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DATE OF CONSULTATION 224 H | (MM/DD/YY H/H/4F) RECEIPT CHARGES 24548 If treatment is related to pregnancy, please provide the expected date of delivery
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1 declare that I am the insured member of the above mentioned policy and all the information supplied by me on this form is complete and true to the best of my knowledge and belief. I also declare that I have read and understood the Personal Information
Collection Statement stated below. I authorize any medical attendant, hospital, clinic, insurance company or other organization, institution or person, who has any records or knowledge of me or my health to divulge to YF Life Insurance International Ltd.
("YF Life") in any formation required for the purpose of evaluating the claims application. A photocopy of this authorization shall be as valid as the original. I also confirm that the claims information regarding myself may be released to my Employer or
related parties from YF Life. I also declare that there is no change to my record provided by the Employer upon my enrollment, and if there are any changes to my record, I shall forthwith provide documentary proofs of such changes satisfactory to YF Life,
and I authorize YF Life to obtain from and verify my personal information with my Employer for the purpose of conducting due diligence under the relevant laws and regulation:
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Personal Information Collection Statement {fi] )\Qﬂl&%éﬂﬂ
Your personal information (including a record of your image or voice by whatever means and your health information) collected by or held by YF Life Insurance International Ltd. (*YF Life”) may be used for the purposes of: (1) approving, evaluating
or processing your insurance application / policy service request; (2) administering, maintaining or reinsuring your policies; (3) adjudicating your claims, or conducting any investigation or analysis of your claims; (4) data matching; (5) investigation
or prevention of crime; or (6) fulfilling legal or regulatory requirements. Please note that failure to provide any information requested by YF Life may result in YF Life not being able to process your insurance apphcauon / policy service request. Your
personal information collected by or held by YF Life may be transferred or disclosed by YF Life to any of the following persons (whether within or outside Hong Kong) for the purposes as specified above or to governmental / regulatory bodies
(whether within or outside Hong Kong) for them to carry out their governmental / regulatory functions: (1) YF Life group companies and their associated / affiliated companies; (2) financial institutions, insurance companies, intermediaries and
reinsurers; (3) claims investigation companies or any companies / persons necessary for claims assessment / investigation; (4) industry associations / federations and their members; (5) governmental / regulatory bodies and law enforcement agencies;
(6) crime prevention organisations and their members/participants ; and (7) service providers and selected persons which are under a duty of confidentiality to YF Life. You have the right to access to, and to correct, any of your personal information
held by YF Life b wntm to our Fmployee Benefits Personal Data Protection Officer. (Address: 27/F, YF Life Tower, 33 Lockhart Road, Wanchai, Hong Kong). YF Life may charge a reasonable fee for the processing of such request.
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SIGNATURE OF PATIENT (18 YEARS OF AGE OR OVER) J%#% %5 (481 /i) SIGNATURE OF EMPLOYEE fjg Ei %5 DATE (MM/DD YY) HI(H/H /4E)
YF Life Insurance International Ltd. E)ELFRBIBEAHEAR
Hong Kong Head Office 27/F, YF Life Tower, 33 Lockhart Road, Wanchai, Hong Kong T WA 2V T vV (6 S0 33 WRATIE CRIR K 27 1 Email#E % : ebinfo@yflife.com
Customer Service Suite 1208, Tower 6, The Gateway, 9 Canton Road, Tsimshatsui, Hong Kong B F B s J DI R 9 BEMEIAIT 6 135 12 1 1208 % EB Enquiry System {ig B & fl| &3 245 :

Macau Branch Office Avenida Doutor Mario Soares No. 320, Finance and IT Center of Macau, 8 Andar A, Macau [ 432 vl 5 PR SE 15 i -E R B % 320 S iR A & dhul S HE A wwweyflife.com/EBweb/
Please read "Important Notes" overleaf. FEAIBIT E .2 "1HEHIE" EB0201/2004/1



IMPORTANT NOTES 7 & 5HH

This form must be fully completed and signed by the employee and the patient, otherwise the claim processing will be delayed.
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If you need us to return the original receipts to you after processing, please state your request on the top of this claim form
together with your signature. Please note that claim documents will not be returned after 3 months from the submission date.
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This form is only applicable to single patient's clinical consultations. For clinical operations and other medical expenses, please
complete "Group Hospitalization and Surgical Claim Form".
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Original receipt must bear the following information: (a) Date of consultation; (b) Name of patient; (c) Breakdown of charge and
(d) Diagnosis. The receipt must bear the attending doctor's signature and stamp.
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Attending doctor's referral letter must be submitted with this form if you are claiming for Specialist Consultation, X-ray & Lab.
Test, Physiotherapy, Chiropractic treatment and Prescribed Medicine reimbursement.
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For Chinese Medicine's Treatment, original official receipt and prescription sheet issued by the Chinese Medicine Practitioner
with clinic stamp and doctor's signature are required.
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Please submit original receipts and this claim form within ninety (90) days after the treatment date, otherwise claims will be
declined.
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