O LEER(EMN)ERAT
= HonglLeonglnsurance (Asia) Ltd.

MEDICAL / HOSPITAL CASH CLAIM FORM B&% / {ER2 i & (R IR g 5=

Please complete this form and attach copy of all diagnostic/tests reports, original itemized invoices and receipts within 30 days from the day of discharge.
A AL M _EFrA 2B B & 8l A & 2 BRI EAR M ERE % 30 RIES -

PART 1 - TO BE COMPLETED BY THE PATIENT H# - R AEER

Name of Policy Holder {#E#H A\ 4 : Policy No.: {#EE5EhE :

Address: {¥ht: Contact Telephone No.: [4&EEEE: Email Address: Bl :

Name of Patient (in full) 55 A #:4 (£4) : H.K.1.D Card No. & #5555 Occupation J#:

Relationship to the Member Bl SR {4 : Date of Birth {44 HHH : Sex MR : [ Male 58 [ Female %

(1) Describe the symptoms and anomalies which led to the hospitalization 5415 Jp5 & PR ] A i 5 5 a] TR B BOE RAPE

(2) Have you had any prior consultation / treatment for this or the related condition? If yes, please give details as below :
BT RS Y ERE—RTKZ [ #2682 47 » SFYILARERAT: [JNo&&H YesH
Date of Visit 3k% | ;55 H#H Name of Doctor &&4:=#£44 Address of Doctor & 4= i

(3) Name and address of your family / usual doctor (£ TFHYFJEE / 184 B 4 4tk & % sl -

(4) Was the hospitalization / surgery caused by accident? J-Z0{: 5z | FHTEEHIAE I NELETE 52 [JNo R []Yes &

Date, time and place of accident F/NEHLEFAENY HIH ~ BERE R 8

Account of accident 4Nl 4 1 48

Name and address of witness [ #3511 #: 4 K Hihit:

(5) Do you have any medical / accident / hospital cash insurance policies with other insurance companies? If yes, please give details as below :

BTN AGIEHM R A T A [ BN iR REiRE ? 0F - SBYIHARRERT: [INo&H [JYesH
Name of Insurance Company {# /A 5] {7 Policy No. {5575 Effective Date “E%{H i Name of Insured 3Z{r A #E%
If yes, please indicate whether return of original receipt(s) is required? #0175 > %I E EEILRENHETEA 2 [INo & []Yes &

DECLARATION & AUTHORIZATION E2EH i fofs -

| hereby declare that all the information given is true and correct and no relevant information has been omitted.

| agree that your Personal Data Policy, a copy of which is available upon request or from www.hl-insurance.com, shall apply. | agree that all my personal data will be subject
to such Policy (as may be amended from time to time). | authorize you to provide to and collect information about me (and my dependents if any) in connection with this
Claim Form from any other member of the Hong Leong group or any other organization, institution or person relevant to your business, including other insurance companies,
credit agencies, financial institutions, healthcare related entities etc., and to compare such information with my personal data, and to use the results for taking of any actions
that may be adverse to my interests. | understand that | am entitled to request access to and the correction of my personal data so held by you. Such request shall be
made to your Data Protection Officer. A reasonable fee may be charged by you for processing such request.

| authorize any hospital, clinic, physician, insurance company, service provider or other person or organization that has any records or knowledge of me or my health,
insurance or claim history to furnish to your company or your authorized representative, any and all personal data and other information with respect to any illness or injury,
medical history, insurance or claim history, consultation prescriptions or treatment and copies of all hospital, medical or other records concerning me. A photostat copy of
this authorization shall be considered as effective and valid as the original. Your issue of this claim form does not signify your acceptance of any claim.

A BLEE Y L P IELE A9 BKL R BE At 0% R - .

AN EA T T (@A ERHECE | s [« A AR DL B/ S 2 e4gaE www.hl-insurance.com T L ZI-U\I_J CAEUR (FEPIZ(Z1E) IR A NP (E
N - ZIKJ\EEMEE NE] (AT S PR R S e A B - i SRR A LSRR AT « (SR - SRt - BB IR BRI S IR0 - RN AR

NHIZZJE > Q) AR S R A (E AR o 30 L SR R T 7T ) FET%X%‘*@ZIS)\*UE o RNERANARERER R EEREANFTFAAMAANZEAE

o BB A E AT \TZEﬂP'rétEEE%E£ E“Tﬁ’f&qﬁlﬁlﬁﬁu%ﬁ*ﬁmAﬁﬁ

RNIZIZ R AR NERE ~ &R ER { a0 8 B AT 1 7 BH PR 2 B e - ﬁﬁ B Rl A ~ Y BRI B SR A b PR AT DL M B 2 & A B
AN BB - LRER - R kP E 77‘% mﬁuaf?&ﬁﬁﬁfﬂn B AT B 4G }n% {UE)\ I 42 1 2 2 BN AR B IE R HL [R5 2
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Date Signature (Patient or Parent if a minor)
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PART 2 - TO BE COMPLETED BY THE ATTENDING PHYSICIAN ZE - HE2BEER

(1) Name of Patient (in full) % A #:$4(242) : H.K.I.D. Card No. 5 {7 555k

(2) Name of Hospital &z 4475 :

Date of Admission AJzHHH : Date of Discharge Hif5 HHf :

(3) Chief complaints of the patient relating to this hospitalization / surgery [t 2 {ERe | FigHy F ZHHEA -

(4) Diagnostic investigations / procedures performed 2 A5G | 7274455

Final Diagnosis 245

(5) Surgical operation performed F-ffif £ :

Date of Operation F-ffif [H 1 :

(6) Brief discharge summary including etiology, treatment, prognosis and any complications and / or follow up plan :
R ERERR - JGR0E - THERE I - (ST R G TE

(7) The date on which the signs and symptoms first appeared or the accident occurred 7 BiE/R B HHIR B IS AR 0T H A :

Please state the signs and symptoms z£4L B ik

(8) The date on which you first attended to the patient for this or the related condition [4 &2 At 12 SkEER 2 /A0 A

(9) The date on which the patient first received consultation for this or the related condition 7% A & 2t i2 s[5 HE7 K209 H A

(10) Was this condition a recurrent episode or in anyway associated with a similar condition that the patient had before? If yes, please give details as below:

A IR S TR S B B a g BAWEER A RE? 42 > Y ARERT: No & [ Yes ;&[]
Date of Onset B2 H A Name of Attending Doctor ¥ 2584 #: 44 Symptoms and Diagnosis fEfk k2 B4 5

(11) Was the patient's condition caused by or in anyway associated with the conditions mentioned below? J55 A 2 i 152 &5 H N 5150 AT 2 e A 2

(a) Congenital anomalies or deformities 4 K& No & [ Yes &[]
(b) Sterilisation, contraception or treatment relating to birth control & ~ #Z2ai i 5 No & [ Yes &[]
(c) Disorders of the mind, psychotic or neurotic {55 &L No F4& [] Yes &[]
(d) Rest cure or sanitary care {fgaIRE 4 LHYER No /&[] Yes /&[]
(e) Drug addiction or alcoholism B/ g No “~7& [] Yes &[]
(f) Cosmetic treatment or plastic surgery 3525 s34 25 F-ffif No R~ 7& [] Yes &[]
(9) Eye refraction or hearing aids %755 /75 B No R[] Yes &[]
(h) AIDS related, venereal disease or sexually transmitted disease %5, M5 2k H M BB T EE % No R[] Yes &[]

If yes, please give details 4172 » EEEHl:

(12) Was the patient referred by another doctor? If yes, please give details as below:

ARG EME M ? 02 A& T: No 72 [] Yes &[]
Date of Referral §#+1) H Hf Name of Referral Doctor §#115& 4= 4 4% Address of Referral Doctor #7182 £ |-

(13) Was the hospitalization medically necessary? If yes, please give reasons as below :
ERABEEGRERER? A FHplFEEDT No R[] Yes &[]

Address i

Name of Attending Physician / Specialist (with qualifications)

T2 BRSNS ()

Telephone E:E

Signature of Attending Physician / Specialist Date Hif
L2 I ERELEE
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