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CMB WING LUNG INSURANCE A Wholly Owned Subsidiary of CMB Wing Lung Bank Limited

BEE Tel: (852) 3508 1316

{SHE Fax: (852) 2526 7045
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MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL CLAIM FORM
BRriE - ERRFHRERE

Please complete and sign this claim form and make sure that the original copy of invoices and receipts are attached. (Please complete in BLOCK LETTER)
REEZREENBEERBREM EAERERES GRESER)

PART | - To Be Completed by the Patient EREp - HfE AHE

Name of Policyholder / Employer Policy No Certificate No.
REFBN/REZTE REZSRES SEE RS

Name of Employee (For group account only) Day Time Contact Tel No.

BEHE (REAREREAL) AfEE4% BaE

Name of Patient Date of Birth(pp B/ MM B/YY 4) Sex
WARZ e A=E1 TR

1. Describe the symptoms and abnormalities which led to the hospitalization %14 A B @ RE B REREH RN

2. Since when had these symptoms first appeared 5% AR B & R H I8 LR ER 3. Date of the first consultation #1:2 B3

4. Name, address and telephone no. of doctor/hospital the patient first consulted for the illness #3254 1% /2T - it R E:

5. Has the patient been treated by other doctor(s) for similar or related illness in the past? HAZEER—HK BREAZFEM DR ERE K2 2
Yes 2] No &[] If “yes”, please specify #n “&" - &k
Treatment Date 5238 HHA Name & Address of doctor(s) / hospital(s) B4 / E&ir g R ibiE

6. Was this hospitalization caused by an accident? FZEFREBEEZIGIB?  Yes 2 No &[]  If“yes” - an “&"
Please state when, where and how did it happen ;552 ESN LR HE. MBI ASIB

Did the patient report such accident to the Police? HABBMIEREIEE? YesB[] NoREL] If'yes” &#H
Name/address of police station? ZZ&FF/Hilit (Please attach a copy of the police report :ERZERMEEIA)

7. Has the patient submitted or does the patient intend to submit a claim to another insurance company(ies) as a result of this hospitalization/surgery?
BHRARRE  RARSEELEERNEMRBATIRRZERFE?  Yes 21 No &[] If ‘yes” » an “&”
Please provide name, address and policy number of the other insurance company(ies). ;52 BRARE AR 2 278, Hbib X (REESERS
Name and Address of Insurance Company 1R/ 52 & st Policy Number {R 255 RE

8. Please provide name and address of family doctor (or the doctor usually consulted by the patient) EiZ{HHE A Z REESE (L K2 E8E) ot R &t

DECLARATION AND AUTHORIZATION & RA & $5%1

I/We declare that the above statements and answers made by me/us are true and complete to the best of my/our knowledge. |/We hereby authorize
any employer, physician, hospital, insurance company, 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 CMB Wing Lung Insurance Co Ltd or its representative, such authorization to
survive me/us in so far as legally possible. A photocopy of this authorization will be as valid as the original.

I/We confirm that I/We have read and understood the Notice to Customers relating to the Personal Data (Privacy) Ordinance.

AN/ ESHILER  ULFHERZ &R HBERTREEN - AN/ EEFRRERFHR LA FHERS AN/ EFRRENIFECBE - BE - Bt - RIE
QA WEHAL > BEBUFERENGETRRKEREARARHERET - WEREAT  XIREEEFA/ EESHEANAREY - HIREEZHNARERYA
EIFH -

FA/HPERBERFELEERAR (FREARR AR GEIREFEM) -

X

Signature of Patient w A% Name #%%& Date Signed ZEZHHA
( N.B. : If the patient is under 18 years of age, this form should be signed by his/her parent. ;& : tHARH/\EUT » KRR EHERREE -)

Continued on Part Il to be completed by the attending doctor #8487 3B 584 135
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PARTII - To Be Completed by Attending Physician / Surgeon at the Claimant’s Own Expenses
Z® - PERERE SEARREABITRE

Patient Name (in full) fEA#R (£8) :

Date of Admission A\kzHEj (DD B/MM A/YY £) Date of Discharge ikt B3 (DD B/MM B/ YY £)

Name of Hospital 52z %78

Level of hospital ward #E#AI: [ IPrivate BBERE [JSemi-private —% 5= [IWard =%5% [IClinical Surgery P32 /N FE#7

1. Clinical History RE2308%
a) Date on which the patient first consulted you related to this illness/injury & ARt EEfR/ Z151 - B REE T RZHBEADOD B/MM BIYY £)

b) Symptoms / complaint(s) of the patient relating to this hospitalization /treatment /investigation & ARt RIERT/ a8/ M ER B B IR AV HRRBIEAR R 3R

¢) How long had the patient been experiencing these symptoms before the first consultation? HALEERKZEIEBHERS R?

2. Hospitalization Details {EBzE¥1H

a) Final Diagnosis &Mz Date of Operation F#1 H#A(DD H/MM A/YY £)

b) Operation procedure(s) performed F#H1&HE

c) If the patient has consulted other physician during this hospitalization, please provide the following nfE AFMERHARI L @ E B84 K32 - IR MU TER ¢

Name of physician consulted &4 14 Reason J&H

What treatment had the physician performed ;& #&s¥1%

d) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations,
treatments, complications and follow up plan)z&#e#t iR E (BIEMER REHELRNEBIL/ER - KE - TERENEERER 8% - HHERBZHE

e) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care / out-patient basis.
H IR TRAERETE HEIREIR /RS FRINIEITIATE - RERMERER -

3. Professional Comment B2 R,

a) In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous complaint / diagnosis.
If "yes", please provide date of the first episode and details.
HETER, RARRERARSERLE SRR RTIBSMUENER/ZERRH ? EERR “2”

AR E R R A AREE -

b) Was the condition due to or associated with the following?(Please tick the appropriate boxes) _biR{E:R 24 HR sk S TRIERE? HEEEsEL V 58)

[] Accidental bodily injury 558215 [] Pregnancy %% [] Congenital condition %Xt &K/ B &
[] Self-inflicted injury BE&IG= [] Infertility or sterilization FB=4 5 ["] Developmental condition 25 & f53&
] Abuse of drugs or alcohol 3B ZEssk E#s [] Contraception &% [] Hereditary condition j& 548
[] Mental disorder #&#ZaEL [] Treatment for cosmetic purpose EXMEHERE ] General check-up —fiz S8 iszs
] Refractive error BHAIE [] Vaccination & #&1EfE
[] Venereal disease , sexually transmitted disease or AIDS / HIV related illness 147 » 4 BB HBR E %R/ EikmEARNER

Others EHfth

a) If the patient was referred by another doctor, please provide the referring doctor's name and address.dnfs A HE b BR 4§81y - SHIR (LS N Ba4E fh gt = Fnsthdlt -

b) Are you the patient's usual physician? B TE2&EZHANIEEEE? [ Yes2 /[ No&

| hereby certify that all information given above is accurate and true to the best of my knowledge.
ARANFFILERR - BARAFA - EIRETA AR ERER -

X

Signature & Chop of attending physician / Surgeon £ 5B4 /I HBEEZRES Address and Telephone No. bt % EiE5555
Name of attending physician/Surgeon & qualifications B84 ¢4 /S FIBe 4 1 2 R E Date HH#A (DD B/MM ANYY £)

Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers.
ARERBCBERETERESGREEREENT B T ERREHERR
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