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EHREFMBESBER
HOSPITALIZATION & SURGICAL CLAIM FORM

ARERRBERRER IR FTREE

This form is applicable to both inpatient and outpatient surgical claim

FRER - R AIRE EH AR SRR S iR AT B AL R R —H
PART I - TO BE COMPLETED BY THE PATIENT Original bills and receipts for the claimed expenses must be attached with the Claim Form

EEXNREFEALE

Name of employer/policyholder

RERTR XIRER / REHA

Policy ref. Name of insured employee/member

RAE#

Name of patient

ST RE&RSE | ZRALERR

1.D. Card no. : Insured no./Certificate no.

il SREBERFAABRRK ;

Sex Relationship to the policyholder

A YN R[] T[]

Date of birth Self Spouse Child

Lo ES ' BE/KE[] EE/BREFRE [

Occupation Staff/Member Dependent

(1] ETALBERAR—HRATmESAHK? ea ] B U
Have you had any prior treatment for this or related conditions ? No Yes
B ik
Doctor's name Address
SR
Consultation date i .

(2) BRI AR / T B T AT RSB EMRREEE? %5 [ Al
Are you making any other insurance claim as a result of this hospitalization/surgery? No Yes
RERIE : S UNSIE ]

Policy ref. Name of insurance company

(3) WR{ERR / FHMETHN—REISIE? »a ] &[]
Was the hospitalization/surgery a result of an accident ? No Yes
=T | EREsMEA
Date Brief description
I
Time
s
Place

RERBEE

A/ BFBRARFRAREBAOER - BN/ BOFAAE2REREN - WREIARE - AA/BRARSNAREETRARESRE  REBRBARAR A AERSFHE
R/ B/ FRANBAZR (BRELREREASHME S ZEN) HEZFTERRTERATTRE (BEEE8ERARENCHARAT - BEABAT - REXRE/
e LAt RREEBRE QTS -

AN/ BFERERBEMRRAA /B FRANVREXERIEXERZATTHRE - ARERBERARNIEREA » RERARETERRRBRATNEEESHEIT
SREER - BMER ) BT/ RRAFECSAERER LRERED » BB/ B/ SRANERARZIRANE © NTEHEEEY - ARREZVHAKEEREFRENS -

DECLARATION AND AUTHORIZATION

I/We hereby dedare 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
obtainedy 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 consuited 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.

HRERB (+/\mML) &8 RRER /KEEE EEQH
Signature of Dependent ({18 years of age and over) Signature of Insured Employee /Member Date signed

C-CF-HS-0701 (758 T & Please turn over)
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PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES

(1) WAKA

Name of patient

(2) ABR
Hospitalization

e

Name of hospital

UNCAEE HizH

Date of admission Date of discharge

(3) Fiig
Surgical procedure

JREER

Nature of medical treatment given

FHTRHE

Name of procedure

FirHH SIRIFTEL
Date of operation Surgeon

(4 WRERT/ FHEHEZRFFEER

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

(5) 2

Diagnosis of conditions

(6) HEREERE CARRNEEHEE  EDEMIWE - AR - HRERIRESE)

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

{7) BRURFEOSREIRE R

Date of the accident occurred or symptom first appeared

(8) WBAERRZEM

Date of first consultation for this condition or related illness

(9 R A EREE?
Any possibility of having a relapse ?

(10)  LIEBERERBEARUES = £ [

Is this condition arising from congenital anomalies ? No Yes

W AR ABREERR
If "No", please state the cause of the diagnosis

(1) BETAA SALRIEE 2B RERR?

To the best of your knowledge, has the patient ever had ®E [ B[] FEHRARREEER
the same or similar conditions or symptoms relating thereto? No Yes Please state dates and describe
(12)  BARSRKEMBEEN? wa [ A 0 #ENsEnrs s
Is the patient referred by another doctor? No Yes Name and address of the referral doctor

(13) I baiERmiEEsIR FHIERRERENY
If condition is due to pregnancy, please give approximate date of commencement

otk
Address
T/ ERBANBE(ER
Name of Attending Physician/Specialist{with qualifications)
B3 BE
Telephone Fax
T/ BRBEESR BREE HE

Signature of Attending Physician/Specialist/Hospital Stamp Date




