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To: Abbott Health Insurance Society

I, the undersigned (the patient who has received treatment), hereby authorize Abbott Health
Insurance Society or its designated contractors to verify the facts related to my overseas
medical expense claim(s), including the date, location, and details of the treatment. I agree that
they may contact the medical institution or relevant parties and obtain necessary information
by providing the submitted application documents. I also agree to submit a copy of my passport
or other documents showing my entry and exit records if required for the above verification

process.
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The patient who received the treatment must sign this form. However, in the
following cases, an eligible representative must sign: a Parent or legal guardian (f the patient

is a minor), a legal guardian (if the patient is an adult ward), a legal heir (if the patient is

deceased)
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(Printed Name / Signature)
(Address)
(Date)Year Month Day

(Relation to the insured) : Self « Guardian *+ Heir - Other

2 This authorization form is valid for three months from the date of signature.
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If required by a country, region, or medical institution, you may also be asked to complete

additional prescribed authorization form.
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