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Please click “File a
claim “ for claim
submission
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NOTE:

For Day Surgery, Outpatient
Surgery, Advanced Diagnostic
Tests (e.g. CT Scan, PET Scan,
etc., please choose .
‘\ “Hospitalisation” claim type. /
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You may click the
relevant claim type
here to submit
different types of
claim
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Please select the
policy and patient
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Select benefit type

Q If the designated benefit type cannot be
found, please submit your claim by mail.

General practitioner
Specialist

Physiotherapist / Chiropractor

Chinese medicine practitioner

Diagnostic x-ray and lab tests

Total cost of treatment
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Taking “Outpatient
Claims” as an example.
Please select the
benefit type
e.g., General
Practitioner
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< File a claim

[E] You are filing a claim for Outpatient

arrangements?

To proceed with your reimbursement claim,
please confirm your insurance coverage by
selecting one of the options listed below
(Options 1-3).

O Option 1- | confirm that | have other
insurance coverage(s). This claim has
already been processed by other
insurer(s) or by other PWD policy(ies).
The relevant Claim Statement(s) isfare
attached.

O Option 2 - | confirm that | have other
insurance coverage(s). This claim is
submitted to PWD Employee Benefits,
and | will not submit it to other
insurer(s) or to FWD under other PFWD
policylies) until FWD Employee Benefits
has completed the claim processing.

O Option 3 - | confirm that | have other
insurance coverage(s). This claim is
currently being processed by other
insurer(s) or by FWD under other B
policylies). | agree to provide the C
Statement(s) once available. |
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To proceed with your
claim, please confirm
your insurance
coverage by selecting
the appropriate
options
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Do you already have or are
you planning to apply for

Yes No
other insurance @ O
arrangements?

To proceed with your reimbursement claim,
please confirm your insurance coverage by
selecting one of the options listed below
(Options 1-3).

(®) Option 1-1confirm that | have other
insurance coverage(s). This claim has
already been processed by other
insurer(s) or by other PWD policy(ies).
The relevant Claim Statement(s) is/are

attached.
Amount (in HKD) P
already paid by {( [ /\\
other insurer(s) N= J
5| supporting document(s) .
7 \\\
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If Option 1is selected,
please specify the
claim amount already
paid by other insurer,
upload the relevant
claim statement(s)and
official receipt(s)
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X-ray and lab tests fee () Yes (©) No
stated in the receipt?

Are you receiving any
payment from other
insurer(s) with this
receipt?

O Yes {‘E‘?;} No

||_§] Supporting document(s)

Official receipt(s)

rE] Declaration & authorization

Bo ou agree to the Declaration &
# authoMation
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Please confirm and

agree to the
Declaration &
authorization, and
click “Submit” to
complete the
application
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Claim Adjustment
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My policies See more
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Click “See more” in
My claims
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Policy No

Claim Type
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Status

Please note: only claims within 2 years are
shown (at most)
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Policy No: LMOO0D0
Insured Mama:

Claim Type:

Submission Date:  pp/MM/YYYY
Censultation / DD/MM/YYYY

Status: Completed

Submission l(

Summary:

Medical Claim \\Downh%/l
Adjustmant S =
Statement:

| Group Medical Insurance Plan

FWD

insurance

2,

SERJLATELL T &
HEHEHER
?{aﬂ,\n

You can download
Claim Submission
Summary and
Claim Adjustment
Statement here
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®TF R eClaim Ref. No.: 30052726
#7375 8 Date of Submission: DD/MM/YYYY

—  —
FW B Claim Type: /% Hospitalization

D I d c I H R Policy No.: 15000431
own oa a I m #8575 .24 Policyholder Name: ABC COMPANY LIMITED
° °
Submission Summary
a nd B % Employee name : TESTING EE1

Sample of Claim Submission
I Summary

° ° SRE/MBE AEEH WSS (BEEE)
CI a l m Adj u st ment Insured Person/ Patient Admission Date Receipt Amount (HKD equivalent)
TESTING EE 1 DD/MM/YYYY XXXX

Statement

2 # 7 204 Document(s) submitted:

« sk B M E Official Receipt(s)/Medical Report(s)

+ PHZER RN - EREFHRME(HSANR) Part I of Medical Insurance - Hospitalization & Surgical Claim
(completed by patient)

« LA ZERER - 5 FiERMNEHTEESNE) Part I of Medical Insurance - Hospitalization & Surgical Claim
(completed by attending physician)

#3F % Originals submission:
FMEEFHBERR LG > FEHF (N5 ERERETOBEA N ETARAFILAEEE IS NASECT =T - A0
EFMSAEN(WE)  BREETMISHEHRLOX - IFxHESFERESIOHIET LI REERRAT
BEFERRE T RRENERTOREREZET - The orginal receipts and document(s) (if any) may be required
to submit together with this summary by post or in person to our office within 90 days after the date of submission.
Such request will be notified in separate mail (if any). In this regards, please keep original receipts and document(s) (if
any) for at least 90 days. |If the originals do not reach us within the required deadline, then we reserves the right to
request for a refund of the claim payment or reverse such payment against any future claims.
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% TR Policy Mumber : LFOwooooo:
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0000 LIMITED - LET - oo
Lockhart Exoooon Payment Mode : Bank Transfer
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Download CIaIm Em;no‘:eer:::lem l: 1l Bantn.c{wﬂ:::s} 004-wocoont HEE \I .

Employee Code:  sooocol I

Submission Summary — ropmant st DoAY Sample of Claim Adjustment

LO124657-00 30292905 DD/MM/YYYY I .
and Physiotherapist's & Chiropractor's Trestment 450,00 36000 RO1 Statement
Sub Total: 450,00 360.00 /
° ° a— w [ n 5 EEaa— D S @ S e
Payment Date:  DD/MM/YYYY
Claim Adjustment e ODMMYYY
Fhysiotherapist's & Chiropractor's Treatment 450,00 360.00
Statement s e o
AOCOOOOCN Payment Datez  DD/MM/YYYY
L0124321-00 / 30292674 DD/MM/YYYY
Spedialist's Consultation 1,000.00 E00.00
Sub Total: 1, 00000 E00.00
Employee Total: 1, 000,00 1,520.00
Grand Total: 1, 900,00 1,520.00
Remarks
o1 0000000000

FWD offers a lot more that beyond your expectation!

# If you wish to learn about our current products and offers, please feel free to contact 3180 0660 or visit
https:/ fwww_fed .com_hky/zh/claimslead, to leave your contact details, our advisors will contact you shortly.

# As a member of our Growp Medical Insurance, you are entitled to 3,500 MAX points*. You may visit https:/Fewdmas fed.com hk/ to
understand more about FWD Max.

{* Authentication with Hong Kong Identity Card number is required.)
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You can review
policy information at
main page from “My

policy” icon
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Policy Enquiry

Bolttech Insurance (Hong Kong) Company Limited
9/F, 308 Central Des Voeux,

Mo, 308 Des Voeux Road Central, Sheung Wan, Hang Kang

T(852) 3123 3344

E ebes hk@balttechinsurance com

Product &
Policy number FE {5

RERR(EB)ERLE

FAE ETEERE R 308 &0 0
bolttechinsurance.hk

bolttech

Insurance

Group Medical Insurance Plan Membership Guide

EEEERERBIASES

CARING Employee Medical Insurance Plan

G5000574

Policyholder REEFE A

Insurance period (FEAHE

Currency s

Insured list (including family member, if any)
BREANIR (OEREAE  1F)

Insured name 2FEAES

SHOWROV MD SHOHANUR RAHMAN

We are always here to help
B NESTER

If you have any question, please feel free to call our service hotline at (852) 3123 3344, We are available to assist you from 9am to 6pm,
Monday to Friday and from Sam to 1pm on Saturday. Please note that we are closed on Sundays and public holidays.
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TRERE  ERARLREHAR -
Other information on your group medical benefit
HEER W R E R R it R

You can visit the below web pages for more information, such as:

FTARLTERLERESER  fi

DD/MM/YYYY to DD/MM/YYYY

DD/MM/YYYY

Ref. no. &EERIE Relationship B Employee type ER1EF|

80066880

Employee 2

BONWEMANEEMME52) 3123 3344 - BAEREE EREN FFIBETT6 R LERASEFIBEFFIER

24-hour Worldwide Emergency Assistance Services
0\ BEHESTRER

Enquiry hotline (852) 2456 5400 E844# (852) 2456 5400
Ubiquitous Customer Support

EXBREFTHE

Exclusions (unless otherwise specified in the policy)

FH GBI (FIFERE R HRE)

Insurance validity (unless otherwise specified in the policy)
ERENEHRSERELEERE)

https://bolttechinsurance.hk/employee-
benefit/membership-guide-item1-4

Telemedicine Service
REHEERE

OFE=el 2
https://bolttechinsurance.hk/employee-
benefit/telemedicine-services-guide
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