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Hospitalization / Day Case Claim: 2/ ¥ &= &2 = 7

Please complete “Hospitalization & Surgical Claim Form” (Part | — complete by patient; Part Il —
complete by attending physician). =& <4 2 (Part | &2} 2+ [ Part Il & AF 2H4])

Please submit original receipts with completed claim form within 90 days after discharge of
hospital. 91 0] 5 90 olulell 24 FAjsh J 5% QPG WA RAZ 3

For Hong Kong Government Ward hospital claim, the completion of Part |l of the hospitalization

claim form can be exempted if the Medical Practitioner’s diagnosis is stated on the receipt or
payment slip or sick leave certificate or discharge summary.
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Hospitalization & Surgical Claim Form
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MEDICAL INSURANCE CLAIM FORM - HOSPITALIZATION & SURGICAL PROCEDURE

Claims Document Checklist BRI ESE%
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PARTIl - To Be G by Attending Physician / Surgeon at the Claimant's Own
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Mame of Hespital BREH

Leavel of hospital ward G55

1. Clinical History 2 B2 8

a) A you e pabiant's usual physician? 4 RN b
al i, Yes® [ please Nl in guestion b SEEIMG b

ii. Mo F ] Dowssthe patient have any other usual § family doctons)? if Yes, please give us the namejs] and bsleghane ra.
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Outpatient Claim: 2|2 ZI2 H

Please complete “Outpatient Claim Form”. <] &} %+ &4 24
Please submit original receipts with completed claim form within 90 days after consultation date.

215 o] % 90 ool S|} A dF dE A=
The receipt should show the following information: & =%l &= t& B 7} g% o of gyt
Name of patient -2} 4 ™
Date of treatment x| & A =}
Diagnosis 2 &
Doctor’s signature & chop &JA} A1 2 <l

Charges =4

Referral letter is required for Physiotherapy, Chiropractor and X-Ray & Lab Test.
=E| X &, X[ AL x20] 3 HAHH|&0f CishM= T =2lZM EQ

Validity of referral letter is 6 months from last consultation date.
AEolzlME ZE 0= 67 U2t &

Medicine prescription is required for Chinese Herbalist claims.
shor A HE QfefM s XY La
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OUT-PATIENT MEDICAL INSURANCE CLAIM FORM ASIA INSURANCE
ASIA INSURANCE S
Business Centre: 7/F & B/F, 118 Connowght Rood West, Sheung 'Waon, Hong Kang T (852 3406 F346 F BS2) 3899 1426 E medicalgafh.hk
wiacou Bronghe avenido da Pron Grarde, Mo Fa2, Edificls Ching Plaza, 10 andar -0, Macou T (BET) FASE Ti6s F {BS3) JOEF Qulf E oslomcfmooay,cim,nat
asiainsurance.hk
A R Mandatory S AP it Er Please complete in CAPITAL and BLOCK LETTERS
LI =5 LEEat T
Palicy Mao.® Employer's Nams®
1 i P SR o
Stalf No Employea’s Name (Sumamae firs{)®
AE R VAN S 0 T
Canificate Mo. Patient's Mame (Surname firat)*
co Ly e L .
Realation with the above Emplayer: C g e Employes 4 15 Dependent
Date Processad & il J_‘.‘.slél-ll'"l:il JE e R R TR Please retum receipts for other insurance claima.

S IMPORTANT NOTES:

(1] AR - M

(2) PREESRETE - L

(30 SRS M DM 1 RIS
L al:-:lral-:ry TashPrascribed Madicing.

Thu ﬂ.pplllrarrt Understands this:

LWt & - For the spplication af cubpatient claims, Physican's Recsiplt(s) with Diagnosis and Physician’s Signature is requined.
PN+ For Chinese Medicine Practiioner's Claims, bofh ORIGINAL recaiplis) and prescription mausl b= submitbed.
AN AR R TR RS - Poysician's Aedamal Latter is requined for claim of Prysiatherapist's Trealment'Chimgracior's TreatmentX-ray &

16 (A B RUR)
2R, - TR R AL A
LR T O Ay PR 2 B
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MALEE - ELUS R - R
i 0 e W I FENEA R T

+ FRTREAN

WIELL 28 A 8

4 L B
LA B RS e
Aty parsoral information ool lecled by Asa insuranos Co., Lid. (the “Company”) may be used, stored or disdosed o any indisidual or organization 1o evaluaste this Claim, fo provide subsequent sendoses 0 you.
It i cour ey b0 cornply with the reguinamenl of the Parsonal Dals (Privacy| Ondinance (Cap. 436) of e e of the Hong Korg Special Adminialratve Region Your pereonal informetion and pariculan nelsesd
o gur sardcas and products which collactvely refamed 1o in the PICS as “Your Persanal Data’™. |t also indudas persanal dala relating to your benaficanies, depandents, authanzed representatiees and other
indhiduaks in rlafion toowhich you heve prowided rdomation. Detals of the Personal Information Col ection Stalernent ["PICS?), please kindly refer to our websibe s asiansurance hic. Far any quesluns
requeeshs for such acoeas of cormecion can be made in wriling to the Personal Dala Prolection Offcar, Asia Insurance Company Limiled, 3F, 113 Connaught Road 'Wesl, Shelng Wan, Hong Kong SAR

R Tl'm.ipplu:arl'l. Dm:hrn and Authorize this:

L )\ IRE LT b AR R A A AR A P S BT - W - R o] TR - BT L e s A T - R R A T rE R B
TERS: -I| [ f e e .I'. CHE%E LR

| haraiyy geclara thal the above imlarmation given ks e and corecl. | hereby suthonze any hospital, physician, insurance company of organization thal has any reconds or knosledge of ma o iy health, 1o

furnish fo Asia lnsuranoe or its authonzed representatre, any and al information with respect 1o any illness ar injury, medical hissong, consukaton prescrptons or eatment and copies of al hospital or medical

reconds for claims purpose. A pholostst cogry al this aulhorizston shall be considersd as effective and valid as the ariginal.

AL EmEdClnimFomm 0P 10201

fi AR RS A EEE ) Signature of Patient’Parent or Legal Guardian 1 Date
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A9 299 F4, A8 92 95F, ARAIAAIHE A9 E ok Fo2 $7: s s
Submit completed claim form and all medical receipts with copy of referral letter, if applicable, to below
address by postal delivery:
Business Centre: 8/F, 118 Connaught Road West, Sheung Wan, Hong Kong
Attn: Employee Benefits (Group Medical Claims)

% W9 g A7 u)go] HKD 30,000 7 9He) 3 $- o)Wl 3 7hs :
Outpatient claims or Hospitalization claims at Public Hospitals with claim amount less than HK$30,000 can be

submitted by :

rr

Submit by iAsia platform <2< ZHRZ A& &=
.h

oW A= Email to ebclaims@afh.hk

Please indicate policy number, patient name and cert number. o] W doj] AT, He SAHS, 3| H s 7] A

Attach image of all Medical Receipt(s), Referral Letter (if applicable) and completed Claim Form (Outpatient /
Hospitalization). 23 ¥l 4 721 3 G735, 59 =4 o|u| A& HF-

Reimbursement will be made within 14 working days upon receipt of completed claim documents. =% 7|= 14 O|L{| E &},

Payment Advice will be sent to employees. &0 A X2 EX|,
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Claims Hotline 4 5 A &t2t9l e

25 i 1R B
ASIA INSURANCE

Hotline for Policy admin. : 3606 9308
Hotline for Claims : 3606 9346
Hotline for “iAsia” platform : 3606 9309
ebclaims@afh.hk

Monday - Friday
(except Public holidays)
9:00 a.m. to 6:00 p.m.

* If the hotline is busy, please leave your voice message incl. Your Name, Phone No.,
Email Address, Policy no., etc to follow up.

CE3 F A4S Bolz AAE HAFAY w2 dAsk 4 21 E AP
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