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B OR By — A B e T il

MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL

PART | - TO BE COMPLETED BY THE PATIENT

KA R ME BT B PT 2 F il A 1A

This form is applicable to both inpatient and outpatient surgical claim

REFBEAN/ BEEXETH
Name of Policy Holder/Employer

BE /| KEHA
Name of Employee/Member
(For group insurance policy only)

REHEWR
Policy No.

R P 4R 5% (38 )
Insured No./Certificate No. (If applicable)

Brief Description

mAEE S0 AR HS
Name of Patient I.D. Card No.
EEES AR 151 Sex
Occupation Date of Birth D 2 M D = F
BRERHFARR
Relationship to the Policy Holder A& A self [ ] &4 Spouse [] F% child
[]1E& / k& Staff/Member []/BE / ik 8% & Dependent
(1) BTRES B —m R mEZRE?
Have you had any prior treatment for this or related conditions ? []%%& NO []%& YEs
BAME
Doctor's Name
4k
Address
A &3
Date(s)
(2) AELLRER / Fili - BTALSRBHMRBEE ?
Are you making any other insurance claim as a result of this hospitalization/surgery ? |:| 278 NO |:| A YES
(NG EE
Name of Insurance Company
RERI
Policy No.
(3) R1ERE / FWREHR —REISIB ?
Was the hospitalization/surgery a result of an accident ? []72 NOo [ 1/ YES
A & R 24
Date Time Place

B K {Z#E DECLARATION & AUTHORIZATION
A AT B it B R A0 2 I 4 3 -

RALZEEFERAREIEMER 2 BT -
ARKEREA - WEEEZZHAEEAARERS -

| hereby declare that the above information given is true and correct.

effective and valid as the original.

H ] Date

BAE  RBRABEEE  TUBBNXE2AERAAGEZRE

| further authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to furnish
to ASIA INSURANCE CO., LTD. or its authorized representative, any and all information with respect to any illness or injury, medical history,
consultation prescriptions or treatment and copies of all hospital or medical records. A photostat copy of this authorization shall be considered as

+

PEHRERENSENCETNRBRER

%5 A% Z Signature of Patient
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PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSE

(1)

RAR

Name of Patient

(2)

2
Hospitalization

R
Name of hospital

Abt B # b A 2
Date of Admission Date of Discharge

FHir

Surgical procedure

F it B FhgEE

Date of operation Name of the procedure
i1

Nature

=

IR ERE / FHTEE R BE

Chief complaints of the patient relating to this hospitalization/surgery

P

Diagnosis of conditions

iR E CrBE RN AEE RRE2EIE B2 HEERRBERE)
Brief discharge summary (including treatments, investigation procedures, results, and/or any complications and follow up plan)

BRERAERRRENEERY

Date of the accident occurred or symptom first appeared

MABERKZ A

Date of first consultation for this condition or related illness

BETHHN BARAIES2ERERR ?

To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto ? []%%& NO [1%& YES
8 L BRI N B R

Please state dates and describe

(1) BARKKEEMBLEEN ?

Is the patient referred by another doctor ? []+= No 1= YEs
1) 58 A my A Mk

Name and address of the referral doctor

ID/ERBENSR(EE) Hb 3k
Name of Attending Physician / Specialist (with qualifications) Address
5
Telephone
IDIEMBLERES HH
Signature of Attending Physician / Specialist Date

This claim form is endorsed by the Hong Kong Medical Association and the Medical Insurance Association of the Hong Kong Federation of Insurers



