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Individual Medical Insurance - Outpatient Benefit Claim Form
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Instructions 3§53

(1) Claim for Outpatient Benefit must be submitted WITHIN 90 days from the date of consultation/treatment
(unless otherwise specified in the policy).

(2) Please attach the original receipts issued by the doctor or certified true copy of receipts issued by other
insurers (applicable to such claim already reimbursed by another insurer). Each receipt MUST state the
following information:
= Full name of patient = Date of consultation/treatment = Diagnosis
= Breakdown of charges = Doctor’s signature & official stamp

(3) Unless otherwise specified in the Policy, doctor’s referral letter is required for Physiotherapist's &
Chiropractor’s Treatment, Diagnostic X-ray and Laboratory Test. Details of the referral letter requirement for
Specialist consultation, please refer to Benefit Schedule/membership guide (if any). The referral letter is valid
for six months from date of issuance.

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

(5) For Chinese Medicine Practitioner’s claim, please submit both original receipts and prescription.

(6) You may login our bolttech Insurance Customer Online Service via bolttechinsurance.hk to check your
processed claim records.
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(3) BRERS AR, MIBABEMA S AEIMARE » X MR A CEISAEE RELBENHESE - FRIFT
PHHBEEREE > BR2RRERNMEES| (1A ) - HEBEEEZEH ALt 6 EERNSABY ©

(4) ZRLYNEERYER Y BEBRELBE B REREZ IRIER o

(5) HEAERENBER EARTEINERES (BEhH=) °

(6) & RIBERFARH bolttechinsurance.hk B2 AR RIEE LA L IRFERE TEREENRELRF

Name of Policyholder : Policy no. :
REFRFB AR TREESERS :

Name of Employee/Member (English) :
B/ MBH®E (HX):

B E%4R5% Employee code : (¥R if applicable) EEIERE - Contact no.:
Name of Patient (English): ID Card/Passport no. of Patient:
L EWER (X ): ML ESNEE / LR

Proposed Claim Type (Please tick as appropriate): ##Fs5 > REER (FFREBIMN v 5F)

General ZiER! O Specialist 2}

YIRS R AT R B MESA R AT Physiotherapist’s & Chiropractor’s Treatment

HrBEE LT Chinese Herbalist/Bonesetter [0 X 1% K158 Diagnostic X-ray and Laboratory Tests
B8 > B8 Post Hospitalisation Treatment

( f£P% H #A Date of Hospitalisation: B From =To )

O Efth Others

Fff_EIE A USdEAEER No. of original receipt(s):

oooag
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If the consultation/treatment was due to accident, please provide &i2;8E =M 5I#E » $EiR(H -
Dateof Accident E4MNSEAERER: _ TimebBFRI:_ Place #hi®h:

Brief description 4% :

Are you making any other insurance claim for this claim? BRILLRZE » B N AT RBEMIRHERE ?

O No®BHE Original receipt will not be returned in any circumstances. If copy of receipt for other purpose is
needed, please make a copy before submission.
EEEIER TARREEAREE > NFEIAEREMALR > sFRIERAI BT IR ©

O Yes B ( Required information AEEIAEE )
Name of the Insurance Company {RE‘A B2 :

Policy No {RE35%H8 : Type of Policy 1REE48R] :
Please note that only the original receipt with unpaid claim balance will be returned for applying other claims.
If copy of receipt for other purpose is needed, please make a copy before submission.

B RROMARERERZ EARBUFFEMRE - MFRISFEMBE - SIR0ERZA BITREER

Declaration £BA

I/We have read, understood and accepted the Personal Information Collection Statement of the Company (“PICS”).
By signing below, I/We confirm this application and agree that the Company may use and disclose all personal
data about me/us that the Company currently or subsequently hold for the purposes as set out in the PICS, and |
understand | can scan the QR code below for review of the PICS or else | can request a copy of the PICS by calling
the Company’s Customer Service Hotline at 2603 9435.

AN/ HFICERE RAREIARATNREBABHZR- BB TER A/ RFIERILLRFLEERAF
FIIRBWEBAABRZRYIHZ BNEARKERAT BRI RFENREREA/HFIBAEEAER I
BEKRAPLIREUT B EE R QB NRERAABENER W] REARTNE P IRFHIR2603 9435 R
G ESEPNE L= R R

oin

Signature of Patient i EHE Date HEH :

(If the patient is a minor, the patient’s parent/legal guardian can sign on his/her behalf
EnEANE AITARE / 8 2HEAEE)
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Personal Information Collection Statement (“PICS”)

WEEA TR

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited's (the
“Company”) PICS. You can also request a copy of the PICS by calling the Company’s Customer Service Hotline at
2603 9435.

BREUT ZEBEERSRE (58 ) BRAR ([ A28, ) NKEBAABSHER - T REXARATNE
FARFSEER 2603 9435 ZREUNEE AN SR ERRIA

English 2204
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