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DECLARATION AND AUTHORIZATION

I/We hereby declare that to the best of m%l//our knowledge and belief the above statement and particulars contained herein are in all res%ects true and complete and are
made without reservation of any kind. 1/We agree that any of my/our/the Insured’s personal information collected or held by Luen Fung Hang Insurance (whether
contained in this claim form or otherwise obtained) is F/{owded and may be held, used and disclosed by the Company to individuals/organization associated with the
Company or any selected third party (within or outside Macau, including reinsurance and claim investigation companies and industry associations/federations and other
service provider providing services relevant to insurance busmess) for the purpose of processing this claim.

I/We further authorize any organization, institute or individual that has any records or knowledge or my/our/the Insured’s health and medical history or any treatment or
advice and that has been or may hereafter be consulted to disclose to Luen Fung Hang Insurance or its authorized ref)resentatlves such information which is/are relevant
to the settling of this claim and/or the Insurer’s rights of recovery. This authorization shall bind my/our/the Insured’s successors and assigns and remain valid
nﬁ)ththstarlldlng my/our/the Insured’s death or incapacity in so far as legally possible. A photocopy of this authorization shall be considered as effective and valid as
the origina

I/We understand that all the related document should be handled by our HR Dept., whether the claim will be reimbursed or not.
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