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ERRFWABIRBDE
HOSPITALIZATION & SURGICAL CLAIM FORM

This form is applicable to both inpatient and outpatient surgical claim 7 ?«&ﬁﬁﬂjlj’:‘ (R = f"ﬂrrﬂﬁ f#r
PART I - TO BE COMPLETED BY THE PATIENT

P -

Name of Policyholder fﬁl?ﬂﬁj“f] R T

Policy No. i ff1AREF : Plan No. {2 M

Name of Employee/Member [RE1/ Fiit ¢
(For Insured Employee/Member who is covered under Group Medical Insurance policy only) (L™ |+ % R B bt 210 PRETEY S F1D

Member Reference. £i~ “F’s"r— (if applicable fil:#*=]) :

Name of Patient Jfj * 11 £ : ‘ ID. Card No. =} [ja%fls
Occupation %53 : Date of Birth {1} [ 1] : ‘ Sex %[ : [IJM E} [1F ¥
” _ [] Self %+ * [] Spouse [iel{f| [] Child +"#
o MR
Relationship to the Policyholder =*IHI ) “ Wi = | 5 gioinember i1/ 1 [ Dependant ff1/s 1%
(1) a. Is condition congenital? ﬁ%%*l N s = [] Yes £L [] No

fi
b. If confinement is due to childbirth, please indicate the commencement of Pregnancy. |1 [RLA & ?ﬁ paE %ﬁﬂqﬂ HEl ZIHI% Fry -

c. Have you had any prior treatment for this or related conditions? f§™ il i F TREE “{ﬂ Jﬁilﬂ]l’l]ﬁ? T ¥f' t?
No &% 60 Yes ?J [] Doctor’s Name B4 IE¢, :

Address Pk

Date(s) [IH#] :

(2)  Are you making any other insurance claim as a result of this hospitalization/surgery? | E];EJLF‘%AF [/ 1% FYH f AN I?‘E[ 4 (e Eﬁ {94

No 8% £l O Yes ?J [[]  Name of Insurance Company [} \éEjTT]J [ I

Policy No. [ H19f5

(3)  Was the hospitalization/surgery a result of an accident? [P [ [/~ fr“t?jLLF\, Flobe— gt 9 [552
No TLL_ O Yes . [[] Date [I#] : Time Eﬁ fil - Place i*’ﬂé‘ﬁ :

Brief Description

;{ﬁ} :

WEMBMALEHEH Personal Information Collection Statement

FATFRBEE TR AN ARBREEHPTE - RTREANTIIB G :

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of:

- AEATSARER AR A M 60 A b RRES 0 KL A b A 0BT R R BOK R
any insurance or financial related product or service or any alterations, variations, cancellation or renewal of them;
- AR R R KA A AT RBE T
any claim or analysis of it; and may be transferred to:
FLAF R B R SLAAEFT A M 69 3) o SAEFT R AL F SRR R AR A M a0 22 8 - IR £ A M a0 P A AR E A RAE R R S - RETRIZ A A &R E -
any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to insurance
business or any association or federation of insurance companies that exists or is formed from time to time.

PTHBEMREREERNFHEA MBI TOBALTH o B EMERREN  FRDRIME AN LGN E LI o
You have the right to obtain access to and to request correction of any personal mformatlon concerning yourself held by us. Should you have any requests or enquiries, please contact or write to our Manager of the
Office of the General Manager.

DECLARATION & AUTHORIZATION P K2 f#3 {
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 INSURANCE
(HK) COMPANY LIMITED or its authorized representative, and any all information with respect to any illness or injury, medical history, consultation prescriptions or treatment
and copies of all hospital or medical records. A photostat copy of this authorization shall be considered as effective and valid as the original.
IE’?F'FJ g ’?’%ﬁvﬂ VPR I o

st = P VRV B - B2 (IR FURSASIT  TLKOTE 2 A~ B S R SR I R R
: %@4 VHHIEE A R

Date [t Signature of Patient Yt * %'
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PART I1 - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT’S OWN EXPENSES
A - 2 BRI R S

(1) Name of Patient ”ﬁ Mg
(2)  Hospitalization [~k
Name of Hospital B[ £/ :
Date & Time of Admission ™ [ | 111 [ ] : Date & Time of Discharge 1[5 | = F[H] :
3) Surgical procedure = &
Date of operation = & 11 - Name of the procedure = & {# :
Nature £ :
4) Chief complaints of the patient relating to this hospitalization/surgery [F=* =[5 / = #&fiu= e
5) Diagnosis of conditions %% :
(6) Is this pre-existing disease? Ijﬁ%?‘, e B
No 4 [ Yes F L[] How Long? =17 % %2
7 Is condition congenital? PRl F A i 2 No 4 [ Yes kL []
®) Brief discharge summary : (Including treatments, investigation procedures, results, and/or any complications and follow up plan.)
SR (iF",i’_E‘tk"J‘J f%éiﬁ@‘:?f%ﬂ ’ 'ﬁﬁﬁ?@ﬁ BRE SN~ R ELERTR)
9) Date of the accident occurred or symptom first appeared. -1 l”ﬁ%’?‘f VRS oyt 58 2 I
(10)  Date of first consultation for this condition or related illness fﬁ » fl AN
(11)  To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
S T o T No j2t] [] Yes ¢ [J
Please state dates and describe FEFI%PEJ fﬁ Eﬁ o ‘FirlE?] /[‘ﬁﬁd :
(12)  Is the patient referred by another doctor? JFFJ ~ ﬂ?ﬁ EL YR 72 No ?‘, [J Yes kL []
Name and address of the referral doctor{ll /i & % frufft: €7 #4h- :
(13)  Have you recommended and secured the opinion or services of a specialist? No ?‘, [J  Yes fL [] If“Yes”, please answer:
TNRLNHER R A B AT B R R A B S0 e GELY , SRR
[ KL~ B BRI TR B O R i
a. Name of Specialist Ejli‘ilﬁji e
b. Reason R[N :
(14)  a. In-hospital Doctor Visits Fee charge (= i HH|™ J 2 5 50705 |
day [ @ /day 5 FIHH] Total Fee Ak
b.  Specialist Consultation charged EJJ Sl e R
c. Each Surgical Fee charged §§7fi= #&"]
Name of Attending Physician/Specialist (with qualifications) Address
= ?’Z/Ef*ilﬁﬂ‘ I YR B4
Telephone
e =x
i
Signature of Attending Physician/Specialist Date
-

=Rl 2L
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