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MEDICAL INSURANCE CLAIM FORM - HOSPITALIZATION & SURGICAL PROCEDURE

Claims Document Checklist H{EX{#2£%

Basic Requirements (must be completed) BEFER (BEER)

] Partlcompleted by the patient with member cert number and signature O HBABEZE—IY, SREBAREHEIBERES
] Partll completed by the Attending Physician/ Surgeon with signature and chop 0 BEIZARBRTEZE I, aEREEERES
[0 Payment receipts with patient's name, treatment date, diagnosis and breakdown of charges: 0O BEEREWE BRRAGE 28R REASWEERS
First Claim: Original receipts o IEARUEA
Second Claim: Certified true copy of receipts and claims statement advice by other insurer, if applicable BREEZR(E: HMRIRA S 80 2 2 BE AWE RS E 4 ER S (UE )
Additional Requirements (if applicable) BEYMER (WNEF)
[0 Referral letter for Specialist consultation/ Private nursing/ Home nursing/ Home healthcare/ any kind of O MWESENBE/AREE/REFEENEMARER 2BEENE
therapy treatment

O PEREER NRE. 2EH LR RERRSEFMRERIAX
RIBLATERS, BEERES RN

O Copies of histopathology, endoscopic, diagnostic, laboratory tests reports, and surgical summary
No reimbursement or claims shall be made for:

o Claim(s) submitted after 90 days from the date of discharge/treatment o BEHESRBERNER/AEHIOXREBIER
° Insufficiency of required information ° FIEER AR

ARIEBERMELT S B FlEE

This form is applicable to both inpatient and day case procedure claim

BBEP - R AEE
PART | - TO BE COMPLETED BY THE PATIENT

REFFEA / BEETE

Name of Policyholder/ Employer

BE /2RAUS (RIRERIRE)
Name of Employee/ Insured Member
(For group insurance policy only)

{REEMRSR
Policy No.

B EHiE E R
Daytime Contact Tel No.

RESRIB/B SRS (WEA)
Certificate No./ Staff No. (if applicable)

N =

Name of Patient

BD SR
I.D. Card No.

%51 Sex
Osm OxF

B3 HAEHE
Occupation Date of Birth

BREBIFE ARRFR

Relation with the Policyholder [CJ&A self

[l#&& / 8 Employee

[]#21&® Spouse
[J{#2 )& Dependent of Employee

¥ child

(1) BTREBEE—HmRMmEZAE?
Have you ever received any prior treatment for this or related conditions? |:| 2B NO

[15& YES
e

Doctor's Name
biichil
Address

HER
Date(s)

(2) BRLLXER / FiH, BTEDHBEMERMREEE °
Are you making any other insurance claim as a result of this hospitalization/surgery ? |:| 2E NO |:| A YES
REB N B ETE RESSRER
Name of Insurance Company Policy No.
[ FREERERFEMRRIEE

Please return receipts for other insurance claims.

(3) HRMERR / FHREHR—REBINSEIE ?
Was the hospitalization/surgery resulting form/related to any accident? D = NO

HEA i ith2h

Date Time Place

[J2 YES

Brief Description

EZE E1E IMPORTANT NOTES

Any personal information collected by the Company may be used, stored or disclosed to any individual or organisation to evaluate this application, to provide our services and products to you,
including administering, maintaining, managing and operating such services and products, or to provide subsequent services. Requests for personal data access or correction may be addressed to
Data Protection Officer of the Company.

AABFIWENEEEAER - FAR - BENTEAEAREBURZESRE  RERBRERSESE  #5  REREFFERBRER  REHEERBHAR - BN UBEAASTE
AEBERREEE - BREEORZFARATWEAE R,

It is our policy to comply with the requirement of the Personal Data (Privacy) Ordinance (Cap. 486) of the laws of the Hong Kong Special Administrative Region. Details of the Personal
Information Collection Statement ("PICS"), please kindly refer to our website www.asiainsurance.hk. For any questions, requests for such access or correction can be made in writing to the
Personal Data Protection Officer, Asia Insurance Company Limited, 8/F, 118 Connaught Road West, Sheung Wan, Hong Kong SAR.

ARTEET "EAERGER)IES  (FEEGIE486%) - BREAZKKERR - F2BNRBAAE www.asiainsurance.hk. - WIAEAEER - FERSEEMU EZEAER - IHRES LR
FEER—A—1/)\5%/ BIENMRIEARASINE A S RE R ERY -

EPA K 24 E DECLARATION & AUTHORIZATION

| hereby authorise any hospital, physician, insurance company or organisation that has any records or knowledge of me or my health, to furnish to Asia Insurance Company Limited or its authorised

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 for application and
underwriting purpose. A photostat copy of this authorisation shall be considered as effective and valid as the original.

FARRSBRAANRRYTTENZ B, BE. RRASSEE, JLUSBOREBERANSBIRE. PHRENESTESTEMREERATIECEAFRBERZR A, HREE
ZHENAEIERERES.

X X
MAEE/REEEEEAZZEAN18HELLT 2/ A) Signature of Patient/Parent or Legal Guardian (Applicable for age below 18) H#A Date

P.T.O. FHEEE



ZE — BEZ/MBBLEEE  IREARREABTEIE
PART Il — To Be Completed by Attending Physician / Surgeon at the Claimant’s Own Expenses

Name of Patient (in full) & A& (2 R):

Date of Admission AftHES(DDH/MMAB YY) Date of Discharge iz HEA (DDH/MMA /YYHF)

Name of Hospital B2z FE:

Level of hospital ward 55 4%53!: [ Private 28555 [] semi-private —% [Jward =% [[]Clinical Surgery FSz2/\FF#f1

1. Clinical History SR 050 8% :

a)

b

-

C

-~

d)

a

=

b)

d)

e

-~

f)

)]

h)

Are you the patient’s usual physician? B N5 B ARIEEEE
a) i. Yes2 |:| please fill in question b :5IEERIRE b
i. No 7~2 [] Does the patient have any other usual / family doctor(s)’? if Yes, please give us the name(s) and telephone no.

MARDBEMIORE / RERE? MRE, BREEREDRG

b) Please provide all the consultation date(s) and the brief summary of the related disorderfiliness. BIEE2)8HE N ERNFERBIRE.

If you are referred by other doctor, please provide the doctor name, contact number and address. U1 F/7EthEa 448, SIRMZERAMINEE . BHEBAER ML,

Date of the first consultation with the patient for this illness/ injury 5 ARLILZER /5%, BR@E T k2 BEADODE/MMA/YYHE)

Symptom(s) / complaint(s) of the patient relating to this hospitalization / treatment / investigation 555 ARIRIERR / J8% / HERPT HIRAVIERBEM & 37

How long had the patient been experiencing these symptoms before the first consultation? 555 A £ ENASKEZBI S B A IERZ A2

. Hospitalization Details {Xf% 515 :

Final Diagnosis S&1I52H Date of OperationF#7HHA (DDH/MMB/YYE)

Name of the operation performed F7HIZHE

Please give a brief discharge summary (including onset and duration of signs and symptoms / disease, etiology, types and results of major examinations, treatments,

complications and follow up plan) 7512t HFRIRE (BIERB RIFERIRAEIL / K. HE. T2REOEENER. BE. fEHERESFE)

Please provide reason(s) for hospitalization if this type of cases can be managed on day care / out-patient basis.

BIREAEREE AR / ZPMETIaE, BiRERRE,

Had the patient been previously treated or hospitalized for the same or in related disability? If so, please give a brief summary of the following:

HmABEBBYERESERREMB RIS AN R AR 2, HRPRE,

Dates HHf  Disease / Disorder / Complaint &% / 253 / EB5F  Type of treatment / hospitalisation &% / {£fzHI5£15 Name of doctor / hospital FE2514 / Ef=2FE

If the patient has consulted other physician(s) during this hospitalization period, please provide the following:

R EE B A EME KL, BRHUTER:

Name of the physician(s) consulted 584E8443 Reason [RE

What kind of treatment did the physician provide to the patient? E84E12(t441 A 2 AR ES?

Was the patient hospitalized as a result of recurrent episode or chronic iliness or related to a previous complaint/ diagnosis.
If “yes”, please provide date of first episode and details.

EA BRI e e S R RS ol 1B IR RT S | B B AN R /BB EEER = HEREEBRRFE,

Was the Medical condition due to or associated with the following? (Please tick the appropriate boxes)

REREE HR L NS (SRR giE £ M%)

[[] Accidental bodily injury E5MNF8255 [] Pregnancy 5% [[] Congenital condition SER 4RI E
[] self-inflicted injury BE(5= [[] Infertility or sterilization & 4BE [] Developmental condition Z5E5R57E
[[] Abuse of drugs or alcohol {EiFEZEHIEL TS [[] Contraception &tz [[] Hereditary condition E{E4RIRE

[[] Mental disorder #5828 [] Treatment for cosmetic purpose =BT AE [] General check-up —f& S stnes

[] Refractive error f@XAIE [] Vaccination & i@

[[] Venereal disease, sexually transmitted disease or AIDS / HIV related illness 14555, MEEEEmELE / Bk aENER

Signature and chop of attending physician / Surgeon 22884 / HMRIBEA SR EDS Address and Telephone No. itE41E % ZE7ESRHS
Name of attending physician / Surgeon & qualifications 258415 ~ IMIE8EMEE R E DateHH3(DDH/MMB/YYE)

Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Assoaatlon of The Hong Kong Federation of Insurers.
FAREFEOPOEETBRESNEBRIBENSE TEEREH SR,
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