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OUT-PATIENT CLAIM FORM

EHEEFIR2 R B4 Note for filling an out-patient claim form

1 IEHERFES ARSI R EE - W% 90 H S IEAS M S = (R ATR A SRR ORI - WaiiE s SR bir £ » RIEFFHA B2 -

This claim form should be completed & signed before submitted to Medical Insurance Department of Luen Fung Hang Insurance Company Limited together with original bill(s)/receipt(s)
within 90 days from date of loss, NO reimbursement will be made for late submission or insufficient information provided.
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Original bill(s) and receipt(s) for the claimed expenses must be attached showing the date of treatment, patient’s name, dlagnosis, and the attending physician’s stamp and signature.
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Claim for expenses incurred in Specialist, Physiotherapist, X-ray & laboratory or Prescribed Drugs must be supported by attending physician’s prescription and/or referral letter or Hospital
Certificate together with claim documents.
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In certain circumstances, more information which included but not limited to treatment details and Chinese medicine prescription may be required to process the claim. Any charge for
medical report, referral letter, certificate or administration fee is Insured’s responsibility.
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Name of employer/policyholder Policy no.
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Name of insured staff/member Insured staff/member no. or Certificate no.
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1.D. Card no. of patient Name of dependent (if patient is a dependent of insured staff/member)

B AFRE S 2R HoApth (B A TV B e #E] 2 Is the patient presently insured for medical benefits with other insurer?
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Yes, please state name of insurance company & policy no. / No
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If you submit Electronic Medical Receipt from Hospital in Mainland China, the following declaration must be completed or else the receipt will not be processed.
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I (Name) declare the electronic receipt(s) issued by (Name of Hospital in mainland China)
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this claim with receipt number has not ever been filed a claim or apply subsidy from any insurer or other organization

other than Luen Fung Hang Insurance Company Limited.

'i://\‘ A e
Date g;?;i%?tation SAEIE) W E
(H dd/H mm/4E yyyy) Type of Treatment Receipt Charges
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GP = General Physician’s Consultation ¥ ##f} / SP = Specialist Consultation #F} / CHB = Chinese Herbalist & Bonesetter 1% fz[k§] / PHY=Physiotherapist #J#;5J% / LAB = X-Ray & Lab X J{: K AL-Eg /
DRU= Prescribed Drugs & Medicine [z 7749
# AT R SR A S e B AT RS > AT EUFSRE 2T R iE Doctor Referral Letter or Hospital Certificate with clinical diagnosis to be attached.

* JEI PSR T (N A RS EEY) 4 RE R B &) VRN DA 2 sEHEEE#E S Doctor’s prescription with drug name and dosage, purchase from outside pharmacy to be attached.
DL AR bR (5 KRR DUGHI R 2 B AR BE (662K Byt » The above information is for reference only, the final decision on the claim(s) will be subject to policy coverage, terms and conditions.
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DECLARATION AND AUTHORIZATION

I/We hereby declare that to the best of my/our knowledge and belief the above statement and particulars contained herein are in all respects true and complete and are made
without reservation of any kind. I/We agree that any of my/our/the Insured’s personal information collected or held by Luen Fung Hang Insurance Company Limited
(hereinafter called “LFH”) (whether contained in this claim form or otherwise obtained) is provided and may be held, used and disclosed by LFH to
individuals/organizations associated with LFH 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 business) 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 LFH or its authorized representatives 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 notwithstanding 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 original.

I/We understand that all the related documents should be handled by the HR Dept. of the organization/company where the Insured Staff/Member work, whether the claim
will be reimbursed or not. I/'We understand and agree to the “Personal Information Collection Statement” attached in this claim form.
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Patient’s / Insured Staff’s/Member’s Signature (For patient whose age is below 18, insured staff’s signature is required) Date signed (dd/mm/yyyy)
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L Tel : 28700033 B {#E Fax : 28700088 BETEFE Email: imed_eng@luenfunghang.com  4dii: Website: http://www.luenfunghang.com
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Personal Information Collection Statement

The information you provide to Luen Fung Hang Insurance Company Limited ("the Company") is collected to enable the Company to carry on insurance business
and may be used for the purpose of:

1.processing and evaluating your insurance application and any future insurance application you may make; 2.administering your insurance policy and providing
services in relation to your insurance policy; 3.analysis or investigating, processing and paying claims made under your insurance policy; 4.invoicing and collecting
premiums and outstanding amounts from you; 5.any alterations, variations, cancellation or renewal of any insurance related product or service; 6.contacting you for
any of the above purposes; 7.exercising any right of subrogation; 8.other ancillary purposes which are directly related to the above purposes; and 9.complying with
applicable law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes, investigations by policy or other government or
regulatory authorities in Macau or elsewhere; including but not limited to FATCA and the IGA.

The Company may disclose your personal data for the above purposes to the following classes of transferees who may be located in Macau or outside of Macau:
1.third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist us to carry
out the above purposes (including medical service providers, emergency assistance service providers, telemarketers, mailing houses, IT service providers and data
processors); 2.in the event of a claim, loss adjudicators, claims investigators and medical advisors; 3.in the event of default, debt collectors and recovery agents;
4.insurance reference bureaus or credit reference bureaus; 5.reinsurers and reinsurance brokers; 6.the Company's legal and professional advisors; 7.any financial
services provider “industry association or federation”. 8.any related company or any other company carrying on insurance or reinsurance related business or an
intermediary or a claims or investigation or other service provider providing services relevant to insurance business for any of the above or related purposes; 9.the
Monetary Authority of Macao; and 10.government agencies and authorities as required or permitted by law.

The Company is hereby authorized to obtain access to and/or to verify any of your data with the information collected by the “industry association or federation”
from the insurance industry. Moreover, the Company may also use and disclose your personal data otherwise with your consent.

Use of Personal Data in Direct Marketing

The Company intends to use the data subject’s data in direct marketing. The Company will comply with the provisions of the Lei da Protec¢do de Dados Pessoais.
If you do not wish the Company to use or provide to other persons your data for use in direct marketing, you may exercise your opt-out right by notifying the
Company, or # tick the box below;

[ Iobject to the use and provision of my personal data for direct marketing purpose, and do not wish to received any promotional and direct marketing materials.

The person to whom requests for access to data and/or correction of data and/or for information regarding policies and practices and kinds of data held are to be
addressed to the Company at N0.398 Alameda Dr. Carlos D’ Assumpgao, Edificio CNAC, 4° Andar, Macau.
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For enquiring of the claims status and policy coverage, please follow “Ifhinsurance” official account in WeChat
and login “iMed” enquiry system.

BE={Aad FEHAGHERR Luen Fung Hang Insurance Online Enquiries website :
ive https://imed.luenfunghang.com/omiq/login.jsp
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