6 Mitsui Sumitomo Insurance Co., (H.K.) Ltd.

23/F., Bank of America Tower, 12 Harcourt Road, Central, Hong Kong
Tel: 25623 8191  Fax: 2845 3513

MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL CLAIM FORM
BRRE — ERRFmEHER

This form is applicable to both inpatient and outpatient surgical claim-

FREBAMERERMIZFHER

PART 1 - TO BE COMPLETED BY THE PATIENT
FE - HAAEE

Name of Policy Holder {RE15 5 A&7 :

Name of Employee/Member {88, FK B : Policy No. fRE&R5 :
(For group insurance policy only)

Insured No./Certificate No. 1R E#5E,ZRI £ ( If applicable f%@MA ) -

Name of Patient 5 AZEE ¢ 1.D. Card No. A5 :
Occupation #2 Date of Birth 54 HEf - Sex #A] : OMB  0OF%Z
Relationship to the Policy Holder S2{RE 155 ARIR : D Self &AA D Spouse B8 D Child ¥%&

[ ] stattMember €8 /%8 [ | Dependent #8, HRARE

(1) Have you had any prior treatment for this or related conditions?
BTRETYEER—RRMERAR?

Nos25 [ | YESH| | Doctors Name B :

Address it :

Date(s) BEf :

(2) Are you making any other insurance claim as a resuit of this hospltahzatlon/surgery’?

AR,/ FH BT S HRAHMRREEE?
NO 28 D YES & D Name of Insurance Company R 2 71 &1 :

Policy No. {RESRHE

(3) Was the hospitalization/surgery a result of an accident?
URIER,/FiTRE RN —REI5IE?

NoF&[ | YESE[ | Date A Time B : Place 3% :

Brief Description 4838 :

DECLARATION & AUTHORIZATION R R SEE :

| hereby declare that the above information given is true and correct.

| further authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to furnish to
or its authorized representative, any and all information with respect to any illness or injury, medical history, consultation prescriptions

or treatment and copies of all hospital or medical records. A photostat copy of this authorization shall be considered as effective and valid as the original.

NN B FFTERAEH E R - .

RAEBEREAARERTAEN R B4  REATREE  EBOR2BEREABEZRE - PHBRERETFERGR

HHRBA o WIEEE ZHHEARELARRSHS -

Date HH# Signature of Patient EAEKE

MSIHK-CLM-MGP-IN-001-09/2001




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

(1) Name of Patient J5 A5 :

(2) Hospitalization ¥t

Name of hospital Z8T2 1 :

Date of Admission ABtHHj : Date of Dischange ifz B & -

(8) Surgical procedure F1i

Date of operation F4ii A Hj : Name of the procedure F i &% :

Nature 5 :

(4) Chief complaints of the patient relating to this hospitalization/surgery LR {EBE,/ F i E ERA :

(5) Diagnosis of conditions 328 :

(6) Brief discharge summary: (including treatments, investigation procedures, results, and/or any complications and follow up plan.)
HEERE - CHERMEAENE - BEZEMIEL - R - SIEERRESTS)

(7) Date of the accident occurred or symptom first appeared. BRI R AR EHHLEB -

(8) Date of first consultation for this condition or related iliness & A B x>k A Hi

(9) To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
BRATHA  BARRIEEBERERR?

NO 88 D YES B |:| Please state dates and describe

AR RERER

(10) s the patient referred by another doctor? AR B E LB AT ?

NO T2 D YES 2 D Name and address of the referral doctor.

BHBENEEZMYL -
Name of Attending Physician / Specialist (with qualifications) Address
E2/ERBLEORE (BE) . ik
Telephoné
B3
Signature of Attending Physician / Specialist ) Date
I/ EHBEER B

This claim form is endorsed by the Hong Kong Medical Association and
the Medical Insurance Association of the Hong Kong Federation of Insurers



