= B2 {3 P K SF1ig S {S 89553k GROUP HOSPITALIZATION & SURGICAL CLAIM FORM

EB2{RESSRHS Policy No.

EEMD - TEBEHRESE BmIvBLER  MAERHSRAREREAREABTERE
PART Il - ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own
expenses.)

A. 75 AE 1] PARTICULARS OF PATIENT

JRALR JRAEHR /MR / RAS 378 /RIS
Name of patient Agelsex of patient 1.D / Passport No. of patient
B. #2iAE 1 CONSULTATION DETAILS
£ Year A Month H Day
1 WAZEBEIEIROIEWZE We can trace the medical record of patient back to / /
2 BHREIRFEESEIMNE4 B EB Date of the accident occurred or symptoms first appeared / /
3 WABERBRLRIEZKEZ B EHA Date of first consultation for this condition or related illness / /
4  WAREBZHB(RBERREERE)Date of last menstruation (Only applicable for maternity benefit) / /

5 BRI EREZIEZEIRFITRIE Please describe the symptoms and complaints at first consultation

6 WMEEBIMERR - FFIREEINENE For hospitalization due to accident, please provide accident details

7 RASEHEMEBLEEN ?ME - BiRMHBEZEZ Rt Is the patient referred by other
physician? If yes, please give the name and address of the referring doctor.

EAEEEYEE Name of the referring doctor EABEAMIUE Address of the referring doctor

O 2 Yes O &N

8  :2Hf Diagnosis B PR %R 5 $E 4% S ICD 10 Code

C. PR K F1igE il HOSPITALIZATION & SURGICAL DETAILS

1 EBPBR/EZFR& 18 Name of hospital/clinic F Year A Month H Day
N == l=F | /
Date of admission/day surgery
HbE HEA / /
Date of discharge | |
AFEREEFRRYEES
Period in Intensive Care Unit / /

2 F{liE R Surgical Procedure Details =iy H £ Date of surgery / /

1728 Name of the Surgical Procedure BEARISMIEE4RME CPT Code

3 ERIFiNEBZEE BEREER AEEAHBER L RIFM1E 2 B2 IRESTE Treatments, investigation procedures, results,

and/or any complications during hospitalization/surgery and post-hospitalization/post-surgery follow up plan.
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EB2{RESSRHS Policy No.

C. xR FiiE® (48) HOSPITALIZATION & SURGICAL DETAILS (Contlnued)

4 WAEARB/FiEE=—EHSEMILERERABEIKZ ? A - FRHMAERFS -
Had the patient been treated or consulted for this condition in past 3 consecutive months prior to hospitalization/ undergone surgery? If yes,
please provide details.

O =ves O &no

B24 952 Name of the physician BE[RZ % Name of hospital
S HE Treatment date JEERETE Treatment details

5 RABEREREABERIM ? M5 - FFIASMNE RIRE 2 HEAREFRE - Has the Insured taken any home leave during the hospital
confinement? If yes, please state the starting and ending date and time.

D. B F 25 %S R PROFESSIONAL COMMENT

1 ZRRBE - AERERBHNA) SEE LZHEEEAGMESERTREELEEER?
Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically
necessary and recommended by you?
O=2vs O &N

NE - FEFL. If No, please provide details (#: =& M AZEK{ERT? E.g. Was the hospitalization requested by patient?)

2 ZBERFHIEBEMZ | BREFMiD/0#E1T? Can the medical test(s) and the operation procedure be done on an outpatient basis / at day
surgery centre?

O=ves O&No

ME - FHERIRKER - FEERIERRERRFMIRIFEEI (S HHE): If No, please indicate the clinical risk(s) , medical reason(s) for

hospitalization and current Health Status (Co-morbidity) :

3 FiiiREWBEEZBRMEET #1T? The surgery could only be performed under general anesthesia?
O=ves O &no

WMFMHEER T MERETT - FA5EABEBREE For surgery under Monitored Anesthesia Care, please specify the reason for hospital stay.

4 RBRBE . AEREREBFZEZMEE Isita case of emergency?
O=vs O &N

M2 - FBEFIIREREE Please provide details:

5 RBRAEFZEZE(NEREE  FR)EMERER REERZHRIE - FE)EBEFEMBRERM ? M2 - FiRHAMZEEH
RAEEREE - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

O 2 ves O &no 5278HE8 Date of diagnosis/treatments  4F Year A Month H Day
B (BIEZ A E /B R4 R) Details (including diagnosis/ treatments/ investigations and results)
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EBS{REESRHE Policy No.

D. BN ZE %S R (48) PROFESSIONAL COMMENT (Continued)

6 RIEE®ZIRZAERE What is the underlying cause of such illness?

7 ®IETERI R 1882 2 Ol A The prognosis of the condition and any possibility of having a relapse?

8 BELBREERAMZINR - Is the illness associated with the following?

[[] %Xt Congenital condition [] =% self-infiicted injury [[] F&=4E5 Infertilty or sterilization [[] #5358, Mental disorder
ERZESLANE Abuse of drugs or [] 145 Venereal disease [[] #RHBIE Corrective aids or [] &&/%%= Rehabilitation/
alcohol treatment of refractive errors convalescence

[] =% 4% Cosmetic or [] 5B =% Develop-mental [ 24kt iEEh/55%) Hazardous  [[] 3E1E 1 %5% Hereditary condition
plastic surgery abnormality sport / activity

[] —#58ets/BhaEsT Body [ Bumsi A eastiEmssg [ 152 RBTEE Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections

[] Etthsm - #2588 Other disease, please specify ] b5 None of the above

E. HfthE% %S OTHER MEDICAL HISTORY

1 BRELBABTEAERUTRIE/ZIE - Does the patient have any medical history or habit as indicated below?

[ % Asthma [] 05 Cardiac problem [C] #&m 7 Diabetes Meliitus

[ ZBURF3 Hepatitis B [] =mPE Hypertension [ &= Previous operation
BSZ% Drug abuse D KM AE Family history of cancer D KI&EBSE Unfavorable family history

[ W EE8% None [ &t - 52288 Other disease, please specify

2 ZRASEREELNERIEMBRERRIESBENERAE ? A - i5iRAAEE - Had the patient previously been treated or

hospitalized due to the above disease or other major disease? If so, please specify details.
O Aves O eBNe 25208 Date of diagnosis/treatments  £E Year A Month H Day

#£ 9% Disease
JAE/1E R EE15 Details of Treatment / Hospitalization

Ba 4 %% /BE P 2 FE Name of Physician/Hospital

3 EIRMHEE/RIEB 1B %15 Please provide details of drinking & smoking habit

BHHE=E (z/8/t8/1#) Daily consumption (piece/ pack/ bottle/ can)

Z 1B YA B Drinking/ Smoking start date since F Year H Month H Day

F. X284 &1 PARTICULARS OF ATTENDING PHYSICIAN

RAGEIERR - MIAAFRFPIE - EHAXRANRHNERNEREE 2 - WES ML - | HEREBY DECLARE that all the information provided

by me in this form is true and correct to the best of my knowledge and belief.

FBENE BRE

Name of Attending physician Qualification
ik Bh48ER
Address Contact No.

IBERERER/ZREE % Year | B Month | H Day

SRt

Signature of Attending Physician
Date

and Stamp of Hospital / Clinic
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