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MEDICAL / HOSPITAL CASH CLAIM FORME % | RS EBREEESE

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.
a5 T 5 RS M B B T A 2 W D A B e B A B g MR BEORO U 4E IR AR Y Hi B 18 30 RN EE L -
PART 1-TO BE COMPLETED BY THE PATIENT H# — R AEE

Name of Policyholder {85575 A\ &fE : Policy No.: {#EE5EHE

Address: f:iF: Contact Telephone No.: 48 EEEE: Email Address: ZEH L

Name of Patient (in full) 5 A4 (242) : H.K.I.D Card No. &G (5555550 Occupation J#2:

Relationship to the Policyholder Bi{#EEFFA AR {4 : Date of Birth 4= HHf : Sex 1R : ] Male 5 ] Female %
(1) Describe the symptoms and anomalies which led to the hospitalization %5%1H % R A R e A IR S E E R AR

@

Have you had any prior consultation / treatment for this or similar condition? If yes, please give details as below :
TR E Y KR EERILMKE | #2/ai? W7 @ FyILARERHIT: [J No’g
Date of Consultation / Treatment K2 | JapEHEH Name of Doctor B&4:=#:44 Address of Doctor %& 4= ffil

[] YesH

©)

Name and address of your family / usual doctor B NAYZREE | 8 S A4k K Hihk

4

Was the hospitalization / surgery caused by accident? [EZCERE /| FiliE & HR =y RS 810? [] No A&

Date, time and place of accident E¥MEHESERY HHE BFRE K B

[] Yes &

Account of accident ZA/NEHEF A4 HY £83H:

Name and address of witness H &5 4% K #ihik:

®)

Do you have any medical / accident / hospital cash insurance policies with other insurance companies? If yes, please give details as below :
M T AT EHM R AT ZHER /| B | EREemERE ? aF @ FHFHAREROT: [ NogH
Name of Insurance Company g/ 5% Policy No. f{rE5%HE Effective Date 4:%% H Hf Name of Insured “Z{f A #:44

] Yes &

If yes, please indicate whether return of original receipt(s) is required? #4175 > 55| E B RER OB TEAE ? [] No &

[] Yes &

DECLARATION & AUTHORIZATION EZEERIgHEE .

6]
@

®
O]

(=)
()]

()

1/We declare that the above information is in all respects true and correct to the best of my/our knowledge and belief.

1/We acknowledge and agree that you may:

(@) collect, use and disclose my/our (and my/our dependent’s, if applicable) and the claimant’s personal information (including but not limited to credit information and claims history) for the
purposes necessary to process my/our application, investigate and settle claims and detect and prevent fraud (whether or not relating to the policy issued in respect of this application); and

(b) transfer my/our personal information to the following persons who may collect and use this information only as reasonably necessary to carry out the purposes described above: including,
but not limited to, insurance adjusters, agents and brokers; employers; health care professionals; hospitals; accountants; financial advisors; solicitors; organisations that consolidate claims
and underwriting information for the insurance industry; fraud prevention organisations; other insurance companies (whether directly or through fraud prevention organisation or other
persons named in this paragraph); self-regulatory or industry bodies or associations of insurance; claims investigation agencies; the police and databases or registers (and their operators)
used by the insurance industry to analyse and check information provided against existing information (collectively, “Such Persons™).

I/We further agree that your Policy on Personal Data (“Data Policy”), a copy of which is available upon request or from www.hl-insurance.com, shall apply and my/our personal information may

be used, disclosed and/or transferred in accordance with the Data Policy.

1/We hereby authorize any Such Person or any other person or organization that has any records or knowledge of me/us including without limitation my/our health, insurance or claim history to

furnish to your company or your authorized representative, any personal data and other information with respect to any medical history (if applicable), insurance or claim history concerning

me/us or to any loss, damage, theft or other events connected with my/our insurance or claim history and copies of all relevant records. A photostat copy of this authorization shall be considered

as effective and valid as the original. The issue of this claim form does not signify your acceptance of any claim.

1/We declare and confirm that 1 am / we are duly authorized by the claimant(s) to submit this claim application to you, all information (including personal data) provided to you in this claim

application relating to the claimant(s) is collected by lawful means and with the consent of the claimant(s). 1/We further confirm that the claimant(s) agree to be bound by the Data Policy and

consent to the use and disclosure of their personal data by you for any of the above-mentioned purposes and in accordance with the Data Policy.
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Date
=R

Signature (Patient or Parent if a minor)
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PART 2 - TO BE COMPLETED BY THE ATTENDING PHYSICIAN ZE - HIBREEE

(1) Name of Patient (in full) J5 A #E&(£4) : H.K.I.D. Card No. &H#&EE {55505

(2)  Name of Hospital il 4 :

Date of Admission AJEHHA : Date of Discharge i HHH :

(3)  Chief complaints of the patient relating to this hospitalization / surgery FLZ{FFE / Filiiy EZHHRA

(4) Diagnostic investigations / procedures performed 2ZEriEinks | 224

Final Diagnosis 2B :

(5)  Surgical operation performed FfijZfE :

Date of Operation Ffff HHf :

(6) Brief discharge summary including etiology, treatment, prognosis and any complications and / or follow up plan :

PR AIRRE ~ JBR0E - TR I (LM HFEHER R R AR TR

(7) The date on which the signs and symptoms first appeared or the accident occurred SRIERE R IRE =TI SN HIN ¢

Please state the signs and symptoms 5%l B ik

(8) The date on which you first attended to the patient for this or similar condition [~ &2 At b sk EISER a2 a HEH

(9) The date on which the patient first received consultation for this or similar condition 75 A & 2t b s EAER K2y HEE -

(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:

AR SRS e R L B Y BRI ESRNARRE? R - HYIRARRE T No & [ Yes & [
Date of Onset &5 HEA Name of Attending Doctor F- 3284 #E ¢ Symptoms and Diagnosis JiEk s 2 Bras R

(11) Was the patient’s condition caused by or in anyway associated with the conditions mentioned below? i A > 5152 24 B T %1175 0 50ak /4 Bh

(a) Congenital anomalies or deformities K EH No R& [] YesiE [
(b) Sterilisation, contraception or treatment relating to birth control ‘N & -~ #Z=ok i 5 No R& [] YesiE [
(c) Disorders of the mind, psychotic or neurotic &t gl No R& [] YesiE []

(d) Rest cure or sanitary care (K& G a4 FATIELRE No K& [J Yes & []

(e) Drug addiction or alcoholism i sl il F No & [] Yes & []
(f) Cosmetic treatment or plastic surgery SEZveE 75 Tl No ~& [ Yes & [J
(g) Eye refraction or hearing aids 15 JJ ok i 78 B No & [] Yes & []

LA, PP B P PR I (AL PR No A2 [ Yes i []

(h) AIDS related, venereal disease or sexually transmitted disease &%

If yes, please give details 4152 - s5aF:

(12) Was the patient referred by another doctor? If yes, please give details as below:
BB G S HMEEEN? A2 > FYIHEMERT: No A& [ Yes & [
Date of Referral 81} H Hj Name of Referral Doctor ##/8&4: 4 44 Address of Referral Doctor ##5& 4 Hfr i

(13) Was the hospitalization medically necessary’7 If yes, please give reasons as below :
BRAGCRERHE? W2 SErlEEOT ¢ No 72 [ Yes & []

Address ik

Name of Attending Physician / Specialist (with qualifications)

T2 | EREENES (BF)

Telephone EE:h

Signature of Attending Physician / Specialist Date Hif
2 | HREEHS
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