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DENTAL TREATMENT CLAIM FORM FR8EREPHE

You can now submit your claims to Blue Cross via the 24/7 EasyClaims platform on Blue Cross HK App or Super Care website within 90 days from dental treatment completion
dateA The approval process can be completed in 3 working days, which greatly shortens the processing time of claim application submitted by mail or in person.

RIRT N TER T RHA B R 90 KIWEB Blue Cross HK App & Super Care #8154 24/7 BEHY " RIES , FEOE+FRRIRERD - &R 3 BALERTRHIEZ - KKMBREU
i‘IZﬁ‘JZ’FE% IR REPHENRR -

Download now

Enjoy Speedy 3-Step Dental Treatment Claim Submission via EasyClaim ZiB "RES ., SRREGE 3 PERTRABRRESE
(Applicable to dental treatment claim amount of each receipt is HK$3,000 or below) ( RIEARSRIIERER HKS$3,000 ZFRABERE )
1. Input claim details 1L BAREERER
2. Upload the scanned copies/photos of receipt 2. FHUEBZREEAR AR
3. Confirm 3. ®R uiiyr
N Blue Cross HK A
Claim Notes ?fﬁ&s?lﬁ PP
1. This form is applicable to dental treatment claim. Each claim form is for one Insured only. . WREREARTRARERE - BERRAFZBIVERHER
2. You can find the Policy number and Insured number on Blue Cross Certificate of Insurance or e o = s | ms aso
Blue Cross Healthcare Card, you may also visit www.bluecross.com.hk/supercare to view : EE‘[EM &3 RRERTNE +%%r{i§§ﬁ$§:’ﬂ£%&mﬁ}\
account information after logging in. EJiL %5 - 8RS & A www.bluecross.com.hk/supercare BRI IR S & i
3. Please print this claim form on A4 size paper and send it together with the original receipts to 3. FEM A4 BITENREBPFER - WRFTTHTRHEREE 90 XA - &R
Medical Claims Department of Blue Cross (Asia-Pacific) Insurance Limited (“The Company”) WIBEAR—HROETF (32X ) R EBE/\__\( KAL) BER
within 90 days from dental treatment completion date. The Company’s Personal Information SRR N - BRI RW FHWERATRER . 2HET2BRE
Collection Statement as accompanied with this form is for your reference and retention, please Ry . EEERESREHEED -

do not return it along with your claim application. — . . -
4. The Company is entitled to request for your provision of further information and documents or 4. ARERHEBRE MERESENEHRRTRMIARERSE -

completion of other specific claim forms.

Claim Instructions RIEPHER
1. Attach the original receipts issued by the dentist or certified true copy of receipts issued by 1. Mf_EEAFRIBEEFBRNWRIEASBEMRBAT R LEHOUBZRE
other insurers (if applicable). Each receipt MUST state the following information: B (M3 ) - SEUEHESIRBL TR
= Full f patient/i «D f = Break f ch = N
Du name o patlent/lnsurgo! ate of treatment reakdown of charges . BA RS . AEEE . DS
= Dentist’s signature and official stamp . FRELRERED
2. Complete and sign this form. - .
3. Provide copy of claim settlement advice from other insurers, if applicable. 2. t*#mﬂaf:%&”% » e
4. Original receipt will not be returned once submitted. Please tick the appropriate box if certified 3. MBA - BREEMRIRAS ZREZSBMEEE -
true copy of receipt is required. 4, —RERXZWIBEABAERE - MBRIVBEZZBRIAE - #RN

BEEEANEL "V, %R -
Part | A8} —To be completed by the Insured (Patient) EHZ{RA (7B A ) EEE - Part 1/2 &%

(‘or his/her parent if the Insured is aged below 18 HRRAZFERE 18 EUT - FRERKRESR )
To avoid delay in processing your claim due to mcomplete information, please complete all the below information in English BLOCK letters.

ARRENAZMIEEEER N ZRIEPH - FLUEENXEMEZ TIREER -

Name of Policyholder/Employer Policy No. Staff No. (if appllcable)
REFAANLS / 1@35%? REESRHS WEET (@A)
Name of Employee in En ||sh (if applicable) Emj__.)]oyees Insured No. (if applicable) HKID Card No.
BEZEXHR (N8 BEZZMEARE (WER) HEBS DRI
Name of Insured (Patient) in English Patient’s Insured No. (must be provided) HKID Card No.
RERA (WA ) ZEXHH BAZZRAGEE (HARM) HEBE DRI

D Or|g|na| receipt will not be returned once submitted. Please puta " v " in this box for request of certified true copy of receipt for other insurance claims.

— AR ZWHRIEA S A ERE - BRI 2 BRI ABEEMIRIRRE - SNAEANEBLE "V L 5% -

Declaration and Authorisation B RISESE

1. I/We have obtained all necessary authorisation from my/our dependents (if applicable) to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (“the
Company”) or its authorised representative if my/our dependents are parties to the claim request(s). I/We also understand that the information requested in this form is
required in order for the Company to process these claims.

2. I/We hereby authorise any hospital, physician, medical practitioner, medically related service provider, insurance company, person, party and/or authority that has any
records or is holdlng any information of the insured person or me/us to disclose to the Company or its authorised representative, any and all information with respect to the
insured person’s or my/our loss, disability, claim history, medical history, police statement made and the like for tﬁe purpose of assessing the insured person’s or my/our
claim request(s). A photocopy of this authorisation shall have the same effect as the original.

3. I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and belief.
I/We have not withheld any material information and acknowledge that failure to supply true and accurate answers to this request or inform the Company of all material
information may render the Company unable to accept or process this request and all rights to recover under the Pollcr shall be forfeited. I/We understand that the issuance
or completion of this application does not constitute admission of liability or guarantee payment of the claim on behalf of the Company.

4. 1/We confirm having read and understood the Company's Personal Information Collection Statement as accompanied with this form.
5. I/we agree and understand that the claims’ information (including but not limited to submitted medical records) may be disclosed to the Employee’s Insured.

1.IEAN / M2 EZBREERFELZ—T7 - AA / FMERRBIG—MER E( WER ) BETF (LX) RBERAS (TELQT,) AEREARREHEBAARR -
AN/ %f?ﬁﬁﬁﬁﬂﬁ%mﬁﬁﬁﬁﬂﬁﬁﬂﬁ REASEREAAN / RFREZ

H‘

2. RN [ AFEILIRRE AR GRRANAN / HE 2 AR DA ER | B - BBRUENL - ARBEWORBUERT -~ RBAS) -~ SEAL - #lE - & /L
W= mE \TYH&%ﬁ%%#fﬁjﬁﬁﬁﬁxﬁA%$A/%ﬁ2@% B15 - BBERE  RE - Dﬁ%&ﬂﬁ% S RHERERRAARA / M ESR
B - HISRBET FARRASERSNS -

}$A/%Wé% ﬁ LHMFERENEREE ﬁ Hmﬁ%ﬁﬁ A§&ﬁ$;2$ﬂ WEZRRAN [ A ST EE $A/ﬁﬁwﬁﬁﬁ
e SRR AN ARBE IR L E B K E 22 E Y ATEH%EE%E&%Z%% =g hT%E@%QEK%%EYﬁ@%?E$%E% PRAER
R A - $A/ﬁﬁ%5§ﬁ7§x%@%%ﬁl*ﬁ%ﬁ \EIER B TIRERE -

4. BN/ BPHERCHERBOBEAREN EARE R SHIUE] @Aé&ﬂa

5. 8N/ BMERIIER  RENEN (BFEEFRRERIWERERLHE ) ﬂﬁ%@?%ﬁ%%@fE%Zﬁf%}\ .
Signature of Insured (Patient) IRA (/A ) BF Date HE (DD/MM/YY B/ B/ &)
In the event of the Insured aged below 18, this form should be signed by his/her parent. f§EZRAZERE 18 BUT - AFFREHERRESEE -
Blue Cross (Asia-Pacific) Insurance Limited MC032/08.2020

E+7 (X)) RIRARAT




Part | A8 —To be completed by the Insured (Patient) =R A (7&WA ) EEE - Part2/2 8%

Total Number of Receipt(s) Total Amount of all Rece|pt( s) (please specify currency)
g Fck WHB#4REE (FA5IRRERS )
Name of Dentist Date of Treatment
FRIBEHES AEHE
(DD/MM/YY B/ B /%) From H To 2
Was the dental treatment a result of an accident? Lt RFRIABEREHR —REINSIE ? OYes2 ONo&
Date HES (DD/MM/YY B/ B/ &) Time W& Place 34
Brief Description #£38

Part Il — To be completed by the attending dentist at the claimant’s own expenses

i - AERZTNBEER - IRERBREABTEIE

Full Name of Patient (please fill in English BLOCK letters) :
RAZER (FBUAXERER)

Date (DD/MM/YY) Treatment Details Charges (please specify currency)
HE#I(BH/R/&) AEFEE WE (BIRE)

Total Amount #2%8

Please mark teeth treated or area of oral treatment on the following chart.

FENERTEZ AR TGS O amEE -

BERONOOE  OoOeaRE
DEEEE OBRRO

EOE00 OOO0D
DORO0000 O0C00BOE@

Was the dental treatment a result of an accident? Lt RFRABREEHN —REINSIE ? OYes2 ONo&

Details 5% #HzRH

Remarks & &E

I hereby certify that all information given above is accurate, true and complete and are g|ven to the best of my knowledge.

RAGEIER - MAARRA - EHPARHOFAEEIIRERRR HERREEZE

Signature and official stamp of attending dentist TZFNBERZERES Address and Telephone No. it & EE S
Name of attending dentist and qualifications F2F R BEH R KE R Date HE (DD/MM/YY B/ B/ )
Blue Cross (Asia-Pacific) Insurance Limited MC032/08.2020

E+7 (X)) RIRARAT
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