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Luen Fung Hang Insurance F{HE#R5E Claim No.

s 4 HiH Received Date
FREHEHR :
DENTAL CLAIM FORM
B35 R 28851 Note for filling a dental claim form

L HEE RIS AR S AR SRR £ 0 REFFHE A2 -
This claim form should be completed & signed, NO reimbursement will be made for late submission or insufficient information provided.

2. JHEERREAN I REEE - WA STERARRaRE 90 RINFER - FRZIRAH A HBEIDER HiE %R
This form is applicable to dental treatment claim only, and submit within 90 days from dental treatment completion date. Each claim form is for one Insured
(Patient) only.

3. IR ORI AIRA FIA R Z R AR IR 2 &k RO SRR HA R E A - (B eRHE G - SYESTBE AR ZRABTT
HRIE -
Luen Fung Hang Insurance Company Limited is entitled to request for the Insured (Patient) provision of further information and documents or completion of other
specific claim forms. Any charge for medical report, referral letter, certificate or administration is insured’s responsibility.

4. SEIS b AR A IR IE A SRl Bt b A Bl S B RIA (ER) - ERIUEXRFIFILL T &R
AJHNZOR NS BIGFEHW CUEIHENRY DAREEFERER
Please attach the original receipts issued by the dentist or certified true copy of receipts issued by other insurers (if applicable). Each receipt MUST state the following
information: A. Full name of Patient/Insured B. Date of treatment C. Breakdown of charges D. Dentist’s signature and official stamp.

-2 e B/ EIEE PART I - To Be Completed by the Insured Staff / Member

BE / (REFRA AL PRELEEHS

Name of employer/policyholder Policy no.

ZIRES / AL ZIRES /| IR IRg RS E R

Name of insured staff/member Insured staff/member no. or Certificate no.

o AS1IEE S B NG NEI = E35))

1.D. Card no. of patient Name of dependent (if patient is a dependent of insured staff/member)

LRI REEEE SR —EE/N5 |21 2 Was the dental treatment a result of an accident? [] & Yes 17 No
= TR REIMERN If yes, this accident related to :  [] 3ZiEEA Traffic ] TAEES Work [ HAth Others
SN (HH I B59) SEATHILES =08 GG
Date & Time of accident (dd/mm/yyyy hh:mm) Place details Responsibility
AL NE

Brief description of the accident
2. RSB IER T AR S H IS {E? Are you making any other insurance or compensation claims as a result of this treatment?
[J 75 No s (BN FARSGREIEAIE - MFEEIAEEARRE > s5RIEZCAT BT TREINEE -

Original receipt will not be returned in any circumstance. If copy of receipt for other purpose is needed, please make a copy before submission.

[ /& Yes : (QZHIEET) (G ACIES TRELSE] IRELSRHS
(Required information) Name of insurance company. Type of Policy Policy No.

[ FERBEIEARWES - 55 %‘R}EIEIW AR Z IR DU R AUR B 35 HA R - AREC 2 BIE - IEAUER AR -
WIFFHEANEEM AR - SRS B TR ENUE -
Return the original receipt. Please note that original receipts will not be returned if the claim was fully reimbursed unless, only the original receipt
with unpaid claim balance will be returned for applying other claims which under the policy is provided above. If copy of receipt for other purpose is
needed, please make a copy before submission.
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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 the “LFH” ) (whether contained in this claim form or otherwise obtained) is provided and may be held, used and disclosed by the 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.

WNZIMER/MAEEE (R ATE 18 5% » VAR RMER/REHE) #=ZHM (B/H/E)
Patient’s / Insured Staff’s/Member’s Signature (For patient whose age is below 18, insured staff’s/member’s signature is required) Date signed (dd/mm/yyyy)
TERPYOR T A S 398 5% oA E PUAg: No.398 Alameda Dr. Carlos D’ Assumpgao, Edificio CNAC, 4° Andar, Macau

T Tel 1 28700033 [ SCE Fax : 28700088 BFEF Emai: imed_enq@luenfunghang.com 48hl Website:

http://www.luenfunghang.com
MEDCLADEN202501 (5% N E Please turn over)



ZEr - HAEARZ IPIREER - iREAHZAABTRE
PART II — To Be Completed by the Dentist Providing Treatment at the Insured’s Own Expenses

H# (H/A/4E) T | F B pity g &
Date (dd/mm/yyyy) Tooth No. Particulars Is treatment for orthodontics? Charges
1.
2.
3.
4.
SN AR F s E LR T o Please mark the teeth/area of oral treatment on the chart below.
PERMANENT TEETH 1588 g LB DECIDUOUS TEETH #.t&
@@@@@@@@ @@@@@@@@
RIGHT LINGUAL

@@@@@@@@ @@@@@@@@

A8 NFREILEREE » Bh A A\ Bl B ETE BRI EREMEER - I hereby certify that all information given above is accurate and true to the best of my knowledge.

TFRIER 444 Name of Dentist PRI /BB 42f8 Name of Dental Clinic/Hospital

ORIBE4AE A ke Signature & Stamp of Dentist Z=ZHE] (H/B/4) Date Signed (dd/mm/yyyy)
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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;

[] I object 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
No.398 Alameda Dr. Carlos D’ Assumpgéo, Edificio CNAC, 4° Andar, Macau.

ERENERERE R ZREFINE - FE TR FRE ) MEETIRITEEA iMed 241EH -

For enquiring of the claims status and policy coverage, please follow “Ifhinsurance” official account in WeChat and login
“iMed” enquiry system.

YRR R LG EARK Luen Fung Hang Insurance Online Enquiries website :
ived4mm|  https://imed.luenfunghang.com/omiq/login.jsp
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