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HOSPITALIZATION/SURGICAL CLAIM FORM f:Ft /Tl B EREBHF R

Please complete, sign this claim form and attach the original copies of invoices and receipts. BEZWFERE » BARERWIREAFLEARAL A -

PART I - CLAIMANT’S STATEMENT (IN BLOCK LETTER)
F—Etr — RIEARK

Policyholder Name R E i H AL : Policy No. R B #R %% -
Group B8 /Individual A
Employee Name {8 B#4 : HK ID No. Z# &y B 9565 -
(group policy only B F i BHEREEF)
Patient Name (in full) /i AZES : Insured/Cert. No. & B4 %% :
1. Has the claimant been treated by other doctor(s) for similar or related illness in the past? T & & H[F — WL EZ IR ?
Nof U Yes % QA Please specify 75 B HER R : Treatment date #2216 B -

Name & address of the doctor(s)/ Hospital(s) B 4E It % /B bt 4 F8 K fik
Name #4%/% % : Address #iif

2. If hospitalization was due to an accident I EH & 4h5| B 1Bz -
a. Please state when, where, and how did it happen. 2R SMEER H I - B WHIR ZHIER RSP KB -

b. Did the claimant report to the Police? B F A R ME I ?

No#®#& Q Yes B Q Please advise the name and address of the police station with their reference number and attach a copy of the police report.

AR LR - A RETHRES > WIRXETREZRAE -

3. Has the claimant submitted or does the claimant intend to submit this case to any other insurance company(s)?

BTAEREGE PR

No &/A& O Yes &/& Q. Please provide name of insurance company(s) & policy number on a separate sheet.
B BB R R R 2 2 R R AR R AR B

4, Please provide name and address of family doctor. FH IR it KE B 4= 2 4 2 K itk -
Name ¥4 : Address 2 fr it

Declaration and Authorization 58 B & £ # &

1 declare that the above statements and answers made by me are true and complete to the best of my knowledge.

A NI b3k — Ik K P AT R B R B ANFTRETE 2 28 IR o

I hereby authorize any employer, physician, hospital, insurance company or other organization or person who has any record or knowledge with reference to the accident, or
the health and medical history of the patient, to give such information to Liberty International Insurance Limited. A photocopy of this authorization will be as valid as the
original.

AN AR - Mo - B REAT - SHMAL - MERAL > UMESRE A WERE MBS - R/ RERRERCHE > T
ZE R A A R R AR - AREENEOARERYHRSHS -

By signing below, I, for the purpose of the Personal Data (Privacy) Ordinance, consent that the personal information collected or held by Liberty International Insurance
Limited (whether contained in this form or otherwise obtained) may be used by or disclosed to any individual or organization within or outside of Hong Kong for the purposes
of insurance or reinsurance related business including claims processing, investigation, account collection and litigation.

HRE AR (FARS) W > A AR B R B0 B 30 P R R PR 70 8 T B B AR B 2 A (T TR A R (FE ML i B AT R I A R B > TR AW ELE
AN B LB RS AE R S AR B SR B 2 AR BT O TR - SR P OARE KRR

Signature (Patient/Parent if patient aged under 18) 54 (R A /%K & — HRARB AR Date (DD/MM/YY) B (H/A /%)

Name #4 Contact Telephone Number B4 B 75

GRP/P019/8 2000 APEX 01-10



PART II - ATTENDING PHYSICIAN’S STATEMENT (at the claimant’s own expenses)

B — AR BAEE (TREHBREABTRE)

Patient Name (in full) i A& (248)

Admission Date (DD/MM/YY) ARt B (A/H/4) -

Date of Discharge (DD/MM/YY) B H ¥ (H/H /%) -

1. CLINICAL HISTORY OF THIS PATIENT 55 A Z 2% E

2. HOSPITALIZATION HISTORY OF THIS PATIENT % A Z B B

a. Date on which the patient first consulted you regarding this medical a. Final Diagnosis JRAEAE R
conditi finjury B P E K BIR AR il /ZEZ 2R ;
ion(s)/injury /% * Date of Operation F17 A #f :

Operational procedure(s) performed F1if & 7 -

b. Symptoms and complaints for this hospitalization/treatment :

RWAE B /HERIAEARRR R

b. If you have consulted other doctor(s) during this hospitalization, please provide

the following & T YR ERE K PRGIHABENE R - FREDTEY
i) Consulted Doctor’s Name B4 # 4% :

ii) Reason JRE :

¢. Underlying cause(s) of this hospitalization # 8 2 R B i A - iii) What treatment had the doctor(s) performed FrfE #5521 :

c. Brief discharge summary (including onset and duration of signs & symptoms/
disease, etiology, types & results of major examinations, treatment,
complications and follow up plan) 1 S E (FEF H A R L RRMAHREH
8- WE - BRI E AR - ARG - T RBERED ¢

d. According to the medical history given by the patient, how long had he/she
been experiencing these symptoms before the 1st consultation and the date of
the 1st consultation? d. Has the patient taken any home leave during this hospitalization?

RIBH AR ZHE > M/ WESORZIZEHRE BEZRIEMN R WATE BT A & RN ? No ®##& Q YesH Q4
et /A E K2 B - If Yes, please state the date, time and reason 214 > BB H 1 - BFR RIEH

e. How long, in your opinion, has the patient been suffering from this illness? e. Please provide reason(s) for hospitalization if the type of cases can be managed

RETER . WABRERERES RFFH? by day care. £ ERELL A PR R - FHRGUED M -

Remarks : Please attach copies of histopathology, endoscopic, diagnostic/laboratory tests report, operating theatre summary.

HRE - AR - NBIEK - DR R - FHERER

. PROFESSIONAL COMMENT H %R

a. In your opinion, was the hospitalized illness a recurrent episode or a chronic illness or related to previous complaint/diagnosis?
RETER > BRREESBERERE  SEREREUENRE/ZHRH °
No & 4 Yes &£ O Please provide date of the first episode and details. ##F 4k B YK 2R #Y H 3 XARHE -

b. Has the patient ever had the same symptoms before/has the patient been treated or hospitalized for the same symptoms before?

W5 A LA FE ¥ 7 B A R R R /9 A LA B 7 B RSO0 UL T 4 S TR MR A B »

No & U Yes & O If yes, please state details, to the best of your knowledge (including a brief summary describing the onset date, duration of
signs and symptoms/disease, etiology, types and results of major examinations, treatments, complications and follow-up
plan). TEBI T BTAT » 5555 INMIE - 3BT R AR AL GRZ B AT B SR B B B - A MBS R -
FRGTE - OFEHE RERERTED -

¢. Was the condition due to or associated with the following? If yes, please circle the condition. F#RF ¥R E AT MBI A - FHE LB -

Accidental bodily injury £ 847 4} %5 / Abuse of drugs or alcohol & F # /i BUIE4E / Refractive error JEYERIE / Hereditary condition B H 5% /
AIDS/HIV related illness 1 X %5 1 5 5 (%) / A\ B R B% %8 B Z 5% / Developmental condition 8 5 2% / Self-inflicted injury B4 % /
Venereal disease or sexually transmitted disease 15 3¢ [ Y 2248 % 2 5% / General check-up or Vaccination — % 5 B AR # BB R E S /

Cosmetic or Plastic surgery % & % A T / Pregnancy, Infertility or Sterilization %2 + N EH A H / Mental or Nervous disorder ¥ 1 S 5% /
Congenital condition &R FEEAR

Yes & Q Q None of the above M L E—FH#
d. If the condition is due to pregnancy, please advise the date of the LMP Z R W SIRZ A B » 7HiRME L A REME R AR

. OTHERS H{t

Please give the name and address of the referring physician (if any) FAIR N BAEZ 4 R Bt GFEA) -

Name 4 : Address 72 BT #ifik

1 hereby certify that all information given above is accurate and true to the best of my knowledge.

A NBIA bk — Rk K P TR A B R R AAFT TS Z 28 R & -

Name of Doctor &£ 2

Signature of Attending Doctor/Surgeon with Hospital Stamp F B A4 REH Address and Telephone Number/Fax Number #it & % 75 5575 /&



