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DENTAL CLAIM FORM 牙科索償申請表 
Claim Note  
1) This form is only applicable to dental treatment claim. 

2) Each claim form is for one Insured only. Policy number and Insured number can be 
found on your Blue Cross Certificate of Insurance/Health Care Card or login to 
www.bluecross.com.hk/supercare to view account information. 

3) Please send the original receipts and this claim form to Medical Claims Department of 
Blue Cross within 30 days from the treatment completion date. 

4) Each original receipt must show the below information: 

 Full name of patient   Date of treatment   Breakdown of charges 

 Name and signature of dentist 

5) Please tick the appropriate box if certified true copy of receipt is required. Blue Cross 
will retain the original receipt for record purpose. 

6) Blue Cross accepts certified true copy of receipts with settlement advice issued by other 
insurance companies for claim processing. 

索償注意事項 
1) 此申請表只適用於牙科治療索償。 
2) 每張申請表只限一名受保人。保單號碼及受保人號碼顯示於閣下的藍

十字保險證明書或醫療咭或登入 www.bluecross.com.hk/supercare 
查閱賬戶資料。 

3) 請於完成牙科治療後 30 日內，連同正本收據及此索償申請表寄回藍

十字醫療保險理賠部。 
4) 每張正本收據必須顯示以下項目： 

 病人姓名   治療日期   收費項目說明 
 醫生姓名及簽署 

5) 如需索取收據之核實副本，請於適當空格內畫上✓號。正本收據將

存檔於藍十字。 
6) 藍十字接受由其他保險公司發出的收據核實副本連同理賠通知書作索

償申請。 

Part I 甲部 - To be completed by the Insured (Patient) 由受保人（病人）填寫 
(or parent if the Insured is a minor 若受保人為小童，請由家長填寫） 

To ensure that your claim can be processed promptly, please fill out the following 4 compulsory items in English BLOCK letters. 
為確保閣下之索償能順利處理，請必須以英文正楷填寫下列４項。 

Name of Policyholder  
保單持有人名稱 

Policy No.  
保單號碼 

Name of Insured (Patient)  
受保人（病人）姓名 

Insured No.  
受保人號碼 

Type of Personal Identification Document and Number 身份證明文件類別及號碼 (Please tick the appropriate box 請於適當方格內畫上✓號) 

 HKID Card No. 香港身份證號碼    
 Membership No. 會員編號    

 Passport No. 護照號碼 
 Staff No. 職員編號   

 
________________________________________________________________ 

Mobile No.  
手提電話號碼 

Total Number of Receipt(s) 
收據總數 

Total Amount of all Receipt(s) (please specify currency) 
收據總額（請列明貨幣） 

Name of Dentist 
牙科醫生姓名   

Date of Treatment 治療日期 
(DD日/MM月/YY年)     From 由 _________________________ To 至 ________________________ 

Was the dental treatment a result of an accident? 此次牙科治療是否由於一宗意外引致？  □Yes 是  □No 否 

Date 日期 (DD日/MM月/YY年) ____________________  Time 時間 __________________________  Place 地點 _________________________________________ 

Brief Description 經過 __________________________________________________________________________________________________________________________ 

 Please tick this box for request of certified true copy of receipt for other insurance claim. 如需索取收據之核實副本辦理其他保險索償，請於方格內畫上✓號。 
 
Declaration and Authorisation 聲明及授權書 

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 holding 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 the 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 Policy 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. I/We confirm having read and understood the Company's Personal Information Collection Statement as accompanied with this form.  

1. 如本人／我們之家屬為賠償申請之一方，本人／我們已向家屬取得一切所需授權（如適用），向藍十字（亞太）保險有限公司（「貴公司」）或其授權代表提供其個

人資料，本人／我們亦明白本表格內所提供的資料是讓貴公司作處理本人／我們索償之用。 

2. 本人／我們謹此授權任何持有受保人或本人／我們之任何記錄或資料的醫院、醫生、醫學界執業人士、與醫療有關的服務供應商、保險公司、有關人士、機構、及

／或有關當局，向貴公司或其授權代表提供任何或所有有關受保人或本人／我們之損失、損傷、賠償記錄、病歷、口供或任何相關資料作評估受保人或本人／我們

的賠償申請之用途。此授權書之正本及副本皆具同等效力。 

3. 本人／我們謹此聲明，上述所有問題的答案包括所有資料及細節均是準確無誤，真實及為事實之全部，並且是盡本人／我們所知及所信而作答的。本人／我們並沒

有隱瞞任何重要資料及確認如未能提供真實及準確無誤之資料或通知貴公司任何有關此賠償申請之重要資料，將可能導致貴公司不能接受或處理此索償申請及喪失

所有追討保單權益之權利。本人／我們明白發出或填妥此賠償表格並不代表貴公司確認責任或保證賠償。 

4. 本人／我們確認已閱讀及明白隨本表格附上有關貴公司的收集個人資料聲明。 

 

 

 

_________________________________________________________________________________             ____________________________________________ 

Signature of Insured (Patient) 受保人（病人）簽署                                                           Date 日期 (DD日/MM月/YY年) 

In the event of the patient is aged under 18, this form should be signed by his/her parent. 倘若病人之年齡在18歲以下，本申請表須由其家長簽署。 

Blue Cross (Asia-Pacific) Insurance Limited MC032/05.2012 
藍十字（亞太）保險有限公司 
 



Part II - To be completed by the attending dentist at the claimant’s own expenses 
乙部 - 由主診牙科醫生填寫，所需費用由索償人自行承擔 
 

Name of Patient (please fill in English BLOCK letters) 病人姓名（請以英文正楷填寫）：  

Date 日期 
(DD 日/MM 月/YY 年) 

Particulars 
詳情 

Charges (please specify currency) 
收費（請列明貨幣） 

1    

2    

3    

4    

5    

6    

7    

8    

  Total 總額   

 
Please mark teeth treated or area of oral treatment on the following chart. 
請在下圖表明接受治療之牙齒或口腔治療範圍。 
 

Was the dental treatment a result of an accident? 此次牙科治療是否由於一宗意外引致？  □Yes 是  □No 否 

Details 詳細說明：______________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________ 

Remarks 備註：________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________ 

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

本人特此聲明，就本人所知，上述所提供的所有資料均是準確無誤、真實及為事實之全部。 
 
 
 
 
 
Signature and chop of attending dentist 主診牙科醫生簽署及蓋章 

 
 
 
 
 
Address and Telephone No. 地址及電話號碼 

 
 
 
 
 
Name of attending dentist & qualifications 主診牙科醫生的姓名及資歷 

 
 
 
 
 
Date 日期 (DD 日/MM 月/YY 年) 

 



The Personal Data (Privacy) Ordinance (“the Ordinance”) – 
Personal Information Collection Statement 

Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) is a wholly owned subsidiary 
of The Bank of East Asia, Limited. The Bank of East Asia, Limited together with its 
subsidiaries and affiliates are collectively referred to in this statement as the “BEA Group”.   

In compliance with the Ordinance, the Company would like to inform you of the following: 

(1) From time to time, it is necessary for you to supply the Company with personal 
data in connection with the application for and provision of insurance products 
and services as well as the carrying out by the Company of other services relating 
to these insurance products and services. 

(2) Failure to supply such data may result in the Company being unable to process 
your insurance applications or to provide or continue to provide the insurance 
products and services and/or the related services to you. 

(3) Data may also be collected by the Company from you in the ordinary course of the 
Company’s business, for example, when you lodge insurance claims with the Company. 

(4) Data relating to you may be used for the following purposes: 

(i) processing applications for insurance products and services;   

(ii) providing insurance products and services to you and processing requests 
made by you in relation to our insurance products and services, including but 
not limited to requests for addition, alteration or deletion of insurance benefits 
or insured members, establishment of direct debit facilities as well as 
cancellation, renewal, or reinstatement of insurance policies; 

(iii) processing, adjudicating and defending insurance claims as well as 
conducting any incidental investigation; 

(iv) performing functions and activities incidental to the provision of insurance 
products and services such as identity verification, data matching and 
reinsurance arrangement; 

(v) exercising the Company’s rights in connection with the provision of insurance 
products and services to you from time to time, for example, to recover 
indebtedness from you; 

(vi) designing insurance products and services with a view to improving the 
Company’s service;  

(vii) preparing statistics and conducting research; 

(viii) marketing the following services and products (in respect of which the 
Company may or may not be remunerated): 

(1) insurance, financial, banking and related services and products; 

(2) reward, loyalty or privileges programmes and related services and products; and 

these services or products may be provided and/or marketed by: 

(1) the Company or members of the BEA Group;  

(2) third party reward, loyalty or privileges programme providers; and 

(3) third party marketing services providers; 

(ix) making disclosure under the requirements of any law or rules, regulations, 
codes of practice or guidelines issued by regulatory or other authorities 
binding on the Company or the BEA Group or with which the Company or 
the BEA Group is expected to comply;  

(x) enabling an actual or proposed assignee, transferee, participant or sub-
participant of the Company’s rights or business to evaluate the transaction 
intended to be the subject of the assignment, transfer, participation or sub-
participation; and 

(xi) any other purposes relating to the purposes listed above. 

(5) Data held by the Company relating to you will be kept confidential but the 
Company may provide such data to the following parties inside or outside Hong 
Kong for the purposes set out in paragraph (4):- 

(i) any agent, contractor or third party service provider who provides services to 
the Company in connection with the operation of its business including 
administrative, telecommunications, computer, payment, data processing, 
storage, investigation and debt collection services as well as other services 
incidental to the provision of insurance products and services by the Company 
(such as loss adjusters, claim investigators, debt collection agencies, data 
processing companies and professional advisors); 

(ii) any member of the BEA Group; 

(iii) reinsurance companies with whom the Company has or proposes to have dealings; 

(iv) third party service providers which the Company engages for any of the 
purposes set out in paragraph (4) (viii); 

(v) any person or entity under a duty of confidentiality to the Company or the 
BEA Group which has undertaken to keep such data confidential;  

(vi) any person or entity to whom the Company or the BEA Group is under an 
obligation to make disclosure under the requirements of any law or rules, 
regulations, codes of practice or guidelines issued by regulatory or other 
authorities binding on the Company or the BEA Group or with which the 
Company or the BEA Group is expected to comply; and 

(vii) any actual or proposed assignee, transferee, participant or sub-participant of 
the Company’s rights or business. 

(6) In accordance with the Ordinance, you have the right: 

(i) to check whether the Company holds data about you and to exercise a right of 
access to such data; 

(ii) to require the Company to correct any data relating to you which is inaccurate;  

(iii) to ascertain the Company’s policies and practices in relation to personal data 
and to be informed of the kind of personal data held by the Company; and 

(iv) to request the Company to cease using your data for direct marketing purposes. 

Requests for (i) access to or correction of data; (ii) information regarding policies 
and practices and kinds of personal data held; and (iii) cessation of use of data for 
direct marketing purposes can be made in writing to the Company’s Corporate 
Data Protection Officer at the following address: 

The Corporate Data Protection Officer, Blue Cross (Asia-Pacific) Insurance Limited 
  29th Floor, BEA Tower, Millennium City 5, 418 Kwun Tong Road, 
  Kwun Tong, Kowloon, Hong Kong 
  Fax : (852) 3608 2938 

(7) According to the Ordinance, the Company has the right to charge a reasonable fee 
for the processing of any data access request other than an opt-out request. 

(8) The Company keeps data only for as long as is reasonably necessary for any of the 
above purposes or as required by the applicable law or regulation. 

(9) Should you have any query with this statement, please do not hesitate to contact 
our Customer Service Hotline at 3608 2988. 

(10) Nothing in this statement shall limit the rights of customers under the Ordinance. 

April 2011 
Issued by Blue Cross (Asia-Pacific) Insurance Limited, a member of the BEA Group. 

個人資料（私隱）條例（「條例」）─ 收集個人資料聲明 

藍十字（亞太）保險有限公司（「本公司」）乃東亞銀行有限公司的全資附屬公司。在
本聲明內，東亞銀行有限公司連同其附屬公司及聯營公司將統稱為 「東亞銀行集團」。 

遵照條例，本公司特此通知閣下以下事項： 

(1) 在申請及接受保險產品及服務時，與及當本公司提供與保險產品及服務相關之其他

服務時，閣下有需要不時向本公司提供個人資料。 

(2) 若閣下未能提供該等資料，可能會令本公司無法處理閣下的保險申請或向閣下提供

或繼續提供保險產品及服務或其他相關服務。 

(3) 本公司亦可能會在日常業務運作的過程中向閣下收集資料，例如當閣下向本公司提

出保險索償。 

(4) 閣下的資料可能會用作下列用途： 

(i) 處理保險產品及服務的申請； 

(ii) 為閣下提供保險產品及服務及處理閣下就本公司的保險產品及服務提出的要

求，包括但不限於要求增加、更改或刪除保障項目或受保成員，安排直接付款

及保單取消、更新或復效申請； 

(iii) 處理、判定保險索償及就索償抗辯，包括進行任何附帶調查； 

(iv) 執行與所提供的保險產品及服務相關的功能及活動，如核實身份、資料配對及

再保險之安排； 

(v) 行使本公司向閣下提供保險產品及服務而享有的權利，例如向閣下追討欠款； 

(vi) 設計保險產品及服務以提升本公司的服務質素； 

(vii) 製作數據及進行研究； 

(viii) 營銷下列服務和產品（本公司或會因此而得到報酬）： 

(1) 保險、金融、銀行和相關服務及產品； 

(2) 獎賞、會員或優惠計劃和相關服務及產品；及 

以上服務或產品可能會由下列機構提供及/或營銷： 

(1) 本公司或東亞銀行集團成員； 

(2) 第三方獎賞、會員或優惠計劃提供者；及 

(3) 第三方營銷服務提供者； 

(ix) 為遵守任何法例之要求，或根據監管或其他機關所發出對本公司或東亞銀行集

團具有約束力或要求其遵守的規則、規例、實務守則或指引，而作出披露； 

(x) 允許本公司的權益或業務的實際或建議承讓人、受讓人、參與人或次參與人，

就涉及的轉讓、出讓、參與或次參與的交易進行評估；及 

(xi) 與上述有關的其他用途。 

(5) 存於本公司的資料將會保密，但本公司可能會向以下各方（不論在香港境內或境

外）透露該等資料作第(4)段列出的用途： 

(i) 任何代理人、承包人或就本公司之業務運作，包括行政、電訊、電腦、付款、

資料處理、儲存、調查和收數服務，或就與保險產品及服務相關之其他服務，

向本公司提供服務的第三方服務供應者（如公證行、理賠調查員、收數公司、

資料處理公司及專業顧問）； 

(ii) 任何東亞銀行集團成員； 

(iii) 與本公司有或將有商業往來的再保險公司； 

(iv) 本公司為第(4) (viii) 段所載用途而聘用的第三方服務供應者； 

(v) 對本公司或東亞銀行集團有保密責任，並已承諾將資料保密的任何人士或機構； 

(vi) 為遵守任何法例之要求，或根據監管或其他機關所發出對本公司或東亞銀行集

團具有約束力或要求其遵守的規則、規例、實務守則或指引，而有責任向其作

出披露的任何人士或機構；及 

(vii) 本公司的權益或業務的任何實際或建議承讓人、受讓人、參與人或次參與人。 

(6) 根據條例規定，閣下有權： 

(i) 查詢本公司是否持有閣下的資料及查閱該等資料； 

(ii) 要求本公司對任何有關閣下不準確的資料作出更改； 

(iii) 查明本公司對於個人資料的政策及處理慣例並獲告知本公司持有的個人資料的

種類；及 

(iv) 要求本公司停止將閣下的資料作直接促銷用途。 

關於(i)查閱或更改資料；(ii)查明個人資料的政策及處理慣例和所持有的個人資料的

種類；及(iii)停止將資料作直接促銷用途等要求，請以書面向本公司的個人資料保障

主任提出，地址如下： 

香港九龍觀塘道418號創紀之城5期東亞銀行中心29樓 

藍十字（亞太）保險有限公司 

個人資料保障主任 

傳真：(852) 3608 2938 

(7) 根據條例，本公司有權就辦理任何資料查閱的要求而收取合理費用，但拒絕服務要

求則除外。 

(8) 本公司只會根據上述用途上合理需要或適用法例或規例規定的期間保存有關資料。 

(9) 如閣下對本聲明有任何疑問，請隨時致電本公司的客戶服務熱線3608 2988。 

(10) 本聲明不會限制客戶在條例下所享有的權利。 

2011年4月 
由東亞銀行集團成員─藍十字（亞太）保險有限公司發出 
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