@} | MEDICAL CLAIMS AUTHIORISATION FORM @ D
MINGTRY DF HEALTH | (SINGLE) =5 ":"‘_:‘""
A - Particulars of Patient
Name: Tan Asa Aaa Cate of Barth- 31-09-1940 O Singapore Ctizen (SC)

MY YT Y =
(TR CoF TN/ Passpon o N4 oA Pemunent Resident (PR)
' Accomnt No: S02123454A 1 frecgaces aaly) O Foreizner
B - Particulars of the Additional Medisave Payver (Lsave biank jf only Parient is using Medizavs)
Name: Tan Bbb Bbb Date of Birth: 12-02-1971 | NRIC/ CPF
(mtoreatdebed AccountNo: S71123454 20000
@'mpmimisﬂ)aAdﬁﬁmalMedismaPm‘a‘s: O Spowse O Child B’Parm O Grandperent (Patient nust be SCPR)
C —Purpose
or tha Patient) I would liks to: ‘or the Additional Medisave Payer) I would like to:

| N Check my Healthare Information;

N | Check my Healthcare Information; @
| N Withdraw from my Medisave;

N | Withdraw from nry Medisave; i
(¥) N | Clzim from rav Health Insurance Policy: i

2l R 3 Nams of Mzdical Instintion
for the Patient’s treatmant charzes incurred at: “fedical Tustitution™:

for hospitalization’ / day surgery / treanrent period starting on / frop: | D2¢2: 01-05-2015

IDOAREYVYYY

® ©
©

v ()| for all oumpatient weatments

(2) cdlzimable wder
1Y | N [ Renal dialysis Y N Fled-Medisave ¥ | N | Cancer reatmant & scans
Y | N | Outpatient scars LY N Approvad chranic diseases, vacdnations, scresnings
Y | N | Other Medisave schemas (pless specity): I I
(b) and sought
. Date:
Y N o IDDARLYYYY)
Y N “mmlm!d med' ﬁom: I’,IILKI.H-\'\'W‘h l m AIIII-\I‘\L\YTYI
D i i iod* i : i i - Dore:
i Y | N | for an indefinite period”, until revoked in writing, starting from: Y
1 e Pahns mxionses we of Medisaniy xnd puses 2axy durms this tospuabaiboe, woe Pataer’s Mok DAL b usal s pay the Tast
hospizlaaon bl test bedoee wny withdaw el can be made froes the Medizive Acoount ob any Addgieal Mediseyve Payer(s)
20 Pleres anfonn che st an die Matical lstimtion domg Yoo visie Tk you would ke the BT o be classed. I you do not do so, the Medael Iisuoisa
v, s authoeised claim the bill in full froes ths Patisat’s an3'cr the - lodizavs Pavar's Medisana and Heakth Insuran:o Pocy.

G

ve Payer
(Ploise complate B3 paet only i you are slgessg oa behalf of the Patiest or dhe Additions! Mediave Payer.)

N Lama Cee Cec e of Rind:: 0101-1970 NRK FFIN ¢
BOAREYYYY) Passport Number: ST234564
I am sisnirz this form on bebalf of (please tick): ST S o
€1 " the Patient, baczuze: 0O the Additionsal Medisave Payer, becauzs:
O Iam the perert / Jozal guardian” of the Patiznt who O I am the parent / logal goardian” of the Additional Medisave
1s under 21 vears of age. Payer who is undar 21 years of 222
z heslze ks cma:‘h" 2nd I am his'her 3 Youare bwfully appoiotal &5 o kpal gugdisn by i court or vedis & willidasd
domea / deprty’. 42 A peraon Lacks caponity 55 s oot n Section 4 of the Meniad Capacity Act
Ef f2mily memibar” (Cape 177A) (MCAT). 3 .
: . 52 You ore acting under o Lasting Pewer of Attormey registered under the MCA
O  ke'sheis decensed, and I am hisher: wilh power 1o act o behalf of dhe Patsent, or ace appoiniod by the Court under
O donea/depaty’. the MOA [ 501 <o beball of e Pagent,
R y &2 Y ou are the spoese, child, o parent of the Paticet, are 21 years old and abave,
O m Hemper”. and do nee lack capecity.

{The section below' must be completed by o dockor i the Patiant Iacks capacity 2=d 2 doctoe's cartification or court arder has no already been obtaeed )
6 )Doctor’s Certification

T cestify that the Patient lacks capacity and is unzble to 2izn this form

Nume of Docwee: Dr Lee Ddd Ddd Dector’s MCR: 000000 Clic ! Hospitel Scamp:
(Stazsp from Cercifying Deceor’s Clinic/
Doctor's Signaturs: Lee Ddd Ddd TX1C oF Sigrature (OD-MAM-Y Y Y Y5 Hospieal)
30-06-2015

For SC/PR, CPF account number is same as NRIC
For Foreigner, fill in CPF-allocated account number (if available)

@ Relationship between patient and additional payer (if any)

Relationship Description

Spouse Husband/wife

Child Father/mother paying for son/daughter
Parent Son/daughter paying for father/mother
Grandparent Grandchild paying for grandparent

[You may be asked for proof of relationship (e.g. birth certificate, marriage certificate)]

If there is more than one Additional Medisave payer, please fill up another MCAF.

@ Select applicable options by circling ‘Y’, and circle ‘N’ for all other options:

Option Description
Check my Healthcare For Medical Institution to check your Medisave balance and if
Information patient has MediShield Life / Insurance. Automatically circled ‘Y’
as it is needed before making any Medisave or insurance claims.
Withdraw from my Use Medisave to pay the bill, subject to withdrawal limits and
Medisave sufficient balance Must be selected to submit Medisave claims
Claim from my Health Use Insurance to pay the bill (only for patient because only
Insurance Policy patient’s own insurance can be used) Must be selected to submit
insurance claims

@ For inpatient:

e  Circle ‘Y’ for for hospitalisation...

e  Fill in admission date (can be backdated)

e Circle ‘N’ for for all outpatient treatments...
To be filled in by the following, only if Patient is under 21 / lacks capacity / deceased, or
Additional Medisave Payer is under 21

Situation Who can fill up / sign on behalf?

Under 21 Parent / spouse / legal guardian who is above 21 and does not lack capacity
Lacks Either:

capacity i. Donee / Deputy (obtain court order or Lasting Power of Attorney), or

ii. Family member (if lacking capacity, provide doctor certification or

complete )

Deceased A donee, deputy or an immediate family member (spouse / child / parent) or
legal guardian who is above 21 and does not lack capacity

[You may be asked for proof of relationship (e.q. birth certificate, marriage certificate)]

Please get a doctor to certify that the patient lacks capacity. Alternatively, a doctor's memo or
a court order may be attached.



Consent to Data-Sharing & Use of Healthcare Information _

1. As applicable, I allow the Govarnment of the Republic of Singapore, the Central Provident Fund Board ("CPF Board"),
my Insurer and its appointed agencies, the Medical Institation, and healthcars professionals 2t any medical institution
who have cared for the Patient (“the Parties") to collect, share and use my Hezlthcars Information (2) to facilitate the
Patient’s treatment, (b) for the purposes I indicated in Part C, and (c) for data analysiz, evaluation, 2nd policy-making
2nd review by the Government and CPF Board.

2. If I have also applied to withdraw from my Madisave or claims from my Health Insurance Policy in Part C, I agres to
provide any information nacessary to any of the Parties in paragraph 1 to proce:s and adminizter the Claims. T further
understand that my Healthcare Information may be used by any of the Partie: to proces: and administer the Claims
resulting from the Patient’s reatment charges, to asses: and audit the Claims, ard adjudicate Claims-related disputes.

Claim Authorisation

3. If I have applied to withdmw fom my Medisave or claim from my Health Insurance Policy to pay for the Datient's |

treatmant charzes at the Madical Inztitation for the treatments indicated in Part C: b

2) Iauthorise CPF Board and my Insurer to do all things necessary to proce:s and administer the Claims; —

©) I accept that the Claims will be subject to CPF Board's and my Insurer's approval, 2nd the approved Claims
amounts will depend on (i) the treatment charges submitted by the Medical Institution, (ii) may Medizave balm:{e
(iif) the relevant Act: & Regulations, and (iv) the terms of my Health Insurance Policy, if apphcable and

I agree to immediately refiued to my Medisave Account and my Insurer any payment which I recsive a: ratmbuzze:ment
for the treatrent charges.

Patient and Payer allow Government, CPF Board, Insurer, Medical Institution, and
healthcare professionals (e.g. doctors) to access and share information to check and
use Medisave and insurance...

e 5o that Medical Institutions can check patient’s Medisave balance and
insurance coverage
so that CPF Board and insurers have the necessary information to process
claims

Patient and Payer allow CPF Board and Insurer to withdraw their Medisave and claim
from their health Insurance policy

s

5. Tagree that this autkorisation will be valid for clamms submitted (3) witkin 12 month: after the date of signature, (i) —____ it igi H .
within 12 moxths after the end date indicated in Part C (for autkorisations for 2 limited period), or {iij) by the revocation Additional terms and conditions to use Medisave / Insurance: . _
date (for authorisations covering an indefinita period), whichever is later. I acknowledze that I may have to provida e Payer needs to refund his Medisave or insurer if the treatment is later paid for (e.g.
further authorisation if any Clairas are submitted by the Medical Institation after this authorization expires. _ by empl oyer)

General

) N . ) ) e Medical Institution does not need to submit the claim immediately
6. Ihave read and urderstoed this form fully, including the Definitions below, and I daclare that the information that I have
provided is accurate.

Sigradure !/ Thamdpont of Peent

@ Only needs to be filled up if the form needs to be explained in a different language

Stgnemee ! Thumbeant of Ao Molaave Ssgntae ol Witness & Dege ol Siansture

I'ayer
Lim Cez Cec T BB 55 Teo Ees Ese .
30406-2015 Requirements of Interpreter
Dizte of Signature (DD-MM-YYYY ) Date of Sipeasro (DD-MM-YYYY) Nameo ol Witoess: . . . .
30.06.2005 30.06:2015 Teo Ese Eee e Can be any other person signing the form (e.g. Additional Medisave Payer /

Interpested by | Nese & NRIC):
Ang Xox Xxx

STE54321A

TlGrebd by e & NI ;
Amz Xox Xax
$76343214

S —
NRIC 7 Oficial St

(NRIC of Witness or Official Stamp of
Madical Iticucon)

Witness)
21 years old and above

Defmifions e Does not lack capacity
1 undersand and agroe (hat theso phrases used wn this fonm shall have tke following sseanings:

4) “Heslthcare Informeaton™ refers & tka following infirssition @ religion 1o both e Patieet and e Additiceal Medizave Payer
Iy perscus dats (e, name, NRN No, address, ape doce of Bahy,

‘ Reqwrements of Witness

iy Medi bnh.m:c and witkd, I lizks;
i) any odher mfi jon 35 the G CPF Bosrd, the Insurer, the Medical Institution, and heakh fossonals a1 my medscal
natitrmn who Bave cared for G Paliont may comsiher necpssary o the s of processing, a-!lmrhkmg assessing, and anditing che leferent person from Patient / Addltlonal MEdlsave Payer / Person SIgnIng on bEhaIf
HATE of Patient or Additional Medisave Payer
und pddticeally e following infoemation in rekition to the Patioot caly:
i) ospitalissgice o BT nacondss e 21 vyears old and above
V) medical information aud information reloting to the Paticet’s medical ccediton sed tressment: and .
vi)  Healih Iesurance Policy mSonmasice (o policy degils, benofits, exclusions, start and end dates); e Does not lack ca paC|ty
For the sveidancs of dodkt, “Heakboare I sou™ ey redate o nfoomation on boeh pe and present mettens

. S o .
R Pl s oo~ SR Singapore Citizen or Permanent Resident

Health Incurance Policy

Insurer

ModiShield & ModiShield Life Cenral Provident Pued Board
NIUC lncames [AIA Slgepore Private Limitad | Pondential Assesnce Cao
Modd pproved Integraiad Phn” | Aviva Lid | Gireas Erens Life A Co

Any ah:r lesures amawd by the Minkster of Health
¥ Madoaveapprored beanated Plae refes 1o the A d malical plan e ateed in the Corzral Providers Fusd (MadiShiadd
Schane) Regifation asd sve Cortnl Providae Pand (’n-m: MAb.al bazxm Scheme} Xepisticen, 32 the atachal ride phaae.

<) “Claime” refiers (o all claims from the Health nsurance Policy or all withdeawals tham Modisave, 25 shanised in Pare C.




\‘) MEDICAL CLAIMS AUTHORISATION FORM
wisTRY ‘f’ AT (AMULTIPLE)

Cevarsl

(=)

Pronsderd
Fund Bassd
— __

For SC/PR, CPF account number is same as NRIC

For Foreigner, fill in CPF-allocated account number (if available)

@ Fill in details only if:

e Account Holder and Insured is under 21 (provide copies of NRIC)

1- Particulars of Account Holder & Insured (as in NRIC other identification documest e  Account Holder and Insured lacks capacity (provide court order / Lasting

Name: Yeo Ana A28 Dete of Birth: 31 G DO Singzpore Citizen Power of Attorney)

IDDAREYYYY) e 33

@ WRIC CPF FIN Pespon No: N4 gFl iy —

Accourt No: S97023454 (65 fosdaasiests) a

Please also complete Part IT below if you are not the Account Holder & Insured:
@ II - My Details (23 in NRIC. other identification document)

My Name(z): Lim Cec Cec

I My NRIC/FINPassporn Number(s): 570234564
I am sisning thiz form on behalf of the Account Holder & Insured as (please tick):
m The parent / legal guardian* of the Account Holder & Insured who is under 21 years of age.

«  Pleaze provide a copy of your NRIC / paszpart and the Account Holder & Inzured's birth certificate / NRIC.
+  Please noce that the conzent will expire once the Account Holder & Insured reache: 21 years of age.
O Donee(s) acting under a Lasting Power of Attorney regiztered under the Mental Capacity Act (Cap. 1774)
(“MCA") with power to act on behalf of the Account Holder & Insured; ar

Deputy(s) appointed by the Court under the NICA to act on behalf of the Account Holder & Insured.
«  Plese provide a copy of your NRIC / passport(z) and the Registered Lasting Power of Attomey / Crdar of Court
«  Please check whether you maxy 2ct singly or joiutly with other donea/s)‘deputy(s).

Yoo ane Iowlully spgoiniof 3 a ol geantize by a court oo under i wilb'doud,

Can be backdated if claiming for earlier treatments
Date must be on/before date of first treatment that patient wishes to claim for

@ Only needs to be filled up if the form needs to be explained in a different language

Requirements of Interpreter

Can be any other person signing the form (e.g. Additional Medisave Payer / Witness)
e 21 vyears old and above

e Does not lack capacity

@ I - Effective Date of Authorisation ODAMYYYY) | 05-06-2009

Note: Plesse read the Definitions set ouf on the next page before signing this form.
1 3

I allow the Government of the Republic of Singapore, the Central Provident Fund Board (*“CPF Board”), my Insurer and
its appointed agencies, Participating Meadical Institutions, and healthcare profeszionals at any medical institation who
have carad for me to collect, share and use my Healthcare Information:

(2) to check nry Medizave and Health Insurance Policy information in order to facilitate my Claims;
(b) to pracess and administer nry Claims;

(c) to aszese and audit my Claims and adjudicate Claims-related dizpates; and

(d) for data analyzis, evaluation and policy-making and review by the Govenumant and CPF Board.
n

&

-

I confirm my wish to claim from myy Health Insurance Policy and withdraw fom my Medizave to pay for ny medical
treanment fam the Effective Date of Authorization onwards at Participating Medical Institutions, and I suthorize CPF

Board and my Insurer to do 20 as needed. I agree to provide any information neceszary to process and administer the
Claims.

3. T accept that the Participating Medical Instinntions may claim from oy Health Insurance Policy and fom my Meadisave to
pay for my medical treatment charges in full, unless there are matructions by me not to do 0.
4.

I accept that my Claim: will be subject to CPF Board’s and ny Insurer’s approval, and the approved Claims amounts

will depend on (i) the restment charges submitted by the Participating Medical Institutions, (ii) nry Medisave balance,

(tii) the Acts & Regulations, and (iv) the terms of my Health Insurance Policy.

5. I agres to immediately refund to nry Medisave Account and my Insurer any payment which I receive as reimbursemant |
for the treanment charges. !

to be effective.

6. This consent and authorisation shall remain valid until revoked in writing. I accept that any revocation of anthorisation |
may take up to 7 working days fom the date the Govenunent (or the Govenunent's appointed administrator) recaives

7.

|

@ Requirements of Witness

Different person from Patient / Additional Medisave Payer / Person signing on behalf
L]

of Patient or Additional Medisave Payer
21 years old and above

e Does not lack capacity

] Singapore Citizen or Permanent Resident

P e e e e e e e T T R e e e T

Patient allows Government, CPF Board, Insurer, Medical Institution, and healthcare

professionals (e.g. doctors) to access and share information to check and use Medisave
and insurance...
L)

v
\

so that Medical Institutions can check patient’s Medisave balance and insurance
coverage
)

so that CPF Board and insurers have the necessary information to process claims

i
I have read and understood thiz form fully, including the Definitions on the next page, and I declare that tha information
that I have provided iz accurate.
Sigmature - Trembpret of Accoum Hobder & Insieed | Dale of Signature
DO Y YY)
Lim Cec Cor 30062015

Signature of Witncss

Daike of Sageatire

\
COIFAIM-YY YY) [
Too Eee Ear 30-06-2015
Interprctal by (Name & NI ) Nieww of Witess \
Teo Ees Eee
Amz Noox Xocx NRK /Ol Swaanp
S76343214 {NRIC of Witses: or Official Stamp of AMedical Intirotion)

Patient allows CPF Board and Insurer to withdraw their Medisave and claim from their

health Insurance policy for treatment at participating medical institutions for current
and future treatment. If patient does not wish to use Medisave or claim insurance for a
particular visit or admission, he should alert the institution’s staff at payment.

Patient needs to refund his Medisave or insurer if the treatment is later paid for (e.g. by
employer).

@ Patient can revoke authorisation at any time.



