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Claim No.

Received Date

£ P & F it B8 PR
HOSPITALIZATION & SURGICAL CLAIM FORM

REBERARERFIZ FEE

This form is applicable to both inpatient and outpatient surgical claim

HEL - BRAEE B LA B R EA N EATER I RFER—EE
PART I - TO BE COMPLETED BY THE PATIENT Original bills and receipts for the claimed expenses must be attached with the Claim Form
EESREFEALH
Name of employer/policyholder
RERIR ZRER / EHRS
Policy No. Name of insured employee/member
N
Name of patient
B ALSRAS RN E AR
I.D. Card No. Member No.
sl BRERFAABGK
Sex Relationship to the policyholder
HA R AN ] BE [ T2z []
Date of birth Self Spouse Child
EEES EBE/ K8 [ BE/EXB [ ]
Occupation Staff/Member Dependent
(1) BTEEBRER—mRmERE? Z=All Gal
Have you had any prior treatment for this or related conditions ? No Yes
EAmA kbl
Doctor's name Address
B
Consultation date
(2) BT EasRREEmE R RAMRREE? &[] &[]
Will you making any other insurance claims as a result of this medical treatment ? No Yes
mEEE s FH  REWRS - UNCIE
If “yes”, please state : Policy No. Name of insurance company
RELER! BEREIEFEIIR RE[] =[]
Policy type Return medical receipt or not No Yes
(3) HER{ERR / FEREDBENEINSIBC =[] =
Was the hospitalization/surgery a result of an accident ? No Yes
WREIMEE
H&#
Date Brief description
A
Time
ithEh
Place
BIARISHEE

AN BIBIIRE AERAVERL » BLAN / BAITAFE 2 MBEREN - WEEARE - AN/ RARSNREEEHEARESE - RERRERABAEHBMRELIEEH
R/ B ZRAEAER (BEELRERBASEMIS 2 &) IHZEEHE TR A LIRS (BRESBENTRICBERAT - BEASART - REREGS/
g REMRRRREERRBZATSE) -

AN/ BALERFREABRAN /B ZRANRENEFCENERALTIEE » MRBRERABRATDIEREA - BEHEAREFENERRATNEEREE T
SRSER o B/ Bl ) RRATFECSADER LRERED - B3/ Bl RRAWEEARZFEAM S » AERBGREEY - AREEZHHANGERERBERERS -

DECLARATION AND AUTHORIZATION

I/\We hereby declare that to the best of my/our knowledge and belief the above statement and particulars contained herein are in all respects true and complete and are made without reservation
of any kind. I/We agree that any of my/our/the Insured's personal information collected or held by AXA General Insurance Hong Kong Limited (whether contained in this claim form or otherwise
obtained) is provided and may be held, used and disclosed by the Company to individuals/organization associated with the Company or any selected third party (within or outside Hong Kong,
including reinsurance and claim investigation companies and industry associations/federations and other service provider providing services relevant to insurance business) for the purpose of
processing this claim.

I/We further authorize any organization, institute or individual that has any records or knowledge or my/our/the Insured's health and medical history or any treatment or advice and
that has been or may hereafter be consulted to disclose to AXA General Insurance Hong Kong Limited on its authorized representatives such information which is/are relevant to the
settling of this claim and/or the Insurer’s rights of recovery. This authorization shall bind my/our/the Insured's successors and assigns and remain valid notwithstanding my/our/the
Insured's death or incapacity in so far as legally possible. A photostat of this authorization shall be considered as effective and valid as the original.

BRERE (+/\KLL) %2 ZRER / REHE HwEHH
Signature of Dependent (18 years of age and over) Signature of Insured Employee /Member Date signed

C-CF-HS-1003 (s5% & Please turn over)



S - ERBEIEE MRERMREABITAE

PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES

(1 mAES
Name of patient
2  fEke Elraf
Hospitalization Name of hospital
NEEE HBE A #
Date of admission Date of discharge
(3)  Fig BB
Surgical procedure Nature of medical treatment given
FHig 2R
Name of procedure
FiTEH SARLFTE A
Date of operation Surgeon

(4)  MERERR/ FTRIEZBFEIR

Major complaint(s)/symptom(s) of the patient relating to this hospitalization/surgery

(5) D

Diagnosis of conditions

(6) HiRE OaFEMURAERTE  BIlR2EWE - BR - HFEE IRERE))

Brief discharge summary (including treatments, investigation procedures, results, and/or any complication and follow up plan)

(7) BRI A S A B

Date of the accident occurred or symptom first appeared

(8) BABRKZ B
Date of first consultation for this condition or related illness

(9  IEAAEREE?
Any possibility of having a relapse ?

UEBREEBERERE? 2 [

(10) =
Is this condition arising from congenital anomalies ? No Yes
R FRABRRE
If "No", please state the cause of the diagnosis
(1)  EETHA mALURESEERERRT?
To the best of your knowledge, has the patient ever had %A B U FHPAsRERER
the same or similar conditions or symptoms relating thereto? No Yes Please state dates and describe
(12)  MARSRKHfMELEEN? %A B [ S sEmsa it
Is the patient referred by another doctor? No Yes Name and address of the referral doctor
(13) W EAUERAESSIZ, SmHERnEREE
If condition is due to pregnancy, please give approximate date of commencement
(14)  WMABEEERBELSLTRERING? %8 A O Bl R 8 REE
Did the patient take home leave during Hospitalization? No Yes Please state date(s) and time(s)
bkl
Address
T2 | EREENTA (BE)
Name of Attending Physician/Specialist(with qualifications)
Ei BH
Telephone Fax
T2/ EREBAERSR/ BRER B
Signature of Attending Physician/Specialist/Hospital Stamp Date




