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BOCG Insurance may disclose my and/or the Insured Person(s)’'s personal data for the above purposes to the following classes of
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federation or similar organization of insurance companies ("Federation”) and its members that exists or is formed from time to time for any
of the above or related purposes or to enable the Federation to carry out its regulatory functions or such other functions that may be
assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the
Federation; (j) any member(s) of the "Federation" by the "Federation" for any of the above or related purposes; (k) any related company or
any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service
provider providing services relevant to insurance business for any of the above or related purposes; (I) the Insurance Claims Complaints
Bureau and similar industry bodies; and (m) government agencies and authorities as required or permitted by law.
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Claims Instructions

® Submit claim form with original receipt(s), referral letter issued by registered Medical
Practitioner (if applicable) and all supporting documents to the Insurance Company.
Claims must be submitted to the Insurance Company within 90 days from incurred
date / consultation.

® Note : ORIGINAL DOCUMENTS submitted would be retained by our company.
You are advised to keep a copy for reference. Only CERTIFIED TRUE COPY
would be returned upon request.

® All original receipts must indicate the following information and be signed / stamped
by the attending doctor:
< Patient’s name
< Consultation date
< Breakdown of charges
< Diagnosis and treatment/operation name

® Referral letter written by a registered Medical Practitioner is required for Specialist
Consultation / Physiotherapy / Chiropractic Treatment / X-ray & laboratory (if applicable).
Referral letter is valid for 6 months from date of issuance; copy of referral letter is required for
each claim.

® For Chinese herbalist, acupuncturist and bonesetter, please specify Chinese Medical
Practitioners name and registration number. For Chinese herbalist consultation, please
attach original prescription sheet for reimbursement.

No reimbursement of outpatient claims if:

- Claim(s) submitted after 90 days date of consultation / visit

- Insufficient of required information

Please send this completed claim form with attachment(s) to:
Bank of China Group Insurance Co. Ltd. — Medical Insurance Dept.
9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong

Tel 12867 0888 Fax 1 3906 9906

Website : www.bocgroup.com/bocg-ins/
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