Marsh Study Abroad Protection

Medical Expenses Claim Form

ERERREPHE

Please submit your claim to

Marsh (Hong Kong) Limited

26" Floor, Central Plaza

18 Harbour Road, Wanchai, Hong Kong
Tel: 852 2301 7680 Fax: 852 2539 5368

Claim notification must be submitted within 30 dag$ incurring such expenseZR{EPEN/BEIES 2R 30 KRB IZRZ

Name of Policyholder

Certificate No

REBFEAUD fRIRFEBAS 7D
HK Contact Phone No Policyholder’'s
EBRHSEET Email Address
REFHTBABEIE
HK Correspondence
Address &Bg##itIL
Student Name Student’s Email
Bimy Address
B FEhE
Date of First Claimed Amount /
Consultation Currency
REEPIZBHR RIBIREE &1
Diagnosis
RRE

All Payments will be credited to the Student’s / Rgholder’'s designated Bank Account by auto-pay intdpKong (Pay in HKD)
ESRERBERSEEGTNASRE | REFBABEZSBIRITIRS CUBBAR)

Name of Bank Bank Account No

RIT2ME RATERP SRS
Payee Name in the Bank
IR ASRITERP 1 2

(Please use BLOCK LETTER BN ERIES)

Please v“where appropriate and provide document E7EEEIEE v RIZHEBEI A

[0 Medical receipts &or attending physician’s report
name, diagnosis and the clinic’s or hospital’'s chop

(showing the date of treatment, patient’s
& attending physician’s signature) B

ERIE | IS (WRTHZED  mAND R - BERMBHER T ZRT & piece(s) ik
O Receipts for buying drugs from pharmacy &/or receip ts from laboratory for undergoing X-

ray examination & laboratory tests, supported by at tending physician’s prescription &/or

referral (showing the date of treatment, patient’s name, diagnosis and the clinic’s or

hospital's chop & attending physician’s signature). BERHEYIEEESIE X BE | BE{Y

RINSEREAWIE  TREBERDIEN N - SERRSCAFIEZEEH  mARD F fE~ & _

BEMIBIER " 2Rt %3 piece(s) ik
O Other Document HEfb3z¢4 piece(s) &

be original FEERBFAIRM L2 BRBRBIER

Please note that all attached payment receipts must

Declaration and AuthorizatiorZZ 88 & IS {EZ£ |

| declare that to the best of my knowledge and ékthe above statement and particulars containee ar all respects true and complete and are madeheuit

reservation of any kind. | hereby authorize any gigian, medical practitioner, hospital or clinic byhom or where | have been observed or treatedite g

full particulars about my health to Federal Insuraze Company. A photocopy of this authorization shadl considered as effective and valid as the ordin

Z}SAEEK HBZSM@:.uiﬁﬁtﬂizEﬂ)iﬁﬁﬂ%152%1¢Bl%m%§ﬁﬁﬁﬂ¥ﬂ%BRE ANIELEATERZRE - AABRERETSERIAEIRZE
EBFAE  ERSAMREBHANRE 2ERN FTHIBREAT - WRIES ZREANEEH

Name & Signature of student / policyholder

BENREFEARBRMD

Application Date
PEEHE

Additional documents relevant to the claim may bejuired to be forwarded upon request of Federal Insace Company

RIPRSATRE - MFSRIRD KIBHERIME RS M4



