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Chong Hing Insurance Company Limited 5/F, Chong Hing Bank Centre, 24 Des Voeux Road Central, Hong Kong
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A Wholly-Owned Subsidiary of Chong Hing Bank 2
CLAIM FORM

Bt - EBeRFM
MEDICAL INSURANCE ~ HOSPITALIZATION & SURGICAL

AFRG BB T F %

ble to both inpatien and outp surgical claim

EIR - FRR AR
PART 1-TO BE COMPLETED BY THE PATIENT This form is appl

GREFE NG
Name of Policy Holder

1=nd =t = TRELRGE
Name of Employee/Member Policy No
(For group insurance policy only)
GREFNE (A

Insured No./Certificate No. (If applicable)
AARES EHARERRES
Name of Patient I.D. Card No.

323 4 HHE #E7) Sex
Date of Birth O BEM O %F

Occupation

BEEHEARER
Relationship to the Policy Holder O AA Self O K24 Spouse O F# Child
O {gB/RE StafffMember O {gE&/m A% ¥ Dependent

(1) MTREEEF—HRRTERIER?
Have you had any prior treatment for this or related conditions? O ¥ENO O HYES

BEHEA
Doctor’s Name
Hkhk

Address

AR
Date(s)

(2) BINILRAERT/FH - B R E TR AGRRSRE?
Are you making any other insurance claim as a result of this hospitalization/surgery? O ¥HENO O FYES

R ATEER
Name of insurance Company

FRELERRE
Policy No.

(3) WX/ FRESHR—RENT B
Was the hospitalization/surgery a result of an accident? O FENO O R YES
B FRFF s
Date Time Place
baste]
Brief Description

B RHl& DECLARATION & AUTHORIZATION

AN EILATRERA RO ERE RS -

FALBEREFANBRSETRE SN B - FROTREN - TLUSSORESEMAASEZRE SRS REAS NG REIRRRERARRYE
fRELA - LSS R HIARIEAR RSN -

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 famish to CHONG HING

INSURANCE CO., LTD. or its authorized representative, any and all information with respect to-any illness or injury, medical history, Itation 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.

B#f Date JWAZE Signature of Patient




ZiB - FERRAERN « R R RA BT
PART II - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT’S OWN EXPENSE

(1) wAgER

Name of Patient

@ &k
Hospitalization
L
Name of hospital
ABeE## e
Date of Admission Date of Discharge

() F#®
Surgical procedure
FwEH Fiha
Date of operation Name of the procedure
5=
Nature

4) MR/ FREEERR ¢
Chief complaints of the patient relating to this hospitalization/surgery

(5) =W
Diagnosis of conditions

(6) dibm= GARRUARGRTE - SIEREME: - B8R - HBERFUE M)
Brief discharge summary :  (including treatments, investigation procedures, results, and/or any complications and follow up plan)

(7) EREBEFEBAPERESREAY
Date of the accident occurred or symptom first appeared.

(8) mAEXFZEH
Date of first consultation for this condition or related illness.

(9) BETAHH  BALRIEEBHFERRR?
To the best of your knowledge, has the patient ever had the S5ame or similar conditions or symptoms relating thereto? O ¥4 NO O B YES
FRREHAIR B S IRHE S
Please state dates and describe

(10) HAREBHME LR ?
Is the patient referred by another doctor? O FENO O RYES

BB R AL
Name and address of the referral doctor

FRBNBENES (FE) okt
Name of Attending Physician / Specialist (with qualifications) Address
=E
Telephone
TREREEES =h ]
Signature of Attending Physician / Specialist Date

This claim form is endorsed by the Hong Kong Medical A jation and the Medical Association and the Medical Insurance A iation of the Hong Kong Federation of Insurers




