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1)  This form and relevant original medical receipts must be submitted to MIC within 90 days from the date of
consultation.

2)  Claim payment will be subject to the terms and conditions set out in the corresponding Master Policy.

3)  Incomplete form or omission of required information may cause delay in processing.
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Declaration & Authorization

I/We hereby declare and agree that any personal information collected or held by Macau Insurance Company Limited (‘the
Company”) (whether contained in this claim application or otherwise obtained) is provided and may be held, used, and disclosed by
the Company to individuals/organizations associated with the Company or any selected third party (within or outside of Macau,
including reinsurance and claims investigation companies and industry associations/federations) for the purposes of processing this
application and providing subsequent services, and data matching, and to communicate with me/us for such purposes. I/We
understand that I/we have the right to obtain access to and to request correction of any personal information held by the Company
concerning me/us (and my/our dependants, if any). I/We also hereby irrevocably authorize:

a)  any organization, institution, or individual that has any record or knowledge of my/the Insured(s)’s health and medical history or
any treatment or advice and that has been or may hereafter be consulted to disclose to the Company such information. This
authorization shall bind my/the Insured(s)'s successors and assigns and remain valid notwithstanding my/the Insured(s)'s death
or incapacity in so far as legally possible. A photocopy of this authorization shall be as valid as the original.

b)  the Company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests
to underwrite and evaluate my/the Insured(s)'s health status in relation to this application and any claim arising therefrom.
These tests may include, but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders,
acquired immunodeficiency syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the
presence of medications, drugs, nicotine or their metabolites.
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