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ACCIDENT INSURANCE CLAIM FORM

Part 2A — Hospitalization Treatment (To be completed by the Attending Physician)

(@  Name of Patient: HKID Card No.:

(b)  Name of Hospital:

(c) Date of Admission: Date of Discharge:

(d)  Chief complaints / diagnosis of the patient:

(e)  Brief discharge summary (including investigative procedures, results, treatments, and/or any complications and follow up plan)

(f)  Date and details of surgical procedures carried out, if any:

(g)  Period of confinement in Intensive Care Unit, if any:

(h)  Are the symptoms of the patient exclusively due to the accident stated in Part 1 of this claim form? 7 Yes / 1 No
(i)  Was the patient under the influence of intoxicants at the time of accident? (] Yes / 11 No
() Did the injury of the patient arise out of his / her employment? 7 Yes / 1 No

(k)  Date of first consultation for the symptoms / injury:

()] Name and address of the referral doctor, if any:

(m)  The extent in percentage of any permanent disability expected as a result of the injury:

(n)  Nature of such permanent disability, if any:

(0)  Has the patient ever had the same or similar injury? 7 Yes / 1 No

(p)  Date and details of such previous injury, if any:

(@) Name of the attending doctor for such previous injury, if any:

I declare that the above information and statements are in all respects true and correct to the best of my knowledge and belief.

Name of Attending Physician (with qualifications) Address

Contact Telephone No.:

Signature of Attending Physician Date
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Part 2B — Specialist, Physiotherapy, Chiropractic Treatment (To be completed by the Attending Physician)

@
(b)

(d)

Q)

®

@
(h)

@

Name of Patient:

HKID Card No.:

Chief complaints / diagnosis of the patient:

Nature and extent of injury:

According to the patient, how the injury was caused?

(If the injury arose out of his/her employment, please specify.)

Details of investigations, treatment, therapy and surgical procedures done:

Future treatment plan:

Date of first consultation for the symptoms / injury:

Name and address of referral doctor, if any:

Wias the patient’s injury/medical conditions caused by or in anyway associated with the conditions stated below?

Any kind of sickness or disease
Surgical operation

More than one traumatic cause
Influence of drug or alcohol

Physical defects/congenital anomally
Degenerative changes

ok wnE

If yes, please give details:

The extent in percentage of any permanent disability expected as a result of the injury:

(Medical report detailing the assessment of permanent disability is required.)

I declare that the above information and statements are in all respects true and correct to the best of my knowledge and belief.

Name of Attending Physician (with qualifications)

Address

Contact Telephone No.:

Signature of Attending Physician

Date:
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ACCIDENT INSURANCE CLAIM FORM

Part 2C — Dental Treatment (To be completed by the Attending Dentist)

@) Name of Patient: HKID Card No.:
Tooth
No. Date Cause of services Description of services Fee

Please mark the treated teeth on the chart below:
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(b) Chief complaints / diagnosis of the patient:
(©) According to the patient, how the dental injury was caused?
(If the injury arose out of his/her employment, please specify.)
(d) In your opinion, was the injury SOLELY caused by the circumstances as stated (c) above? [] Yes / [] No

If no, please specify the other contributory cause:

(e) Date of first consultation for the symptoms / injury:

I declare that the above information and statements are in all respects true and correct to the best of my knowledge and belief.

Name of Attending Dentist (with qualifications) Address

Contact Telephone No.:

Signature of Attending Dentist Date:

SRERBEEIMATRAT o FiEILAYLEHE 510 578 AH 8 1% 807-10 =
Hong Leong Insurance (Asia) Limited e Room 807-10, 8/F, Island Place Tower, 510 King’s Road, North Point, Hong Kong
Tel: (852) 2230 9900 e Fax: (852) 2533 7548 e Website: www.hl-insurance.com ACC1(1010)



	ACCIDENT INSURANCE CLAIM FORM
	Part 2A – Hospitalization Treatment (To be completed by the Attending Physician)
	ACCIDENT INSURANCE CLAIM FORM
	Part 2B – Specialist, Physiotherapy, Chiropractic Treatment (To be completed by the Attending Physician)
	ACCIDENT INSURANCE CLAIM FORM
	Part 2C – Dental Treatment (To be completed by the Attending Dentist)

