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e AR B — AR B M Tl
MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL
Claims Document Checklist &=EX 42 £k

Basic Requirements (must be completed or submitted) EXER (BEAZGIRM)
[0 Partlcompleted by you with member cert number and Patient Signature O BIFEZE—H%  EFARPRBXIBERBELRAES
0 Partll completed by the doctor with Signature and Chop 0O HEEEZEZIND  PEBEEEREE
[0 Payment receipts with patient’s name, treatment date, diagnosis and breakdown of charges: 0O BEERSKE: BRALS - 2RRHE BERSKREEE
First Claim: Original receipts Bl AR
Secord Claim: Certified true copy of receipts and claims statement advice by other insurer, if applicable HhEE HMRBAFERB 2 ZE AU R ELERME ER)
Additional Requirements (if applicable) FEHMER (BniEF)
O Referral letter for specialist consultation or SRN nursing O MEBERZASIALREREZBEENE
[0 Copies of histopathology, endoscopic, diagnostic/laboratory tests reports, and surgical summary O KERER - NEE - 2B ERRRERES R/ FIREaIAR
No relmbursement or claims shall be made for: RIBLAT IR - BEERBSTENIE
o Claim(s) submitted after 90 days from the date of discharge / treatment o BEEHBBRNHR /AKBXEBIER
o Insufficiency of required information o FIREARTR
BFE-HEAEER K5 R E B B P 2 F il B 1
PART | - TO BE COMPLETED BY THE PATIENT This form is applicable to both inpatient and outpatient surgical claim

REFAAN/BEEXER
Name of Policy Holder/Employer

B8 /KBS o5 45 o
Name of Employee/Member E%EFNE
(For group insurance policy only) olicy No.
RPSRES/BRE SRS (WEA) A& E S
Certificate No./ Staff No. (if applicable) Daytime Contact Tel No:
mAE B 17 FE 5755
Name of Patient I.D. Card No.
B b A 5] Sex
Occupation Date of Birth Oswm [xF
BRERFE AR
Relationship to the Policy Holder &N self [JE 18 Spouse [JF% child
[J4g& / k& Staff/Member [l1g& / R EXRE Dependent
(1) ETEE R —mAmEZAR?
Have you had any prior treatment for this or related conditions ? []1:25 NO 1% YES
BEAEME
Doctor's Name
biichilo
Address
A &
Date(s)
(2) BREULRER / FilT - BTEERBAMRBEE ?
Are you making any other insurance claim as a result of this hospitalization/surgery ? 2% NO [1# YES
REE AR HTE RERE
Name of Insurance Company Policy No.

[] R IR AR 5 5 H A R BB A 8
Please return receipts for other insurance claims.

(3) WREk / FiREHANR —RENSIE ?

Was the hospitalization/surgery a result of an accident ? [0 #2 No 02 ves
A & B It Bh
Date Time Place

Brief Description

EEE1§ IMPORTANT NOTES

DMRBRAER DT (GEMNRRR) FTLUER  RIFHEBU E2BAABR TEMALCSHEE - AASZEERE  REGHERYE - EFRESHNEEALZEAAE
B BB TMNRBRERREEE -

Any personal information collected by Asia Insurance Co., Ltd. (Asia Insurance) may be used, stored or disclosed to any individual or organization to evaluate this
claim, or to provide subsequent services. Requests for personal data access or correction may be addressed to the Data Protection Officer of Asia Insurance.

E R ¥ E DECLARATION & AUTHORIZATION

RABRER P EBNEM EREN - RARBRERAARRIEMER 2B - B4 - REBQAIXEE - ATUEHOXEHBERAANGEZRE - 2E RS
REHFEEMETEMRBERAFSIERIBA « IRBEE AR ERARSEMS -

| hereby declare that the above information given is true and correct. | hereby authorize any hospital, physician, insurance company or organization that has
any records or knowledge of me or my health, to furnish to Asia Insurance 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 effective and valid as the original.

X X
Signature of Patient/Parent or Legal Guardian (Applicable for age below 18) % % B/ &K &/AEEA S B (AR 18U T 2FE) Date H ]

£3=

o
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CE — MEZBEEB FEERAHREABITAE
PART Il — To Be Completed by Attending Physician / Surgeon at the Claimant’s Own Expenses

Patient Name (in full) B AZE%& (24):

Date of Admission At HH#(DDE/MMA YY) Date of Discharge Hift B8 (DDH/MMA /YY)

Name of Hospital £5F% % 7&:

Level of hospital ward 5% 4% 531: [] Private 385 [] Semi-private —% 5% [ Ward =%% [CIClinical Surgery P92/ )N F-1ifi

1. Clinical History SR 50 8% :

a) Date on which the patient first consulted you related to this iliness / injury B AFELEERE / 21518 - BAMRE K28 HE(DDE/MMA/YYE)
b) Symptom(s) / complaint(s) of the patient relating to this hospitalization / treatment / investigation A ABLIL X ERE / A& / 8 FTH IR AABRIEAM & = 5

¢) How long had the patient been experiencing these symptoms before the first consultation? 78 ATE & A SKZ I E B A ILEAK Z A2

2. Hospitalization Details ¥R s¥15:

a) Final Diagnosis 12 H) Date of Operation¥1i7 5 23 (DDH /MM A/YY4)

b) Operation procedure(s) performed F i 44 7&

c) If the patient has consulted other physician during this hospitalization, please provide the following 2175 A RMER HARE & B E g8 4 sk - FBIREIA T &)
Name of physician consulted %4 2% Reason R

What treatment had the physician performed Ja & 515

d) Please give a brief discharge summary (including onset and duration of signs and symptoms / disease, etiology, types and results of major exarpinations, treatments,
complications and follow up plan) FE#R 4T EE (B IERGE REHELROEK / ER  FE - TEREHBERER 6%  HREREBEDFHE)

e) Please provide reason( ) for hospltallzation if this type of cases can be managed on day care / out-patient basis.
BULRARAERETE ASER / 2PANETT AR - BRMERRE -

f) Has the patient taken any home leave during this hospitalization? If yes, please state the date, time and reason.
MAEEREBERBERIM 2 10F - FHPEH - HEAKREA -

[JYesB/ [No&

g) Had the patient been previously treated or hospitalized for this or any in related disorders? If so, please give a brief summary (including diagnosis etlology, type of
examination and treatment protocol of the previous disorder / illness.)
MABEGERILRRIERREMHEZDAIAREZAE? T - BHEREGGINLHE - BRRIER AEAR )
Dates HH§  Disease / Disorder / Complaint %% / 55 / 585§ Type of treatment / hospitalisation J&7& / (£fT#I&F1E  Name of doctor / hospital 7854 / EfT 4T

3. Professional Comment E¥E .

a) In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic iliness or related to a previous complaint / diagnosis.
If " yes ", please provide date of the first episode and details.

RETER  MARKEFCARR T AET SIS MRS B ENANER / 2HER? E5RA "R BRHEERIHRARFSE -

b) Was the condition due to or associated with the following? (Please tick the appropriate boxes) _#lL1E 7 & 75 Hi 7 5k 2 LA T [ RE g 2 e E E]5%)
[] Accidental bodily injury E5h & §85 15 [] Pregnancy %% [] Congenital condition 5E R K/ %
[] Self-inflicted injury & 5% [[] Infertility or sterilization ~ & sk #8 5 [[] Developmental condition 2 5 &
[[] Abuse of drugs or alcohol ‘}%Fﬁ YRS [[] Contraception % [[] Hereditary condition & {21 i i
[] Mental disorder 1512l [] Treatment for cosmetic purpose EZ 11 E 145 [] General check-up — % & 8212
[] Refractive error f& % 1F [] Vaccination & & 7%

[] Venereal disease, sexually transmitted disease or AIDS / HIV related illness 1475 M EEEF S %% / BURsEE0ER

4. Others HAtt:
(1) Are you the patient’s usual physician? B N 25 RARIEFEE ?
a) i. Yes2 [] please fillin questionb FEEME b
ii. No T2 |:| Does the patient have any other usual / family doctor(s)? if Yes, please give us the name(s) and telephone no.

BARTHEMHOES / RESBET? MR @ FREERREERE
b) Please provide all the consultation date(s) and the brief summary of the related disorderiliness. FBEE 24 B R B2 NFERE 2 IRE -

(2) If you are referred by other doctor, please provide the doctor name, contact number and address. 2N T JhE A BB - FERMZ BB AR « BEARE 55 Mol -

Signature and chop of attending physician / Surgeon =284 / MV EE AR E R ES Address and Telephone No. Hb i 2 2 5% 5715

Name of attending physician / Surgeon & qualifications =28 A% / HIMNEHEEME N EFE  DateHHEI(DDH/MMA/YYH)
Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers.
FREXBIFPEREEBREGRBERBERSE T ERRR GBS R



