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OUTPATIENT CLAIM FORM P2 RIEFHE [ ] Outpatient Claim
[ ] Dental Claim

Please read the instructions at the back FEFEfE~
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DECLARATION & AUTHORIZATION E2HE B fohEss -

| hereby declare that all the information given is true and correct and no relevant information has been omitted.

| agree that your Personal Data Policy, a copy of which is available upon request or from www.hl-insurance.com, shall apply. | agree that all
my personal data will be subject to such Policy (as may be amended from time to time). | authorize you to provide to and collect information
about me (and my dependents if any) in connection with this Claim Form from any other member of the Hong Leong group or any other
organization, institution or person relevant to your business, including other insurance companies, credit agencies, financial institutions,
healthcare related entities etc., and to compare such information with my personal data, and to use the results for taking of any actions that
may be adverse to my interests. | understand that | am entitled to request access to and the correction of my personal data so held by you.
Such request shall be made to your Data Protection Officer. A reasonable fee may be charged by you for processing such request.

| authorize any hospital, clinic, physician, insurance company, service provider or other person or organization that has any records or
knowledge of me or my health, insurance or claim history to furnish to your company or your authorized representative, any and all personal
data and other information with respect to any illness or injury, medical history, insurance or claim history, consultation prescriptions or
treatment and copies of all hospital, medical or other records concerning me. A photostat copy of this authorization shall be considered as
effective and valid as the original. Your issue of this claim form does not signify your acceptance of any claim.
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Date Signature (Patient or Parent if a minor)
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Hong Leong Insurance (Asia) Limited e Room 807-10, 8/F, Island Place Tower, 510 King’s Road, North Point, Hong Kong
Tel: (852) 2230 9900 o Fax: (852) 2533 7548 e Website: www.hl-insurance.com GMOP(1010)



IMPORTANT NOTES:
EEEH

1. Please print all answers.
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2. This form is to be completed by the Insured Employee and separate forms must be used for
different patient.
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3. Original bills and receipts for the claims expenses must be attached showing the date of treatment,
patient’s name, diagnosis, and the attending physician’s stamp and signature.
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4. Claim for specialist consultation, physiotherapy, chiropractor, expenses incurred in buying
medicines/drugs and /or claim for undergoing X-ray examination/laboratory tests must be supported
by the attending physician’s prescription and/or recommendation and the original bills/receipts from
the pharmacist and/or laboratory.
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5. Claims must be submitted within 90 days after the consultation date.
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