
Declaration & Authorization

Date SignedSignature of Insured/Policyholder (if insured is below 18 years old)

Name of Insured/Policyholder (in block) HK Identity Card No. of Insured/Policyholder

Others

Do you have other insurance coverage   If so, please state:

Policy Effective DateType of CoverageName of Insurer

For any claims related enquiry, please contact our Customer Service Hotline at (852) 2560 1990. (Please press ”4” after language selection to contact the dedicated claim team)

Personal Particulars (for office use)Ref:

Name of Insured Eng

Name of Policyholder Eng

HK Identity Card No. of Insured Sex M / FAge

Daytime Contact Telephone No. E-mail Address

(YY / MM / DD)

?

Policy Number

Date of Birth

Address of Current Employer of Insured

Position Held

Tel No.

Name of Current Employer of Insured

All claim communication will be informed through our customer portal or mailed to your correspondence address as per our company record.

Part I – To be completed by insured or policyholder if insured is below 18 years old. (Please attach medical expense receipts with this form)

First claim Further claim

Long Term Medication – Hypertension Claim Form

To be signed by insured. If insured is below 18 years old, please sign by Policyholder)

I hereby declare all the statements to all questions above, whether or not written by my own hand are to the best of my knowledge, belief, complete and true. I authorize any medical practitioner, hospital, pharmacy, insurance company, police station, employer, or other organization or  persons that have 
any records, medical history or knowledge of me and/or the insured, to release full particulars of such information to Cigna Worldwide Life Insurance Company Limited and Cigna Worldwide General Insurance Company Limited (collectively, “Cigna”) or their appointed representatives/agents for the 
purposes of assessing or processing this application or claims and subsequent services/customer satisfaction survey.  To avoid any uncertainty, this authorization shall bind all my/the insured’s successors, assignees, executors and administrators and shall remain valid notwithstanding my/the insured’s 
death or incapacity.  A copy of this Declaration & Authorization shall be deemed to be valid as the original. I further agree that any personal information collected or held by Cigna (whether contained in this application or otherwise obtained) is provided and may be held, used, disclosed and transferred 
by Cigna to any related companies/organizations or any selected parties (within or outside Hong Kong, including insurance intermediary acting on my/the insured’s behalf, reinsurance and claims investigation companies and industry associations/federations) for the purposes of processing this application 
or claims and providing subsequent services, data matching, and to communicate with me/the insured for such purposes. I have the right to obtain access and to request correction of any personal information held by Cigna.  Such request can be made to Cigna’s Data Protection Officer.
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Treatments Details

Please provide detailed consultation information to facilitate the claim processing:

When did you first aware of the manifestation of Hypertension symptoms                                                (YY / MM / DD)

When did you first aware the persistent high blood pressure of >140 mmHg systolic blood pressure or >90 mmHg diastolic blood pressure (YY / MM / DD)

Date of first consultation: (YY / MM / DD)

Consultation period:   From (YY / MM / DD)  to (YY / MM / DD)

When did you first prescribe daily Anti-Hypertension Medication (YY / MM / DD)

Please provide the name and daily dosage of Anti-Hypertension Medication.

Please provide the name and address of your usual/family doctor: Date of first consultation:

Within the subject consultation period, have you stopped the taking of Anti-Hypertension Medication prescription for any time period
Or you have prescribed the daily Anti-Hypertension Medication continuously

Yes, I have taken daily Anti-Hypertension Medication continuously.

No, I have stopped the taking of Anti-Hypertension Medication in the period from    (YY / MM / DD) to (YY / MM / DD)

Name of Hospital / Clinic / Doctor:

16/F, 348 Kwun Tong Road, 
Kwun Tong, Kowloon, Hong Kong

Tel: 2560 1990 Fax: 2560 3605 
www.cigna.com.hk

Confidential, unpublished property of Cigna.  Do not duplicate or distribute.  Use and distribution limited solely to authorized personnel.

 detimiL ynapmoC ecnarusnI lareneG ediwdlroW angiC    detimiL ynapmoC ecnarusnI efiL ediwdlroW angiC

所有索償通知將會經我們的客戶平台通知或郵寄至閣下在本公司記錄之通訊地址。

治療詳情
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Treatments Details

History of Consultation

Full name of Patient xeSegA.oN draC ytitnedI KH

to Treatment Period from

Signature of Physician Hospital/Physician Stamp

Physician Name Date Signed

Clinic Address of Physician

Diagnosis of conditions

Investigations, treatment, therapy, surgical procedures done and result during the above mentioned treatment period:

Part II – Attending Physician Statement (To be completed by the insured's attending doctor at the insured's cost)

NO YES, the first consultation was since

Prior to this consultation, did patient first consult you for the related signs and symptoms   And when was the first consultation

According to the subject diagnosis, what sign(s) and symptom(s) was/were the patient aware of at the first consultation

According to the patient, for how long had such symptoms(s) persisted before the first consultation

year(s)month(s)day(s)Prior to the first consultation, such symptom(s) had persisted for

When did the patient first diagnosed the persistent high blood pressure of >140 mmHg systolic blood pressure or >90 mmHg diastolic blood pressure? 

(YY / MM / DD)

When did the patient first prescribe daily Anti-Hypertension Medication? (YY / MM / DD)

Please provide the name and daily dosage of the Anti-Hypertension Medication.

From the first prescription, have the patient stopped the taking of Anti-Hypertension Medication for any time period? 
Or the patient has prescribed the daily Anti-Hypertension Medication continuously up to now? 

Yes, the patient has taken Anti-Hypertension Medication continuously.

No, the patient has stopped the taking of Anti-Hypertension Medication in the period from      (YY / MM / DD) to (YY / MM / DD)

Was the patient referred to you by another doctor for further management   If so, please state name of referral doctor:

NO YES, the name of referral doctor is

Confidential, unpublished property of Cigna.  Do not duplicate or distribute.  Use and distribution limited solely to authorized personnel.
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