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FREFABEDER
HOSPITALIZATION & SURGICAL CLAIM FORM

This form is applicable to both inpatient and outpatient surgical claim

FFAEE AT bR TR TR

PART I-TO BE COMPLETED BY THE PATIENT
O - BRARE

Name of Policyholder {(REIFE AT

Palicy No. {FELHRSE - Plan No. FF#IEH .

Name of Employee/Member 88/ B#ES -
(For group insurance policy only)

Insured No./Certificate No. 7P #RER/TEEHEST (fapplicable {NEF)

Name of Patient i A4, - 1D. Card No. BH{ossaRms «

Occupation FRsE: _ Date of Birth H44: HH# | Sex Gl oM B of &
. . . i ) oSell ARA o Spouse FoE o Child T+

Relationship to the Policyholder BR{FEIEE ABIMA - & StaffMember {8 E/H S Dependant (BE/K £ B

(Da Is condition congenital? FERE K EFET o Yes =2 oNo &

b. If confinement is due to childbirth, please indicate the conumencement of Pregnancy, #1{RRE4EEE » FFRMEISEZ T

¢. Have you had any prior treatment for this or related conditions? B T BT D& R E—ENTET4E
No ¥4 n Yes H ©  Doctor’s Name BE&if4 .

Address il

Date(s) HH{

(2)  Are you making any other insurance claim as a result of this hospitalization/surgery? BRI RFi# B TE T RS M EIR L
No 8 o Yes H o Name of Insurance Company {giEs 247

Policy No. {FEEHHE

(3)  Was the hospitalization/surgery a result of an accident? oA F/EHESHNA—SESE 50 .
No A& n Yes = o Date FHY : Time FHE - Place HhEL ;

Brief Description #8i .

DECLARATION & AUTHORIZATION BHER#ES .

I hereby declare that the above information given is true and correct.

I further authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to furnish to China
Taiping surance (HK) Company Limited or its authorized representative, and any all information with respect to any illness or injury, medical history,

consyltation prescriptions or troatment and copies of alf hospital or medical records. A Photostat copy of this authorization shall be considered as effective
and valid as the original. .

A AIREE EARATHRE R TR -

AR AN BRI B ~ 4 - URATIE USRI EME A R - RS RN SRR T RE R
PREEERRARRHAEA - (LR RARRER RIS -

Date Signature of Patient 55 A 558 -




PART H —

TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT’S OWN EXPENSES

Z - HEREANEE  REAHREARTRE
(1)  Name of Patient 5 A -
(2)  Hospitatization  ££R
Name of Hospital BEE-&TH
Date & Time of Admission ABGHIAEEM Date & Time of Discharge Hife Hl HAA R ©
(3)  Surgical procedure Ffly
Date of operation FHEEIHE - Name of the procedure FHfEH -
Nature FEE
{4y  Chicf complaints of the patient relating to this hospitalization/surgery IR / SRR EHRHE
(5)  Diagnosis of conditions 287 :
(6)  Isthis pre-existing disease?  [EE-GEE Z 18"
No & o Yes H n How Long? BE&FIEEAT s
(7)  Is condition congenital? JEBG A ERIET No & o Yes B w©
(8)  Brief discharge summary : (Including treatments, investigation procedures, results, and/or any complications and follow up plan.)
HEERREE | (AR B DIRIGEETE RN - BR - R IBEEE)
(9)  Date of the accident vecurred or symptom first appeared. E/rHHIRGE FHE s EEHH
(10)  Date of first consultation for this condition or related illness 3@ A BN f22 KA
(11)  To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
R RAT » AL R R
No & o YesfH o Please state dates and describe
SRR TR B B I
{12) Is the patient referred by another doctor? 7§ A B TR E M <08 10
No & o Yes & © Name and address of the referral doctor
B A B
(13) Have you recommended and secured the opinion or services of a specialist? No®& 0 Yes & o If*Yes”, please answer:
BRI TR EHER A ST HRREERRRRT ISR 5 s
a. Name of Specialist 2R BREE
b. Reasen FH :
(14) a. In-hospital Doctor Visits Fee charge {1:BrHifsg 4 82

_ dayH@_ ___  /day §HEH Total Fee HMET

b. Specialist Consultation charged BR[EE4-2MEE A

¢, Each Surgical Fee charged IG5

Name of Attending Physician/Specialist (with qualifications) Address

FR/EERANS (H B M kb
Telephone
A

Signature of Attending Physician/Speciabist Date

TR HR R RS =k




