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Medical Insurance - Outpatient Claim Form
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INSTRUCTIONS :

(1)

()

Outpatient Claim must be submitted WITHIN 90 days from the date of consultation /
treatment (unless otherwise specified in the policy).
Please attach the original receipts issued by the doctor or certified true copy of receipts

HEEZERIA CEARCEEMREATEEZH issued by other insurers (applicable to such claim already reimbursed by another
i5) o BRUWIBAESIBALTER : insurer). Each receipt MUST state the following information :

o MM EME o NEAHN/AERAE o HERE e Full name of patient * Date of consultation/treatment « Diagnosis
o WEIEEE BEFBREE * Breakdown of charges  * Doctor’s signature & official stamp
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(3)

Unless otherwise specified in the policy, doctor’s referral letter is required for
Physiotherapist’s & Chiropractor’s Treatment, Specialist’s consultation, diagnostic X-ray
and laboratory tests (referral letter is not required for Dermatologist, Ophthalmologist,
Gynaecologist, Orthopaedist & Traumatologist, Paediatrician and Otorhinolaryngologist
consultation.) Unless otherwise specified in the policy, the referral letter mentioned
above is valid for six months from date of issuance.

(4) BB EEYERCBEENEIDEECZEAR (4) For claim in respect of the purchase of prescribed medicines or drugs outside clinic,
BREWIBIER - please submit both Doctor’s prescription and original receipts from pharmacy.

(5) qﬂ%/uﬁﬁﬁz\m =X EARPERINERZES (BH (5) For Chinese Medicine Practitioner’s claim, please submit both original receipts and

=) prescription.

(6) FBETHMEIR - AQT RSFIRHEUIE 2 ZFERIAME (6) Please make copies as necessary. Certified true copies of receipts will only be provided
%ﬂﬁf@ﬁ?ﬁﬁ AREZA - for other insurance claim.

(7) &EATHERELEA https://www.fwd.com.hk 7*)\3%%}5,%@ (7) You may login our FWD Customer Online Service via https://www.fwd.com.hk to check
FRBEEETOHEENRELE (REANEE your processed claim records (applicable to group medical insurance policy).
BERRE) o
BEEARHE: : IREESRAS :

o . .PLK Group Medical Scheme s 1. 500006679
BB /| REM A (#X) Name of Employee/Member (English) :

(RiE AR EEERE For group insurance policy only)

{EE %Y Employee Code : N/A EFERE

(4N if applicable) Contact No.:

M2EHE (H & FE  EREE:
Name of Patient (Enghsh) : 1D Card/Passport No. of Patient :

BB RERR (B

RIEW I v 5%) Proposed Claim Type (Please tick as appropriated) :

O Ei@FR} General O =%} Specialist O Yp3EE RN & & #EOREED Physiotherapist’s & Chiropractor’s Treatment
[0 F B $T Chinese Herbalist / Bonesetter O X X425 & 1L 5 Diagnostic X-ray and Laboratory Tests
O P& Z 8B E Post Hospitalisation Treatment ({XF% B H Date of Hospitalisation : F§ From ZTo )

O EAth Others
M £ IEAUIE 2B No. of original receipt(s) :

S icATINSIE - FFRMH

Z M4 HER Date of Accident :

If the consultation was due to accident, please provide :

B Time: 2k Place :

#%38 Brief Description :

230AKZIZ1E DECLARATION & AUTHORISATION :

ANBRER EAATAR AR A o AAFRETEELE - Bk - RBRAFREE - AILGHIREBERAAGBRKE (BEETRRDIE - DEIERER
HR - BEHPRRER) RTEERBERQIA ([EF]) IHCEREZREA - ltt?ﬂ&izmlt A a'=;>&j3 °
EARBASACHE - BARESEFENREBEAERERR - KARSEEFEMEMTARE « B - ERNRBEMAERSANBAENNRENEME

B TREREEASRRAKR - AR SEETEEAAEAEREE T&?éi?'llﬁl%lﬁ])xﬁ*ﬂ%%ﬁﬁ%ﬁﬂ’]éﬂﬁ%&)\ (TREBBEAREINE) HREE

M EEREFER o RAMBUWEBAERZBIRITMA TR https://www.fwd.com.hk TEH K AJ @ EFH R ©

| hereby declare that the above information given is true and correct. | further authorise any physician, hospital, insurance company or organisation to furnish part of or all
medical history (including but not limited to information in respect of consultations, diagnostic test results, prescriptions or treatment) with respect to any illness or injury of
me to FWD General Insurance Company Limited (“FWD”) or its authorised representative. A photocopy of this authorisation shall be considered as effective and valid as the
original.

| confirm that | have read, understood and agreed to the Personal Information Collection Statement (“PICS”) of FWD. | agree that any personal data and other information
relating to me or my policy(ies) collected, generated, compiled, or held by FWD by any means from time to time may be utilized in accordance with the PICS. | agree that FWD
may transfer, disclose, grant access to or share my personal data within or outside Hong Kong to the types of transferees set out in the PICS. | understand that the updated
version of the PICS is available for download https://www.fwd.com.hk and is made available upon request.

T2 B SE Signature of Patient : HEf Date:
(ERMZEENE BTHRE / GEEEARESE If the patient is a minor, the patient’s parent/legal guardian can sign on his/her behalf)
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FWD General Insurance Company Limited

9/F., FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong
T3123 3123 F 2850 3003 www.fwd.com.hk

Agent: Superfree Insurance Services Company
Sheung Wan PO Box 33789, HK. 0 0 O 0O OO 337890

Tel: 5400 2340 Fax: 3005 4969 edprof@superfreehk.com EB-OP 01.2018


Superfree
打字機文字
保險代理: 山明保險服務公司
Agent: Superfree Insurance Services Company
Sheung Wan PO Box 33789, H.K. 香港上環郵箱 33789號
Tel: 5400 2340  Fax: 3005 4969   edprof@superfreehk.com
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