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INSTRUCTIONS ZithH

1. This form must be/comjeleted by the employee and signed by the patient and then submitted within 60 days of incurring such expenses. it 4/EH SIS IF
NBEZ » WK EANTRANER -
2. Ong|nal rece Eé)ts from the phy3|C|an must be submitted to dether with this claim form. Each receipt must show the following information: Fff 35 [F] A HH 3 2B 20 MU B R TE
4=z 9@&1‘)@%2@*“557“? #h
(a) Date of consultatlon ZhEH
(b) Name of patient ‘fﬁ)\ﬁé%
(c) Amount charged g
(d) Diagnosis P N . »
The receipt must bear the physician's stamp and signature. FRIEIENEN 2B A GERER -
3. Medical Certificate or Sick Leave Certificate with diagnosis treated E3E51|HHF2HT 2 R E & B8 A= 28 B (S I 2
[For medical consultation in the General Out—pahent clinic, ;%ec:lahst Out-patient clinic or Accident & Emergency Department under Hospital Authority]
D A B A B i - e P20~ RIS e 2
4. Original Prescription List [For medical consultation of Chinese Herbalist] tf2#j /7 1E A< [ A B 22 4E]
5. Any claim for expenses incurred for Diagnostic X-Ray & Laboratory Tests, Chlropractor Treatment, Pbysmtherap or S ecialist Consultation r must be su orted with a
referral letter together with the dla?o&s from the atténding physician. (L2 ET Xk K ALER ~ A% - 1) FEVE R AR BBE RS WA &BHEE“‘
AEHRITE H 2B R ERIHE T
6.  Any claim for expenses incurred for “Prescribed Drugs & Medicines” must be supported with a prescription letter from the attendlﬂﬁ;%ghysmlan Name of patlent date of
issue, dlagn03|s name of the medlcmeﬂ@rescrlbed dosage and duration must be clearl stated on the presc iption Ietter {Ffaf T IR FTEEY) | (HERRAREME
Pl ) 2 RIE RS - B F 2 M R T (5 A —DRIEAE - F 7 AME R 8 SR A% ~ BT 8 ZIRAE ~ B2V A~ B EAIIR RS
7.  Separate claim form must be completed for each patient. {775 A LI ES ([ B HF5E -
8.  Return all original receipts after claim processing? [ (& #5214 55:E [0l A B IEA? [1Yes & [INo #&
Name of Employer (Policy Owner) {34 ((R85FE ) Policy No. {rE5E
Name of Employee {&&#:# Age E# H.K.1.D.Card No./Membership No. 75 {7335 555/ & 25505
Name of Patient (If other than Employee) % A#k% (W1FEES) Age iy Relationship to Employee Ei{& £ i3
Date of Consultation 224 H 1 Amount g For Special Consultation
No. EE g L - ! . TR BRI A 2 FOR OFFICE USE ONLY Z:F]#fH
Day H | Month A Year 4 Dollars JC Cents 77 |please put atick [v] below 241 5122k &I v/
1.
2.
3.
4.

Total: #i#H :

DECLARATION AND AUTHORIZATION #HH KA
The claimant (I/We) hereby declare, agree and understand, as the case may be, as evidenced by mylour signature(s) hereunder, that:
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1.

All the foregoing statements and answers in this claim form together with those in any required medlcal examination, questionnaire, amendment or other document signed by me/us in connection with this claim application
are full, complete and true. I/We also understand that in the event of doubt as to whether a fact is material, it should be disclosed here. Sun Life Hong Kong Limited (including its successors or assigns, the Company)
may be unable to process this claim application if I/we fail to provide any information required to this application.
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. 1/We fully understand that the Company is not bound by any statement which I/we may have made to any person if not written or printed here.
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. The personal information of employees, members and dependents held by or on behalf of the Company (whether contained herein or otherwise obtained and including personal |nformat|on obtained after the date of this

Appllcatlon) 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 below.
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Personal Information Collection Statement
Any personal information collected or held by or on behalf of the Company (whether contained in this Application or otherwise obtained) may be held, used, disclosed and transferred by the Company to individuals,
companies or organizations associated with the Company or any selected third parties that the Company may consider necessary or advisable, including those carrying on financial services, insurance or related
businesses (within or outside of Hong Kong, including reinsurance and claims investigation companies, professional advisors, intermediaries, industry associations/federations, medical services providers, facilities
and other services providers relevant to insurance business), for the purposes of (i) processing this Application, (ii) providing insurance and related services, and after-sale services for other financial products
and services, (iii) direct marketing and/or data matching for promotional purposes with or without monetary gains and (iv) carrying out regulatory functions and communicating with me/us for such purposes and
all other directly related purposes. The Company is hereby authorized to obtain access to and/or to verify any of my/our data with the information collected from the insurance industry by any association, federation
or similar organization of insurance companies. |/We understand that the information I/we give is on a voluntary basis. However, failure to supply information may result in the Company being unable to process
my/our Application. In accordance with the terms of the Personal Data (Privacy) Ordinance, the Company has the right to charge a reasonable fee for the processing of any data access request. 1/We have the
right to obtain access to and to request correction of any personal information concerning me/us held by the Company. Request for such access can be made in writing and addressed to: Group Insurance
Administration, 8/F, Sun Life Tower, The Gateway, 15 Canton Road, Kowloon.
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. I/We further authorized: (a) any doctor, hospital, clinic, insurance company, government office or any organization or person who has any record, knowledge or information of me/the Insured (whether medical or otherwise)

to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent to this Application; and (b) the Company or any of its appointed medical/paramedical examiners or
laboratories to perform necessary medical assessments and tests to evaluate the health status of me/the Insured in relation to this Application. This authorization shall bind the successors and assignees of me/the
Insured and shall remain valid notwnhstandlng death or incapacity. A photostatic copy of this authorization shall be as valid as the original.
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Date Hi#lfl: Signature of Patient J&§ A %% (*):
(*) In the event of the patient whose age is less than 18, this part should be signed by the insured employee. ER N AT /URLAT - RS ARZREEEE -

EARHFEE P OGRS FOOR (= RN E EI > —YSCE LSOO -

Customer Service Centre & PR Sun Life Hong Kong Limited 7 # 7k W 4 il 47 FRL 2\ 7]
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