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" OUT-PATIENT CLAIM FORM P92 it

(Internal Use Only [HAFA /N SHELET) Claim No. ZfE4R5% Date Received U H 1

Name of Employer / Policyholder Policy No.

vt TRELERSE

Name of Employee / Member Certificate / Staff No. Daytime Contact No.

(gt HUE BESEE H eilias sEas

Name of Patient if other than Employee / Member Relationship to Employee / Member No. of bills/statements/receipts attached
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O spouse e [ child 72 [ others 3t

Note EE

1)  This form and relevant original medical receipts must be submitted to MIC within 90 days from the date of 1) AEZEEA+RIN » ZifE AL AERHE TR R IE RS A TA A S  ShiiEsg -
consultation. 2) — BRI AR (R LT -

2)  Claim payment will be subject to the terms and conditions set out in the corresponding Master Policy. e . e o e o S,

3)  Incomplete form or omission of required information may cause delay in processing. 3)  BULHHRAEEIEIARA RO AEHPER PTRE G SR «

Declaration & Authorization BB gt E

IWe hereby declare and agree that any personal information collected or held by Macau Insurance Company Limited (‘the AN/ Fe PP A [E]

Company”) (whether contained in this claim application or otherwise obtained) is provided and may be held, used, and disclosed by (BRI FRFIHE A
the Company to individuals/organizations associated with the Company or any selected third party (within or outside of Macau, I (fEARD
including reinsurance and claims investigation companies and industry associations/federations) for the purposes of processing this o T
application and providing subsequent services, and data matching, and to communicate with me/us for such purposes. IWe RAPILIEAT; » K3

RS AIRAE ( RN ) AR - (R SGER A SRR SR
S (FEBE R S ATl s L RIS E AT
BN BRI RIS E AT RARIITHER S B ) - RIfEREIA R
ZEEIR > RIS RN B o AN BIAEEIAN BT

understand that I/we have the right to obtain access to and to request correction of any personal information held by the Company ~ [FIFTAFI B ATFBEAAIAN M (RZ AN/ RMTZEFA - W) MEATE - AR
concerning me/us (and my/our dependants, if any). I/We also hereby irrevocably authorize: TTREl A
a)  any organization, institution, or individual that has any record or knowledge of my health and medical history or any treatmentor &) (LA AR A 2 (HEREIRI R (T A RR sl s ar o F 8 By BN a2 A
advice and that has been or may hereafter be consulted to disclose to the Company such information. This authorization shall & R AEIEBAMTOR - BIEAASE AT - WIREBMATFAEERD) - MARANZERA
bind my successors and assigns and remain valid notwithstanding my death or incapacity in so far as legally possible. A R AR FSREELYE - IR FAMBIAR B -
photocopy of this authorization shall be as valid as the original. D) TSR TS A B B A (LB A N TR Z BT RO - S B IO
b)  the Company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests RS + {7 B AR R S S R T o LB - NI
to underwrite and evaluate my health status in relation to this application and any claim arising therefrom. These tests may Pl ):'T“m‘ e I)n‘U i~ oL %ﬂ%mhﬁiﬂ; J: i
include, but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired - E;’Hf ’ﬁ”f & g »’t JHE ﬁi\ @ ﬁ; N RIC TR Z HER B eSS
immunodeficiency syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the presence of Y~ ik Bl T REMAHEY SRS -

medications, drugs, nicotine or their metabolites.

Signature of Claimant (18 years of age & over) Zf& A (1 /sl F) %% Signature of Employee / Member Z (g8 /HE %% Date Signed %% F
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Scan QR code to submit online Tel (853) 2855 5078 Fax : (853) 2855 1074 E-mail: mid@mic.com.mo
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