Marsh Study Abroad Protection Please submit your claim to
Marsh (Hong Kong) Limited
26" Floor, Central Plaza

Medical Expenses Claim From (Outpatient Only) 18 Harbour Road, Wanchai, Hong Kong
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Claim notification must be submitted within 30 days of incurring such expenses Ek:igf.’tilﬁ%/u TR O 30 N AR R
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Name of Student Student s Phone No
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All Payments will be credited to the Student’s / Policyholder’s designated Bank Account by auto-pay in Hong Kong
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Name of Bank Bank Account No
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Please v“where appropriate and provide document F‘%I?&ﬁlgh,r‘glg v R ?J %gw [

O  Original Medical Receipt /{5 | 4 [5{5C
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[0 Original medical bills (showing the date of treatment, patient’s name, diagnosis and the physician’s chop & signature)
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O Claim for expenses incurred in buying drugs &/or undergoing X-ray examination & laboratory tests must be supported
by the physician’s prescription and the original bills from the pharmacy &/or laboratory &+ 5 2P 1 74 H5
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Declaration and Authorization BHH ~ i |

I declare that to the best of my knowledge and belief the above statement and particulars contained are in all respects true and
complete and are made without reservation of any kind. | hereby authorize any physician, medical practitioner, hospital or
clinic by whom or where | have been observed or treated to give full particulars about my health to Federal Insurance
Company A photocopy of this authorization shall be considered as effective and valid as the original. % * %ﬁi@ﬁﬂi D
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Name & Signature of student / policyholder Application Date
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Additional documents relevant to the claim may be required to be forwarded upon request of Federal Insurance Company
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