
Medical Insurance - Dental Claim Form

-

DECLARATION & AUTHORIZATION :

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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