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

b " ’ N . » S  Cemiral
\*’f MEDICALC I.I““[.‘;I}[(.:LIIISR ISATION FORM ot i @ Relationship between patient and additional payer (if any)
s ' B ey Relationship Description
4 - Particulars of Patient Spouse Husband/wife
Mzme: Tan Aze Azn Late of Birdr J1-08-1940 | O Sinzapore Citizen (5C) Child Father/mother paying for son/daughter
@ WFRIC J CoF _ FI4/ Pazzpom Mo L EEMRM (EE) Parent Son/daughter paying for father/mother
Ancomnt No: SO123454 e s ) Grandparent Grandchild paying for grandparent
B - Particulars of the Additione] Medizsave Paver (Leave flani [foniy Patient is using Medisave) [You may be asked for proof of relationship (e.g. birth certificate, marriage certificate)]
‘Wame: Tan Ebb Bhb Diate of Birth: 02-02-1971 WRIC ! CBF
. T Arcoumt Mo STIIIASA If there is more than one Additional Medisave payer, please fill up another MCAF.
@Tthaﬁ.&uisﬂ:eAddidma]hﬁijm&Fm‘a’z: O Spouze O Child [¥Parent O Grendparent (Pabient nmst be SCPE) e e e e e et < e e e S e e e e e s s o e e e e e e o
C —Furpose - — - @ Select applicable options by circling ‘Y’, and circle ‘N’ for all other options:
o7 the Patient) I would like to: i (Faor the Additional Medizave Paver) I would like ta: " P
N | Check my Healthcare Information; N Check my Healthrara Information; Option Description
N ! ) i _ J N . ' Check my Healthcare For Medical Institution to check your Medisave balance and if patient has
3 (IJ N | Withdraw from my Medizave; i N Withdraw fom mry Medisave; £ . dishield Lif ically circled Y as it i ded bef
v m Claim from my Health Insurance Policy: i Information Me '|S ield Li e/'lnsuranf:e. AutomatlFa y circled ‘Y’ as it is needed before
- . ) Terne of Medical Ireinion | making any Medisave or insurance claims.
for the Patient’s treatment charga: incurred at: : : et
£ (the “hfedical Insitution e Withdraw from my Use Medisave to pay the bill, subject to withdrawal limits and sufficient
Y @ for hospitalisation' / day surgery / weatment period starting on/ fom: | DZE Medisave balance Must be selected to submit Medisave claims
@ N | for all utpetient traatments Claim from my Health pse Insurance to pay the bill (only for patient bec.al.!se only pat|e'nt s own
------------------------------------------------------------------------------------------------------------------- Insurance Policy insurance can be used) Must be selected to submit insurance claims
(@} claimable mder
:Y@Renalnlﬂtﬂs %‘%Flm—uedﬁm‘e i@tw:auammk;«:ms e T T e e e T e T e T T e

@ E\’j M Outpatient scans M | Approved chroric diseaszes, vaccirations, screenings For outpatient:

@' M Otber Medizave schames please specidy): - racepiion Frocedures, Ant- ruzs) ° Circle ‘N’ for for hospitalisation_,,
i':h:'m“"“;!-ht e  Circle ‘Y’ for for all outpatient treatments...
i @ o e  Select applicable outpatient schemes
:{:‘D M within the limited period” from: vyt e Circle ‘Y’ for all selected schemes (e.g. Flexi-Medisave, Outpatient scans)
. ¥ @ for an indefinite period’, antil revokad in writing, starting fror: .ﬁ. T s e Select duration of outpatient authorisation (circle ‘Y’ only for the option you want, and circle ‘N’ for
T o Pt aufhorions wsa of Madiorvs 208 paveas awey Sing s bovpitalisstion, e Paflast's MaSeavs balzme wll be el tn pay the 1ot all other options; all dates can be backdated):
huspitabemtion BT first before ary withdrasal cn be made from the Medizave Account of my Addivens] Medisme Paaeris), e One-time claim — circle ‘Y’ for on... + fill in visit date
2 Mense infonm ke shadl ol the Medicol nstiontaon dureg sour visi hoo yon would like the Bl io be climed, 19 vou @0 not do so, the Medical Institotion . . . . L . .
e, 25 amhorised, claim the bill in £:) Siem the Patizet's 0o the Addoeal Modizy:s Payr's Medizers and Etsach ngsrurwce Pelloy e Claims over a defined period — circle ‘Y’ for within the limited period... +fill in start and end dates
5 ¥ D- Antherisation oo Behall of Fabent Addifional iedizave Faver e Lifelong authorisation — circle ‘Y’ for for an indefinite period... + fill in start date
(Miease complote Ihisrl:lrILTri:"_.mrrr:iu.ninumhl:hr.'ll'lll'lhl.'l"ali-.tl:orl:-'l'n:.'..ninlil.imr.'l.'dl.ﬁ'imtl'z}xr.:l g ———
Mame: Liza Cre C [t of Birch: 1011570 MR/ FIN
e TR e ! Masepeant Mamier: STOI3364, To be filled in by the following, only if Patient is under 21 / lacks capacity / deceased, or Additional
1 2 sigprins thiz fiorr oo behalf of (please tidk' Medisave Payer is under 21
& the Patient, bacausza: O the Additicmal Medizeve Payer, becznze: . P " . %)
O lamthe Lozl + ofthe Datient who —— {lagal guerddian’ ofthe Addiioes] Medisave Situation Who can fill up / sign on behalf. . :
jsundarzlj-em ofaze Paryer who is under 21 vears ofage. Under 21 Parent / spouse / legal guardian who is above 21 and does not lack capacity
& heshe lacks capecity’, and I 2m kizher: L= ¥om an lowfully appaoinked as 2 kgal puardian by 2 com or under o willkdioed. Lacks either:
O  donse/ depuy’. £ A prerson licks caprcily 4 s cul in Section 4 of e Mental Crpacity Act :
E  faeily member Cap 1774) (MCAT i ; . capacity i. Donee / Deputy (obtain court order or Lasting Power of Attorney), or
. - L . 2 o ane acting under o Listing Power of Amomey regisicred under the BCA
] hljam iz deczased, and Tam histher: with proer o act on behalfof the Patiert, orare zppointed by the Courd mdor
dopee | o e BT A 1 s oes Badsa T ol des: Paticnl N H B H H S H4 H
o = diepury g T e e By [ ii. Family member (if lacking capacity, provide doctor certification or complete )
Eapily memmber”. and dio ot lack capecity. Deceased A donee, deputy or an immediate family member (spouse / child / parent) or legal
{Thee sectbon below st be compileisd by 3 docur I the Pationt backs capacity 2=d 2 doctor's cartfication or coure order kas mot nlready Been obiined. H H H
(& ) Doctor's Cerfification guardian who is aboye 21land doe§ not Iac.k.capauty : _
I cetify tiet the Datient lacks capacity and = imable to sigs this Sam [You may be asked for proof of relationship (e.g. birth certificate, marriage certificate)]
wame of Docior: D Lee Ddd Ddd Doctor's MR- 300000T linic ¢ Hospeal Sumpe
[Stanp frosa Certiying Docter’s Cliic B S ——
Doctar's Sigmstura: Lae Dedf N Dot of Signaturs (DD-MAEV Y Hopissl) @ 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 Government of the Republic of Singapore, the Central Frovident Fund Board {"CFF Board"),
my Insurer aed its appointed agencies, the Diedical In:titotion, and healthcare professionals a2t amy mediczl institubion
who bave cared for the Batient (“the Parties™) to collect, zhare and use miy Healthrare Information (2) to facilitzte the
Patient’s treatmeant, (b for the purposes I indicated in Part C, and (c} for dat analysiz, evaluation, and policy-making
2nd review by the Goverrment and CPF Board

2. If I have also applied to withdraw fom my Dedisave or claim fom my Health Insorance Policy m Part C, I agree to
provide any information nacessary to amy of the Parties in paraztaph 1 to proce:z and adminizter the Claims. I further
undarstznd that my Healthcare Information may be used by any of the Parties to proces: and administsr the Claims
rezulting from the Patient’s treatment charzes, to asses: and andit the Claims, and adjudicate Claims-related disputes.

Claim Auwthorization

3. If I have applied to withdraw fom my Madisave or claim from my Health Tnsurance Policy to pay for the Datient’s |
treatment charzes at the hiedical Institation for the treatments indicated in Part C:
2) I anthorise CPF Board and my Inzurer to do all things necessary to proce:s and administer the Claims;
by I accept that the Claims will be zubject to CPFF Board's and my Inzurer’s approval, and the approved Claims
amoumis will depend on (i} the treatment charges subritted by the Medical Instinstion, (1) my MMedizave balaece,
{iif) the relevart Act: & Fegulations, and (iv) the terms of my Health Insurance Policy, if applicable; and

4. T agree to immediately rafied to my Medisave Accoust 2ed my Insurer any payment which I receive a2 raimburzement |
for the treatment charges.
5. I apree that thiz authorisation will be valid for clams submitted (1) within 12 months after the date of siznature, (ii)

within 12 moeths after the end date indicated in Part C (for autkorisations for a limited period}), o1 {iif) by the revocation
date (for atharisations covering an mdefinite period), whichever is later. [ acknowledge that I may have fo provide

further antharization if any Claims are submitted by the Jiedical Institation after this authorization expires.
General

4. I have read and uederstood this form fully, inchiding the Definitions below, and [ daclare that the imformation that I hava
provided is accumte.

Sigrative | ThinmBpneg of Pelent Sigraniee ! Thimbgaind of Aaddrone] Kol

P'ever

Sapritore ol Wilness & ez ol S ignamne

Lim Cer Coe Tizn BEE Bb3 Tew Eex Exg
J0-06-2015
Dizse of Srenziore (- E-YYY Y Dt of Sapmamere | HO-RBEYY YY) Bame of Witncss:
JDE IS 3006-201= Teo Fee Ese
Tter peetod By | Memwe e MRIL T, il prtend by (Moaies B NIRRT EECEEE
Ang Yoo Xy Amz o X (IEIC of Winess or OHfical Stamp of
STES43ILA STEIZLA Aledical Institnon’
Defmifinns

| mocer=tand and agree that eheso phrases used in thas form shall bave the following meanings:

a) “Heslthcare Infoormsadion™ refers g tha folknwing infirsetion i relagion D hoth e Patient and e AdkBitioeal Medizaes Paver,
iy persone] dote feg. name, MER No, address, age, dote of Bnhy;

i)  Medisave balance and witkdrawal lizms;

ii] any other miommation as the Govemment, CPF Board, the Irewrer, dhe BMedical bretitodion, and beakbears profesgonals al ey modcal
sttt whe Bave cared For e Palioed may corsidker meeesaary for i pumiss of procesiing, stmividering, adseseg, od andiling the
Claisc

and sddmionally the following informaticn in rekation eo the Patient only:
v} hospilalicatie ol Bl peconds
v} mwedical information end information relating o tha Patiset’s medical condition end restment: and
vi}  Healih lesurance Policy information (e, policy detils, benefits, exclosions, stard and ood dales);
For the svoidencs of dobt, “Hendkheere nformetion " sy pelne 1 informoetion on hath post and present meser

bi  “Health Insnrance Palicy™ ond the comesponding *Iesares™ reder oo the Sollowing:

Health Insmrance Palicy Tmsurar
BoledliShiald & WoediSheedd Lifs Cenral Provelent Foaud Boaxd
WU Icame [a1a 5 Privite Limited [ Enidentiel Assmence Co
Badimve-appmaved | d Pl | Awive Lid | Gireas Erspens Life Assurmece Co
Any aiteer lesurer fs approvied by the Minkster of Healih

* Mdnave-aprrored bitegrated Flan refen i the Malnave-aperoved mrgatal malical mmienes plan m ated in the Coriral Providens uad (dedishicd
Scheme) Magriationn aad dae Certral Provicknt Fand (Prvste Madizal brarce Scheme} Begistionn. x the asachod ride plos.

2] “Claime” refiers ioall claims fram the Healih nsurance Policy or all withdrwals from Medisave, 25 mdarised in Pan C

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 sothat Medical Institutions can check patient’s Medisave balance and insurance
coverage

e sothat 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

Additional terms and conditions to use Medisave / Insurance:

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

e  Medical Institution does not need to submit the claim immediately

©)

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

Requirements of Interpreter

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

e Does not lack capacity

Requwements of Witness
Different person from Patient / Additional Medisave Payer / Person signing on behalf
of Patient or Additional Medisave Payer

e 21 yearsold and above

e Does not lack capacity

e Singapore Citizen or Permanent Resident



&

MEDICAL CLAIMS AUTHORISATION FORM
 MINSTRY O HEALTH

Cevaral

i P

_____________________________________ EEE @) Fitindetais oniy i

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

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

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

1- Particulars of Account Holder & Insured (g in WERIC other identification docement e Account Holder and Insured lacks capacity (provide court order / Lasting

Heame: Yeo Aan Aan Dizta oI Eirth: 31- O 3ingepars Ciizen Power of Attorney)

s Lk & Perppnant Resident

@ TRTC  CIF ETH | Daszpom Mo: WA O Fagei

Arcourt Mo: SIT073454 P e

FPlease also complete Part IT below if vou are not the Acconnt Holder & Tnsored:
@ I - My Details (22 in NEIC other identification document)

hfy Mame(z): Lim Cic Cec

I am signime thiz fonm on behalf of the Accouwat Holder & Insored as (please tid)

‘ By MRUC/E LI Pasapon Mmber(z): 570233564

Can be backdated if claiming for earlier treatments

-

O

-

The parent / legal guardian™ of the Account Holder & Insured 1'|'|J.I:I:IS under 11 years of age
+  Pleasa provide a copy of your WEIC / paszpont and the Account Holder & Innared's birth certificata / WRIC
Please note that the conzent will expire once the Accownt Holder & Insured reaches 1 years of age

Dronee(s) acting under a Lasting Power of Atforney regizstered under the hJental Capacity Act (Cap. 1774)
(“MCA™) with power to act on behalf of the Account Holder & Insored; ar

Dreputy(s) appointed by the Counrt under the AMCA to act on behalf of ﬂ;E Account Holder & Insured

Please provide a cogy of vour WRIC / passpaort(z) and the Fegistered Lasting Power of Aftomey 'Drd!uf,.,u'urt.
Plezsa check whether yoo mey 20t simghy or joiotdy with other dones/s) deprats).

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
[ ]

Yo e awfully sppanintid i o Ll gesmbine by a ot or wnder o willido

an be any other person signing the form (e.g. Additional Medisave Payer / Witness)
21 years old and above
[ ]

@ ITI - Effective Date of Authorisation (DO-MMTYYY)

05-06-2008

Does not lack capacity

INpte: Please read the Definitions et out on the next page before signing this form.
1. -

|

@ Requwements of Witness
I allow the Goverrment of the Fapublic of Singapore, tha Central Provident Fund Board {(“CFF Board™), moy Inzurer and

its appointed agenciss, Participating hladical Institotions, snd heslthcare profeszionalz =t any medicsl institttion who
have cared for me to collact, share and usa nry Hezlthrara Informstion,

(&) ta pracass and sdminister nry Claims

(&) ta chack nry Madizave and Health Insoramce Policy infarmation in.ard.er to farilitate noy Claims;

() ta aszezz and andit may Claims and adjndicate Claims-ralatad dizpates; and
(d} for date analy=is, evaluation and policy-making and revdew by the Govermmant and CPF Board.
- -

Different person from Patient / Additional Medisave Payer / Person signing on behalf
of Patient or Additional Medisave Payer
- .

21 years old and above

! e Does not lack capacity
e Singapore Citizen or Permanent Resident
I confirm oy wish to claim from mny Health Insurance Policy and withdraw fom my Medizava to pay for o medical \
trestment fTom the Effactive Date of Anthorisation onwards at Participating Medicz] Instintions, and I suthorize CBF
EBoard and my Insurer to do 20 as needed. I agree to provide any information necaszary to process and sdminister tha
Clairns.
EN

I accept that mry Claims will be subject to CFF Board’s and ooy Inmmer’s approval, and the approved Cleimes arpoants
will depend on (1) the reatment charges submitted by the Participating hedical Instintdons, {ii) nny hledizave balanca,
(Eii} the Acs & Hegulstions, and (iv) the terms of noy Health Insurance Policy

s :

I zzres to immediately 1efind to noy hledisave Account and moy Insurer ary payment which I receive as Iamhursemznt
for the traatnent charges.

2 ba effective
7.

Lim Cee Cor

6. This consent and autharization shall remain velid wmtil revaked in writing. I accept that any revocabion of authasisation |
mzy take up ta 7 working days fom the date the Govemnent (ar the Govenument’s sppointed adminiztrator) receives it

I have read and inderstood thiz form fully, imcluding the Definitions on the next page, and I declare that the information
that T have provided iz accurate.

Sipmaiure / Thembprt of Accours Hobder & Insired

Dt of Signaiun:
]

I accept thet the Participating hladical Instintions msy claim from roy Haalth Insurance Palicy and fom oy hadissve to
pay far oy medica] treatment charges in full, unless thare are msractions by me not to da =0
4.

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...

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

Sipmaiure of Witness

Dxke o Sapraturs
R TR YRR ]
30-06-1015 Ton Ers Ear @ S0D6-201%
Dnterprctil by Panms: & BMRICE Mieswe al Wilresa;
Teo Epz Eee
Aws X Xox REI  Collveied) Svaangs
3TE43ILA ¥

(MRIC of Witmess or Official Stamp of Medical Institntion

e 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
L 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



