Coéng ty TNHH Bao hiém Liberty
Tang 18, Toa nha Vincom
. 45A Ly Ty Trong, Quan 1, TP. HCM

leert}’_ Tang 18, Toa nha Vincom,

Insurance 45A ‘Ly Tu Trong, Phudng Sai Gon, TP. HCM (do sép nhap)
Hotline: 1800 599 998
MST: 0304732887
www.libertyinsurance.com.vn

Dental - Claim Form
Yéu cau boi thuong diéu tri nha khoa

Section A. Claim information - To be completed by Claimant
Théng tin b6i thudong- Ngudi yéu cau boi thuong dién day du phan nay

Policy no./S6 hgp déng bao hiém Name of policyholder/Tén ngudi dugc bao hiém
Membership card no./S6é thé bao hiém Name of patient/Tén bénh nhan

Sex [ ]Male/Nam [ ] Female/Ni& Date of birth/Ngay thang ndm sinh

Gidi tinh

Contact telephone no./S6 dién thoai lién hé Email/Hop thu

If the cause of treatment relates to an accident, state the date and place of the accident and give details of the
circumstances.

Né&u nguyén nhan cla su diéu tri lién quan dén tai nan, xin cho biét ngay va nai xay ra tai nan va xin cho biét
hoan canh xay ra tai nan.

If your claim is for routine oral examination, please state the reason for visiting dentist Néu ho so boi thuong
lién quan dén viéc ki€m tra rang dinh ky, xin cho biét Iy do dén nha si.

Have You/ Insured currently been covered under any Health/Personal Accident/Life Insurance contract? (if
YES, please list out the name of Insurers)

Hién tai Anh/Chi/Ngudi duoc bdo hiém cé dang tham gia hgp d6ng bao hiém sirc khode/tai nan/nhan tho nao
khac khong (néu cd, vui long liét ké céc cong ty bao hiém do).
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Dental - Claim Form
Yéu cau boi thuong diéu tri nha khoa

Section B. Reimbursement - To be completed by the Patient or His/Her Legal representative
B6i thuong - Puoc dién day da boi Ngudi dugc bao hiém hay dai dién hop phap cliia Nguoi dugc bao hiém

1. Method of reimbursement/Hinh thirc thanh toan

Bank transfer/Chuyén khodn Cash/Tién mat
Beneficiary/Ngudi thu hudng Beneficiary/Nguoi thu hudng
Bank name/Tén ngan hang Passport/ID card No./S6 ho chi€u/CMND/CCCD
Bank branch/Chi nhanh ngan hang Issued date/Ngay phat hanh
Address/Dia chi Issued place/Noi phat hanh
VND bank account/Tai khoan bang VND Expiry date (Ngay hét han)
Declaration
Cam doan

| hearby declare that the above made statements and the attached Medical document including but no limited
such as personal information, medical documents, medical history... are true and complete to the best of
my knowledge and take responsibility for this truly information , and that | understand it is made for use as
evidence for Liberty's claims process.

Toi cam két rang céc thong tin ma t6i da cung cdp trong don YCBT va trong ho so boi thudng bao gom nhung
khong gidi han: théng tin ca nhan, ho so bénh an, théng tin khai bdo bénh str ... dugc dinh kém |14 hoan toan
day dd, ding suthat va chiu toan bo trach nhiém vé tinh chinh xdc cda nhirng théng tin nay ciing nhu hiéu rang
day sé la bang ching xac thuc cho qua trinh gidi quyét boi thuong cda Liberty.

I/We have carefully read, understood and agreed the insurance company is entitled to
process My/Our data, which may include but not limited to basic and sensitive personal data,
in accordance with its privacy policy posted at: https://www.libertyinsurance.com.vn/chinh-
sach-rieng-tu; or accessed by QR code:

T6i/Chung t6i da doc ky, hi€u va déng y cho céng ty bao hiém dugc quyén xd& ly di liéu, cé thé
bao gém ca dir liéu ca nhan co ban va nhay cam, theo chinh sédch bdo mat théng tin/quyén
riéng tu cdia cong ty bao hiém dugc dang tai tai: https://www.libertyinsurance.com.vn/chinh-
sach-rieng-tu, hodc dugc truy cap bang QR code:

| hereby authorize any employer, physician, hospital, insurance company or other organization or person who
has any record or knowledge with reference to the accident, or the health and medical history of the patient, to
give such information to Liberty Insurance Limited. A photocopy of this authorization will be as valid as the
original.
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Dental - Claim Form
Yéu cau boéi thuong diéu tri nha khoa

Toi cho phép bat ky ngudi str dung lao dong, bac s, bénh vién, Cong ty bao hiém, céc t6 chirc, ca nhan khac,
nhitng ai biét dén hodc co ghi nhan lai tai nan, sirc khde hoéc bénh an cia bénh nhan cé thé cung cap céac thong
tin nhu vay cho Céng ty TNHH Bao Hiém Liberty. Ban sao cua su cho phép nay ciing cé gié tri ngang ban géc.

By signing below, | consent that the personal information collected or held by Liberty Insurance Limited (whether
contained in this form or otherwise obtained) may be used by or disclosed to any individual or organization
within or outside of Vietnam for the purposes of insurance or reinsurance related business including claims
processing, investigation, account collection and litigation.

Bang viéc ky tén dudi day, t6i dong y rang cac thong tin ca nhan dugc thu thap hodc ndm gilr bdi Céng ty Bao
hiém Liberty (du duoc khai bao trong mau don nay hay cé duoc bing céch khac) sé dugce sir dung hoac tiét 16
cho b4t ky ca nhan hoéc t6 chirc nao trong hodc ngoai nudce Viét Nam chi cho muc dich bao hiém hoac cac van
dé lién quan tai bao hiém bao gém gidi quyét boi thudng, diéu tra, s8 sach k& toén va kién tung, tranh chap.

Date Signature of the Insured
Ngay Chir ky ctia ngudi duogc bao hiém

Section C: Dentist’s report - To be completed by the Attending Dentist Bao cao Nha Si - Cac thong tin dugc
cung cap bai Nha Si Chira Tri

Patient’s full name/Ho tén bénh nhan | Date of birth

Ngay thang nam sinh Sex ] L]
Gidi tinh Male/Nam | Female/N{r

Contact telephone no. Email/Hop thu
S6 dién thoai lién hé

Please give us the diagnosis of the illness/injury, investigation and treatment carries out and the
results/findings Xin cho biét chdn doan bénh/thuong tét, diéu tra va nhirng lan diéu tri, va két qua nhirng lan
do

If the cause of treatment relates to an accident
Né&u nguyén nhan cla su diéu tri lién quan dén tai nan

State the date and place of the accident and give details of the circumstances
Xin cho biét ngay va noi xay ra tai nan va xin cho biét hoan canh xay ra tai nan

Treatment details/Chi tiét diéu tri
Date/ngay Treatment rendered/Loai chitatri = Charges/Chi phi
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Dental - Claim Form
Yéu cau boi thuong diéu tri nha khoa

Please mark teeth on the chart below
Xin vui long danh dau cac rang chira tri theo so d6 duéi day

LIBIAL
I O O
RIGHT LINGUAL LEFT
I OOOOooOoOd
LIBIAL
Date Name of Dentist
Ngay Signature with practice stamp of Dentist

Tén cla Nha si
Chir ky véi con ddu clia Nha st

Section D: Other

Thong Tin Khac

Please give the name and address of the referring physician (if any)

Xin vui long gidi thiéu tén va dia chi cia bac sT dé ching t6i cé thé tham khao (néu co)
Name Address

Tén Dia chi

| hereby certify that all information given above is accurate and true to the best of my knowledge
Toi xac nhan rang tat ca cac thong tin trén la chinh xac va dung sy that véi nhirng gi téi biét

Signature of Attending Doctor/Surgeon with hospital stamp Name of Doctor
Chir ky ctia Béc si chita tri/phau thuat vGi con d4u cla bénh vién Tén clia Bac st
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