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DENTAL CLAIM FORM
FHBRBEHEHASRX

Please complete in block capitals and return to us.

A LAEHSRE DU BRI AT EIAAF] -

How to Claim ?

To help us deal with your claim, please: £ AN F I REEHEER T 2 BHEH, FHET:

1. Complete a separate claim form for each claim & each insured person.
RERRENREEIPHRFIERGHE -

2. Ensure that the dentist who treats you completes and sign the Part B of below.
THECRIRAY SR8 A R S B S B R o A Y AR

3. Send this form, together with original bills and receipts, to us within 90 days of start of treatment.

3 LR 2 ) FE A 2 SR IE AN VB H R 90 KT EIALA] -

Section A Patient Information (to be completed by the Insured Person or His/her Legal Representative.)

B REBEARE GHREARHAERBEAER )
1. Full Name 4:44: 2. Date of Birth H4= H HH: (mm H)/ (dd H)/ (vyvy 4E)  3.Sex E%H]: _M/FE

3. Policy No. {REEARE: Certificate No. ZFE{HSE:

5. Name of Employer {g31:44:

6.If the cause of treatment relates to an accident, state the date and place of the accidentand give details of the circumstances:

WREREREIMTEE GRS A - B R BRI -

7. Declaration and Authorization A¥HH Ky 72
I declare that the above statements and answers made by me are true and complete to the best of my knowledge.

AN Lt IR R PRI T P o2 5 ZE I RS AN T RITAS S Al e et -

I hereby authorize any dental surgeon, hospital or clinic by whom or where I have been observed or treated, to give full particulars about my treatment received Including my whole
dental history, to Liberty International Insurance Ltd. A pholoslallc copy of this aulhorizauon shall have the full effect of the original authorization.

NGBS SZ IS AR R A/ BB ei2 T, B JO S RERR AR T B A 3t 2 S RRA AR SRS TR BT R A IR R - AR RSz s e A
BLIEAPA RGOS -

I also declare that I have not suffered from the illness/injury for which I am claiming prior the first date of my insurance cover under this policy.

AN ARG BCR KL » Z A PRI - S NS EU2  oTs SR N2 AT T R G e

By signing below, I, for the purpose of the Personal Data (Privacy) Ordinance, consent that the personal information collected or held by

Liberty International Insurance Limited (whether contained in this form or otherwise obtained) may be used by or disclosed to any individual or organization within or outside
Hong Kong for the purposes of insurance or reinsurance related business including claim processing, 1nvesligation account collection and litigation.

ARIS(E A ZORHRAR RG] - AN B0 R R TR Ot A5 PR R S S s R AT AT B PO E DL G 25 i s LR A - w28 PAVA REE AR L5
AHERREA MRS T PR L ORI P O AR S - AT BT~ e~ 5 IR Rl

Date H #(mm/dd/yyyy)(H/H/4F) Signature of Insured Person or Legal Representative #%{# A BREAEARE A EE

Section B To be completed by the ATTENDING DENTIST at Claimant’s own expense.
FEy BEXPTRIEEET  BARREEEN -
Date HHE (mm/dd/yyyy) (R/B/4) Treatment rendered 37 B 42 BARRIVFEE Charges FifEs

Please mark teeth on the chart below. ZFfELL NEIFEEC NE T2 88E S5 -

Signature with Practice Stamp of Dentist
TR HENEE

RIGHT # LINGUAL LEFT /&

Name of Dentist FR}E§AE#:4

Date HHEf (mm/dd/yyyy) (A/H/IEE)




