEE TR BB IEA LA LU TER - (@ ZERH 0 HHELESR S (o I#E 5 (d) ZETER
(o) TReBAEEENER . (D2 - sk 241 -

4. For Laboratory Test, Specialist Consultation, Physiotherapy/Chiropractor and Prescribed Medicines claims, the Attending Physician‘s
recommendation must be attached. A {LEs - ERIFTRZ - WEY BRIAE fi 7% IHE R ETITHE E28 R8N E -

5. For Chinese Herbalist claims, the following documents must be submitted: (a) original receipt and (b) prescription.
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6. This Form must be submitted within 90 days of incurring such expenses. Otherwise, claims will not be approved.
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7. This Form must be fully completed and signed and the information supplied on all receipts should be clearly stated. Otherwise,
documents submitted will be returned for verification or other necessary actions.
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8. Documents returned must be re-submitted within 90 days of incurring such expenses. Otherwise, such claims will be declined.
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9. No benefit is payable for items and conditions listed under ‘EXCLUSIONS’ in the Policy.
1EfREZ T A2 RIEERE . RZHE A EREZY -



