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Part 1: Details of the Employee / Patient

Name of Employer: Policy No:

Name of Employee: NRIC/Passport No:

Date of Birth: dd  /  mm  /  yyyy Nationality:

Marital Status: Plan Type:

Contact No: Designation:

Employee's commencement date of insurance: dd  /  mm  /  yyyy Gender: Male / Female

By default, approved amounts are reimbursed to the Employee. Please this box only if payment (via cheque) is to be made to your Employer.

Please complete this section if Employee is not the Patient

Name of Patient: NRIC/Passport No: Gender: Male / Female

Relationship to Employee: Occupation: Date of birth:  dd / mm / yyyy

Part 2: Details of the Admission

Date of Admission: dd / mm / yyyy Date of discharge: dd / mm / yyyy Name of Hospital / Clinic:

1) If admission is due to sickness, please provide the following:

Diagnosis: Symptoms experienced: Date when symptoms first started: dd / mm / yyyy

Has the illness been treated before? Date of first treatment: dd / mm / yyyy

Nature of treatment / operation done:

2) If admission is due to accident, please provide the following:

Date of accident: dd / mm / yyyy Time of accident: hh : mm am / pm Place of accident:

Briefly describe what had happened and state the extent of the injury:

3) Are you entitled to claim against Work Injury Compensation Insurance?

o No

o Yes - Please provide further details

4) Are you making a claim from other insurance companies?

o No

o Yes - Please provide Name of the Insurer, Policy Number & submit a copy of the claims settlement letter / payment voucher

Declaration and Authorization (to be signed by the Employee and Patient / Guardian)

I / we, hereby authorize, agree and consent to:
a) persons and organizations, whether within or outside Singapore, including but not limited to medical sources, hospitals, doctors, other healthcare professionals, laboratories, regulator,

dispute resolution centres and insurers, their associated persons / organizations, my / our or the insured person's employers or financial service providers, or their third party service
providers or releasing to insurer and Fullerton Healthcare Group, its associated persons / organizations, its and their third
party service providers and its and their representatives, whether within or outside Singapore any information concerning the policy owner and the insured person(s) at any time,
including all personal data and information, medical information, medical history, consultation history and notes, prescriptions, treatments, descriptions of medical services rendered,
and any employment and financial information, including the taking of copies of such records (collectively "Personal Data"), relevant for the Purpose (defined below);

b) the Insurer and Fullerton Healthcare Group sharing the scope of sub-clause (a) above, along with any of the Personal Data, with any relevant Third Parties to procure their
disclosure and release of additional relevant Personal Data for the Purpose;

c) the Insurer and Fullerton Healthcare Group, including their approved medical examiners or laboratories, performing any necessary medical assessments and examinations and tests
to determine, assess and evaluate the health of the insured person(s)

d) the Insurer and Fullerton Healthcare Group collecting, using, disclosing, storing, retaining and / or processing (collectively, "Using" / "Use") the Personal Data for the Purpose; and

e) waive any right (on my own behalf and on behalf of the insured person(s) where applicable, in respect of which I / we represent and warrant that the insured person(s) have granted
me / us authority to so waive) to bring a claim of any nature against any of the Insurer and Fullerton Healthcare Group in respect of any above-mentioned Use and / or any Use of any
Personal Data for the Purpose.

Where I / we are not the insured person, I / we represent and warrant that I / we have obtained the consent of the insured person(s), except to the extent such consent is not required
under relevant laws: (i) to collect their Personal Data; (ii) to disclose their Personal Data to the Insurer and Fullerton Healthcare Group; and (iii) for the Insurer and Fullerton Healthcare
Group and Third Parties to Use any of their Personal Data in the manner and for the purposes described in this Clause. I / we hereby agree to indemnify Insurer and Fullerton Group
for all losses and damages that Insurer and Fullerton Healthcare Group may suffer in the event I / we are in breach of any representation and warranty provided by me / us herein. In
this Clause, "Purpose' means any of the purposes described in the personal data policies and Fullerton Healthcare Group Data Policy, including but not limited to processing
of this form, to provide subsequent advice or services to me / us or the insured person in relation to any existing or future policy / policies / programs that I / we may hold / participate
with Insurer and Fullerton Healthcare Group. This authorization shall bind my / our successors and assignees, and remains valid, notwithstanding death, irrespective of whether or not
my / our Application / form is accepted by Insurer and Fullerton Healthcare Group. A photocopy of this authorization shall be valid and effective as the original.

Disclaimer
Aon Care is a medical network administering insurance policies arranged by Aon Singapore Pte. Ltd ("Aon") acting as an insurance broker. Aon is not an insurer and does not
guarantee the acceptance, application or availability of insurance. The content of this form has been compiled by Fullerton Healthcare Group Pte Ltd and is subject to the terms, conditions
and exclusions of the regulated insurer's policy wording which may change from time to time. Refer to the relevant policy document for complete and most up to date details. Neither
Aon, nor any Aon Group entity, will be held liable for the contents of this form, its existence or any representations made in its connection. For further information on Aon Care or related
insurance products, please contact a representative of Aon.

Signature of Employee Signature of Patient / Guardian (if Patient is a dependent) DateSignatureSignature EmployeeEmployee Signature Guardian dependent)


