Medical Insurance - Dental Claim Form m
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Part I - To be completed by the Patient (or parent if patient is a minor)
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No. of original receipt(s) attached B4 % Hi > TE AR SR ( ) & -

Employer/Policyholder: Policy No.:

BE/MREREFA PREEHRAS

Name of Employee/Member & &/xk & #E4: Employee Code & & #m%%:

(For group insurance policy only i 55 BB £ 1%) (if applicable #113# ff)

Name of Patient: ID Card/ Passport No. of Patient:
PN = N B (7 55 R T

Return original receipt(s) after claim settlement:

BEMESERE - TREIEANE : O No & O Yes 2

If the consultation was due to accident, please provide: IR ESNS[HE » FE2 (L

Date of Accident =4} %4 H#H:

Time fg:

Place #h:

Brief Description #%i :

[ (2) Other Dental Treatment H:fth 7 f} i4 %

Please complete part I only for claim type (1) and both Part I & II for claim type (2).
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Claim Type: B{g#8%] O (1) Routine Oral Examination (including Scale & Prophylaxis) 17 [zt & (G145 e o K FaFG A

%)

DECLARATION & AUTHORIZATION i) K2 1% hE:

I hereby declare that the above information given is true and correct. I further authorize any physician, hospital, insurance company or organization 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 or its authorized representative. A photocopy of this authorization

shall be considered as effective and valid as the original.
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Signature of Patient Jj5 A %% Date H#H:
If the patient is a minor, the patient’s parent / legal guardian can sign on his/her behalf % A %4/ & » o] 5K | SFEZEN #E

Signature of Parent / Legal Guardian: Relationship:
FER/IGHEREAN N

Notes : F&

(1) Please return the completed claim form together with the original receipt to the Company.
GHIHZ A I o A IE WA K2 A -
(2) All original receipts must bear the clinic's chop and doctor s signature.
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FWD General Insurance Company Limited

7/F., FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong
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Part II - To be completed by the dentist
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Name of Patient: Policy No.:
PN PREESRAS
Please mark teeth treated on the following chart.
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L Date of Service Tooth N No. of Particulars Charges
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Is the above condition arising from congenital condition?
DA IR S B RIEER 2
O Yes 2 O No #
If No, please state the cause of the above condition.
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Dentist’s Name: Address:
RIS EMA Hoht
Telephone:
ek
Signature of Dentist and Chop Date
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