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Business Centre: 7/F & 8/F, 118 Connaught Road West, Sheung Wan, Hong Kong T (852) 3606 9346 F  (852) 2899 2426 E medical@afh.hk
Macau Branch: Avenida da Praia Grande, No.762, Edificio China Plaza, 10 andar C-D, Macau T (853)2856 3166 F (853) 2857 0438 E asiamc@macau.ctm.net
asiainsurance.hk
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EHIHIE IMPORTANT NOTES:

(1) HEMIZERERE - FT2UIERHIRE L4 %E - For the application of out-patient claims, Physician's Receipt(s) with Diagnosis and Physician's Signature is required.

(2) HEPEERIE » WA PR PERETR R UGE REET - For Chinese Medicine Practitioner's Claims, both ORIGINAL receipt(s) and prescription must be submitted.

(3) VEHAR/A B AR Xot KLl /EEYE 5 R E T2 8 4 /1485 —0F25[E o Physician’s Referral Letter is required for claim of Physiotherapist’'s Treatment/Chiropractor’s Treatment/X-ray &
Laboratory Test/Prescribed Medicine.
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Any personal information collected by Asia Insurance Co., Ltd. (the “Company”) may be used, stored or disclosed to any individual or organization to evaluate this Claim, to provide subsequent services to you.
It is our policy to comply with the requirement of the Personal Data (Privacy) Ordinance (Cap. 486) of the laws of the Hong Kong Special Administrative Region. Your personal information and particulars related
to our services and products which collectively referred to in the PICS as “Your Personal Data”. It also includes personal data relating to your beneficiaries, dependents, authorized representatives and other
individuals in relation to which you have provided information. Details of the Personal Information Collection Statement ("PICS"), please kindly refer to our website www.asiainsurance.hk. For any questions,
requests for such access or correction can be made in writing to the Personal Data Protection Officer, Asia Insurance Company Limited, 8/F, 118 Connaught Road West, Sheung Wan, Hong Kong SAR.

HIES DA K7HE © The Applicant Declare and Authorize this:
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| hereby declare that the above information given is true and correct. | hereby authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to

furnish to Asia Insurance or its authorized representative, any and all information with respect to any illness or injury, medical history, consultation prescriptions or treatment and copies of all hospital or medical
records for claims purpose. A photostat copy of this authorization shall be considered as effective and valid as the original.

975 N E A RFE &% N %22 Signature of Patient/Parent or Legal Guardian Hi# Date
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