O EEFRR(CMN)BRAE
*= Hongleong Insurance (A5|a) Ltd.

MEDICAL / HOSPITAL CASH CLAIM FORME % | I SIERBREERE S

PIease complete this form and attach copy of all diagnostic/tests reports, original itemized invoices and receipts within 30 days from the day of discharge.
R RBILN EFAEZEBMie SRS B AR 2 MREMPEBEARE R 30 RNIER -
PART 1-TO BE COMPLETED BY THE PATIENT H# - IR AEE

Name of Policyholder {8555 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 (555550 Occupation J#2:

Relationship to the Policyholder Bi{#EEFFA AR {4 : Date of Birth 4= HHf : Sex PR : ] Male 5 ] Female %
(1) Describe the symptoms and anomalies which led to the hospitalization 5% 1/HH ¥ Rlfa] A 2 A A R EEE R AR

@

Have you had any prior consultation / treatment for this or similar condition? If yes, please give details as below :

B TR Y KR BEER IR | #E2am? a0F » HYIHAREROT: [JNogF [JYesH
Date of Consultation / Treatment K2 | JapEHEH Name of Doctor B&4:=#:44 Address of Doctor %& 4= ffil

©)

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

Q)

Was the hospitalization / surgery caused by accident? HZ{ERe | Folo S =S ST [80? [] No A& [] Yes &

Date, time and place of accident E¥MEHESERY HHE S BFRH & 86

Account of accident F4NFE#EE4: (1) 43

Name and address of witness H 8y #:44 K Hihk:

®)

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

BT ESHEHM AR A ZEERE [ B | FRRaRERE 2 05 - SR EREROT: [JNo%F [1YesH
Name of Insurance Company g/ 5 4% Policy No. f{#E5%HE Effective Date 4:%% H Hf Name of Insured “Z{f A #:44
If yes, please indicate whether return of original receipt(s) is required? 417 - % E B BEIR BB IEA ? ] No & ] Yes &

DECLARATION & AUTHORIZATION EZEH I%HESE !

&

| declare that the above information is in all respects true and correct to the best of my knowledge and belief.

| acknowledge and agree that you may:

(@) collect, use and disclose my (and my dependent’s, if applicable) personal information (including but not limited to credit information and claims history) for the purposes
necessary to process my app{lcatlon 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:
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 dlrectly or throug fraud prevention organisation or other
persons named in this paragraph), 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”).

| 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

| authorize any Such Person or any other person or or?anlzatlon that has any records or inowledge of me/us or my/our health, insurance or claim history to furnish to your company or
data and other information with reS})ect to any illness or injury, medical hlStOf}l insurance or claim history, consultation
us. A photostat copy of this authorization shall be considered as effective and valid as the
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175
(b) TE&/&{F?E’HIJ\&HE%Z Lﬂ\—)\J_ AL A BE A SRR AT bl B B 2 500 A AR S e 2k« (RGBS - (REAIARAC © R B ER A
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Signature (Patient or Parent if a minor)

3
§4; information may be used, disclosed and/or transferred in accordance with the Data Polic
your authorized representative, any and all personal
prescriptions or treatment and copies of all hospital, medical or other records concerning me,
original. The issue of this claim form does not signify your acceptance of an clalm
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PART 2 - TO BE COMPLETED BY THE ATTENDING PHYSICIAN ZE - BRF2BREEE

(1) Name of Patient (in full) % A#:%(242) : H.K.I.D. Card No. &#:5 (5555505

(2) Name of Hospital B[747% :

Date of Admission Af%EHE : Date of Discharge HEHEH :

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

(4) Diagnostic investigations / procedures performed 2ZEriEinks | 24

Final Diagnosis 227455 -

(5)  Surgical operation performed FfijZfE :

Date of Operation -l HHf :

(6) Brief discharge summary including etiology, treatment, prognosis and any complications and / or follow up plan :
bR EIERA - ERUE - TR N EIOREERE IR TE ¢

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

Please state the signs and symptoms :Ezf#it7 B fEAR -

(8) The date on which you first attended to the patient for this or similar condition [~ &2 At IbekEISER a2 6 HEH

(9) The date on which the patient first received consultation for this or similar condition J7 A\ & ZCak I B EER R 2RI H R -

(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:

WA Z RS BRSSO By BENRER Y ARE? W2 HYIHEMERT: No & [ Yes & [
Date of Onset & 2% HHA Name of Attending Doctor F- 52884 #E ¢ Symptoms and Diagnosis JiEfk 52 Eras R

(11) Was the patient’s condition caused by or in anyway associated with the conditions mentioned below? & A\ ZJ& 15 &7 H I AT e A b ?

(a) Congenital anomalies or deformities 4K 574 No & [] Yes & []
(b) Sterilisation, contraception or treatment relating to birth control ‘RN & ~ #Z2siEi & No & [] Yes & []
(c) Disorders of the mind, psychotic or neurotic &1 gl No & [] Yes & []

(d) Rest cure or sanitary care {R&& R E AR No & [ Yes & [
(e) Drug addiction or alcoholism Fiy{E& =i No F& [] Yes & []
(f) Cosmetic treatment or plastic surgery SEZ5e{E 75 Tl No F& [] Yes & []
(g) Eye refraction or hearing aids 15 JJ ok i & B No R& [] YesiE []
(h) AIDS related, venereal disease or sexually transmitted disease 3557, 14:J55 5 HH 14 19 8 T (L 1y B39 No F& [] Yes & []

If yes, please give details %152 » s5afil:

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

(13) Was the hospitalization medically necessary? If yes, please give reasons as below :
ERARREERTR? 02 sHrlFEOT No F& [ Yes & [

Address Hf

Name of Attending Physician / Specialist (with qualifications)

2 | BRBEEES (BIE)

Telephone #FEzfh

Signature of Attending Physician / Specialist Date Hiff
2 | BRI A ES
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