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WIN HELPER OUTPATIENT CLAIM FORM ZEM2RERERK

Claim Notes REEIEEH
1. This Form is applicable to outpatient claim. 1. WEEREBERNRFIRZERE -
2. Each Claim Form is for one Claimant (Patient) only. 2. FERREERIB—ZEEAGA)
3. This Form must be submitted within 30 days of incurring such expenses. 3. B % 30 HNIEAS I EFEN -
Claim Procedures RERT
1. Attach the Original receipt(s) issued by the doctor or certified true copy of receipt(s) issued by 1. Bf S S S TEA S M R A S8 KIS B RIA (W) - 555
other insurers (if applicable). Each receipt MUST state the following information: HQ#;?AZ\?E%J%L‘XT‘S*SM*
u Full name of patient m Date of consultation / Date of treatment m Diagnosis - %thi% u 2 AR A u AT  UCETEE R

m Breakdown of charges  m Doctor’s signature and official stamp m Name of Clinic/Hospital - B TR R u SHRE Y 2T

2. For outpatient visits in public hospital/clinic, please attach the original receipts together with a copy .. e N . _ F— .

of medical certificate / sick leave certificate with specified diagnosis or discharge summary. If no 2. :'5mJ:Hi%ﬁ?ﬂmiﬁ"éﬁﬁmL{ﬂiﬁz‘:&l}ﬁ)ﬁ%ﬁ»ﬁ%mg/ KEH?IT / %ﬁf&ﬁ%

diagnosis is provided by the doctor, the Claimant (Patient) is required to supplement the exact BRI - B ERA IR A - REAGE VAR RS BT

diagnosis (e.g. Hypertension) on the abovementioned documents and confirm with a signatory. FETFHFIERRE (G140 =) S EEhERR -
3. Complete and sign this Form. 3. EFWEREEREES -
4. Provide copy of claim settlement advice from other insurers, if applicable. 4. WUEH > SR IEA AR T 2 S S B R R A o
5. Please tick the appropriate box if certified true copy of receipt is required. Falcon Insurance 5. MERIUEEZ EFEIA » SHEEEHNE LY 5 - WET ABER R SR

Company (Hong Kong) Limited will retain the original receipt for record purpose. (ﬁ;‘%/);gllﬁﬁﬂ 5 : - )
Policy No. {REi5FHE Policyholder Name {#EE £ A A #4784
Insured Person & {g A
Name #:% Type of Personal Identification Document and Number S-{73 25 HH Sz (455 7| K 575
Surname #: Other Name %4 (Please tick the appropriate box =% A #45 &N _E v 5E)

o HKID Card No. Fi# 5 {7:55%5 o Passport No. EHE5EHE
No. 4R5% Date of Treatment Amount Incurred Type of Claim (Pleasev')
ZiaHM RifeH FIEEH GEHV)
(DD/MM/YY) GP's Consultation Dental Others (Please specify)
B R ERE CRad HEEEEH)

Post-hospitalization follow up visit Hf51% > fR#EE 2 oYesiE oNo#&
Date of hospitalization {:fE Hi :  From (DD/IMM/YY)  to & (DD/MM/YY)

o Return certified true copy of receipt(s) after claim processing. AR [EIE Z LT EIA - FHRNJTHRAE EV 5k -

Declaration and Authorization B RIS

1.

2.

| hereby declare that the foregoing statements, including any statement attached, are true, correct and complete to the best of my knowledge and belief. A< \GEAELERET » DL_EAralt— U EARIE A A PR A S E
RS - f Ry 58 S FIECHE -

Personal Information Collection Statement

The information you provide to Falcon Insurance Company (Hong Kong) Limited (“the Company”) 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 alternations, 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; (i) 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, the Company 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 the Company. Requests for such access can be made to our Data
Protection Officer (Suites 307-11, 3/F, Cityplaza Four, 12 Taikoo Wan Road, Taikoo Shing, Hong Kong Tel.: 2232 2888 Fax: 2232 2899).
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> BEZEREAHEROIT ¢ (i) ITEEM R - ZFEER TR T © () ERTARNAE - ST EME EEIRE S AR A E » SEBRESEES AR T SR B E s A R R R - DUEE]
FEA]_EAREAR E Y (i) B EOREE L A T R B A 7 i & b Er SO R4, (i) - DUEER(ERT_EAsA R H Y - SROME "B ST H R ERAE - SRHAER CRIRSE SR i E” & BRI RRHE S
HESRTIRT “WhE” (G ¢ R (i) Z0EE e BT E B 988 0 DUERIE_LAsER H 9 © AN » [EIIRAEST AT e (EpRBRsE R B | BUZHE TR 4
R R EORE Bl P A SRR AR TR AR » AT AL S RORMRE T (BB 12 S s 0usl] 31 7-11 % Fi5h © 22322888  {#IT : 2232 2899) 2t -

. Consent & Authorization

In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, | / 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 the Company (whether contained herein or otherwise obtained) may be held, used, disclosed, released and transferred by the Company to the parties and for the purposes
mentioned in the “Personal Information Collection Statement”. | hereby authorize / and on behalf of the Claimant hereby authorize* (i) any 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 the Company or its representative such
record, knowledge or information pertinent to the claim herein and / or the disability resulting from the said claim; (ii) the Company or any of its appointed medical / para-medical examiners or laboratories to
perform necessary medical nent and tests to evaluate the health status of me / the Claimant* in relation to (i) above. 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)

[ Rt
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BIRERSE AN ERERENFERA S RASEREAARAN | REAZEAEE (Rt S R ERASSEMR AT - sk T~ SRR
T WERE A TR PR R A - MRS R Z R o A AGEILIRAE / SEIL AR BRI () (AR I RN ~ BT~ 2T PR E] ~ BURERPTECH MR K
At FSRAFRHERTET AN AN [ REAZE = (i) FTAFIHHSEE 2 B A N\ BBULERPTE AN | RO TS () A2 SRR E RALE o IS AN | RPN Z @R R 2
NSFELIHT] » EMEAEAN [ RN B 1T RAE 1% 0 G e HIRREE ZRIA > BLEARRAR - (AR M)

Date Hi (DD/MM/YY)

Signature of Policyholder
TRERFAEAHE

If there is any discrepancy between the English and Chinese versions, the English version shall apply and prevail. 3 S fi A8l oz A > R0 (R 5 5 > LI SE R A B2t o
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