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China Life Insurance (OVGI’S eas) Co. Ltd. macauBranch Alameda Dr Carlos D’Assumpcao No.263,22 Andar China Civil Plaza, Macau

Hospitalization Claim Form
PR s

LR REMER i 1 A o CLAIM NO.:
H el EHE
Policy No.: Policyholder:
;};‘5—%}1 o7 % A fie 1% F & ¢
Patient’s Name: Staff O Spouse Child O Parent [
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Date of Admitted: Date of Discharge:
Cause/Diagnosis:
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Name & Address of Physician:
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Name & Address of Hospital:
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If hospitalization was the result of an accident, please describe when, where and how the accident happened.
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Is there any other insurance or compensation claim as a result of this hospitalization? Please specify.
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Name of Insurance Company:
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Reimbursement Amount:
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Please submit the claim settlement sheet
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Declaration & Authorization: I/we hereby declare and agree that any personal information collected or held by the Company (whether contained in this
application or otherwise obtained) is provided and may be held, used, and disclosed by the Company to individuals/organizations associated with the Company or
any selected third party (within or outside of Macau, including reinsurance and claims investigation companies and industry associations/federations) for the
purpose of processing this application and providing subsequent services, and data matching, and to communicate with me/us for such purposes. l/we understand
that I/we have the right to obtain access to and to request correction of any personal information held by the Company concerning me/us (and my/our dependents,
if any). Such request can be made to the Company’s Claims Department.
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I hereby declare that the above statement and answers are complete and true, | hereby authorize any physician, medical practitioner, hospital or
clinic from whom 1 received medical treatment to release any information pertaining to my claim. Photocopy of this authorization shall be as
valid as original.

Remarks %L O Please return original receipt(s) #i3w jedp it

Date P Signature of Claimant * 3% # ¢ & ¥

CLAIM PROCEDURE p& 1§ = 4§
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One form for each claimant.
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This Claim Form must be completed and returned with all the original receipts to the Insurance Company by the claimant within 30 days after
the discharged date otherwise claim will not be approved.
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Payment of items and conditions listed under “EXCLUSIONS” on the Policy shall not be reimbursed.
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Complete the form.
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Hospitalisation Insurance Attending Physician’s Statement
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Note: This statement should be fully completed and signed by Attending Physician. The expense must be paid by insured if necessary.
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1. Name of Patient: 1.D.#: Age: Sex:
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2. Date of admitted: Date of discharge:
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Period of Hospitalisation Hospital’s #:
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3. Was the patient referred to your hospital by a general practitioner? If yes, please indicate his/her name and address.

T CRL N FIFERERE SR R TR R I I IS

4. a. When did the patient first receive medical attention for his sickness?
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b. Of what symptoms did the patient complain when he/she first saw you for this sickness?
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5. a.According to the patient, how long had he/she been experiencing these symptoms?
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b. How long do you feel the symptoms had lasted? Is it a congenital disease?
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6. Hadthe patient previously seen any other doctor on account of these symptoms? If yes, please indicate his/her name and address.
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7. a. What was your final diagnosis?
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b. Did you inform the patient of your final diagnosis? If yes, please state the time.
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8.  Kind of medical treatment give:
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Kind of operation performed:
B o=

Date of performed Surgeon
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9. Any pOSS|b|I|ty of having a relapse?
PR R 7

10. Has the patient previously been treated or hospitalized in this or any other hospital for this or any other serious disorder? If yes, please state.
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Date [ I} Disease H&ﬁ Details of treatment/ hospitalization Doctor/ Hospital’s Name
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a.

b.

c.

11.  For female only [ 3= [& {4 JK
Was the patient pregnancy at the time of hospitalization? If yes, for how many months?
R B L PR 152 FRL o =1RGY 27D 12

12. Name of Hospital:
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Name of Attending Physician:
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Date:
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Signature of Attending Physician Hospital Stamp




