moW ROR

Asia Insurance

N

Business Centre: 8/F, 118 Connaught Road West, Sheung Wan, Hong Kong.
Macau Branch: Avenida da Praia Grande, No.762, Edificio China Plaza, 10 andar C-D, Macau.
Website: http://www.asiainsurance.hk

PRINT SAVE CLEAR

Tel: +852 3606 9346  Fax: +852 2899 2426 Email: medical@afh.hk
Tel: +853 2856 3166 Fax: +853 2857 0438 Email: asiamc@macau.ctm.net

RER®E
CLAIM FORM

B R B — B & Tl

MEDICAL INSURANCE - HOSPITALIZATION & SURGICAL

Claims Document Checklist REX G2 ER

Basic Requirements (must be completed or submitted)
O Part | completed by you with member cert number and Patient Signature
[ Part Il completed by the doctor with Signature and Chop
[0  Payment receipts with patient’s name, treatment date, diagnosis and breakdown of charges:
First Claim: Original receipts
Secord Claim: Certified true copy of receipts and claims statement advice by other insurer, if applicable
Additional Requirements (if applicable)
[0 Referral letter for specialist consultation or SRN nursing
[0 Copies of histopathology, endoscopic, diagnostic/laboratory tests reports, and surgical summary
No reimbursement or claims shall be made for:
° Claim(s) submitted after 90 days from the date of discharge / treatment
° Insufficiency of required information

R -HRARR
PART | - TO BE COMPLETED BY THE PATIENT

BERER (BRARFIRM)
O BIFEZE— N - ERARFEBIBERBERBAARE
0O ®JBSAZE_HN  SEBERIERES
0O BEREWE  BRRALSE  DAEH - RERSKERE
BERRE - EARE
BRERME - HORBRARELZREIARELEHAEBNE ER)
B|HMER (WEF)
0O MESHRDARAREEZBEENGE
O PHERIER - NEE - SEIHEBRRERSE R/ FIRERIR
RIBLUTHERS » REM RIS EHIE -
o EEMBRREE /JARBIRRIER
o FIRERTR

FERBEAREEZXFIZ FWEE

This form is applicable to both inpatient and outpatient surgical claim

REFEN/ BEEH

Name of Policy Holder/Employer

B/ KEHE .

Name of Employee/Member f;ﬁ?ﬁz‘ﬁ

(For group insurance policy only) olicy No.
RPRIS/ERE (WER) HEB R E A

Certificate No./ Staff No. (if applicable) Daytime Contact Tel No:

RALEE BRI
Name of Patient I.D. Card No.
X HAERS R S
%i . Date of Birth = 2
ccupation (DDE/MMA /YY) Osm O%F
EREHE ABR
Relationship to the Policy Holder [0 ARA Self [7|B21® Spouse [ ¥%& Child
[ &5 / & Staff/Member {28 / KB XRB Dependent
(1) BTREEHER —RRMEZARE?
Have you had any prior treatment for this or related conditions ? %% no 0% YEs
BAEHE
Doctor's Name
b3k
Address
H 8 Date(s)
(DDB/MMA/YYS)
(2) AR IRERR / Fili - BT ATHBHMRBEE 2
Are you making any other insurance claim as a result of this hospitalization/surgery ? EI 8B NO EI A YES
RBRARET RERE
Name of Insurance Company Policy No.
[0 FREERAE R FLMRBRAEE
Please return receipts for other insurance claims.
(3) WRER / FWRERETAR —RENMNSIE?
Was the hospitalization/surgery a result of an accident ? [ =& No [ = YEs
B #A Date 5 fE 2
(DDE/MMA/YYE) Time Place

Brief Description

EEE1E IMPORTANT NOTES

SMRBRARLNR (GEMRE) FTAER  REXEBALZEAAER TFEMALIESE - AUASREERARE

B FEATMRBROERREEE -

Any personalinformation collected by Asia Insurance Co., Ltd. (Asia Insurance) may be used, stored or disclosed to any individual or organization to evaluate this
claim, or to provide subsequent services. Requests for personal data access or correction may be addressed to the Data Protection Officer of Asia Insurance.

AR 12182 DECLARATION & AUTHORIZATION

C REEBRY c EREMREEARALZEAE

AAREH FRFTARMENEREN - FARBRERAARRIEMEN BT - BE - RRAFASIEE - AASHOXNSHBERAAGEZRE - DERE
REFEERETEMNRBERRARNERIEA - WREEZHONARERARERS -

| hereby declare that the above information given is true and correct. | hereby authorize any hospital, physician, insurance company or organization that has
any records or knowledge of me or my health, to furnish to Asia Insurance 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.

X X
Signature of Patient/Parent or Legal Guardian (Applicable for age below 18) &% % B/R B HAKER AR B(BRAMBRA T 27%E) Date A 5

L-142-001 M 4000 062017 P.T.O. FH#%E



CH#f - HEZEAERT RBABREABTAR
PART Il — To Be Completed by Attending Physician / Surgeon at the Claimant's Own Expenses

Patient Name (in full) RAZE (28):

Date of Admission Aft B #3(DDE/MMA/YYHF) Date of Discharge it B #i(DDB/MMA/YYE)

Name of Hospital &bz % 7&:

Level of hospital ward /EE 4251 [] Private BBE 5 ] Semi-private —% % Qward =%5% []Clinical Surgery P92 /)N F 1l

1. Clinical History SR 508

a) Date on which the patient first consulted you related to this illness /injury B AL / Z5#% - BXAE T k28 EH(DDA/MMA/YYE)
b) Symptom(s) / complaint(s) of the patient relating to this hospitalization / treatment / investigation B ABLLLIXERRT / SAE / HRERFT IR AARRBAE AR R E 5F

¢) How long had the patient been experiencing these symptoms before the first consultation? A TE B X SK2ATE B A ULEAK S A2

2. Hospitalization Details 1¥BT ¥ 15
a) Final Diagnosis Ff£#) 2T Date of OperationFif B #§(DDH/MM A /YY)

b) Operation procedure(s) performed F#ii#)% 1,
c) If the patient has consulted other physician during this hospitalization, please provide the following ZnE AR (ERT HIR & M b B 45k - iR EA T &R

Name of physician consulted 54 # % Reason R &

What treatment had the physician performed Ja#& =15

d) Please give a brief discharge summary (including onset and duration of signs and symptoms / disease, etiology, types and results of major examinations, treatments,
complications and follow up plan) e HtiRE (BEFRBR RFEHRAEK /ER - BE - TERENBERER - 0% - HBEREZHE)

e) Please provide reason(s) for hospitalization if this type of cases can be managed on day care / out-patient basis:
EURIRAERLTE B IR / 2FTRETTARE - iR ERREA -

f) Has the patient taken any home leave during this hospitalization? If yes, please state the date, time and reason-

RAERERERETAEBRING ? 0F - BHABLY - BRAREREA -
[JYesA/ [INo&

g) Had the patient been previously treated or hospitalized for this or any in related disorders? If so, please give a brief summary (including diagnosis etlology, type of
examination and treatment protocol of the previous disorder / iliness.)
RABEEBBRURRSAARHE MR EIDARARETGR? R - FHPBREEEIILKE - BREE aEAR )
Dates Bl  Disease / Disorder / Complaint #J% / %3 / H85F  Type of treatment / hospitalisation J& / EBTA)¥1E  Name of doctor / hospital FEEZ / Bt & TH

3. Professional Comment E¥E=R:

a) In your opinion, was the patient hospitalized as a result of recurrent episode or a chronic illness or related to a previous complaint / diagnosis.
If " yes ", please provide date of the first episode and details.
BRETER WARKERABRRTABE MRS M ARSI MRBUEN IR / 2 AW E5RA 'R SRHERBRAHKFE -

b) Was the condition due to or associated with the following? (Please tick the appropriate boxes) - #1&0 2% R S SIA TR ERE GETEEE = L [15%)

[] Accidental bodily injury 255 8% 1% [[] Pregnancy %% [[] Congenital condition 5e XM EH/IEF
O] Self-inflicted injury %53 ] Infertility or sterilization NEHKEE [[] Developmental condition % & 7
[[] Abuse of drugs or alcohol & FI 5¥ 3 [] Contraception &% [[] Hereditary condition 3&{& 118
] Mental disorder 3353l [] Treatment for cosmetic purpose XA E #1548 % [[] General check-up —#& & g2t
[] Refractive error &} IE [ vaccination & & #8&
] Venereal disease, sexually transmitted disease or AIDS / HIV related illness 147 » MR REE %R / BHRSEHOKR

4, Others Hfth:

(1) Are you the patient’s usual physician? B TR ERA HIEFE A 2
a) i. Yes [] pleasefillin questionb FEREME b
ii. No "2 [] Does the patient have any other usual / family doctor(s)? if Yes, please give us the name(s) and telephone no.
RARGEEMORE/ REBL? IRE - ARUEBREERS
b) Please provide all the consultation date(s) and the brief summary of the related disorder/iliness. FEBZ/A B HRERIBERBZHRE °

(2) If you are referred by other doctor, please provide the doctor name, contact number and address. 2R Ty E b B A£EY - BIREZBENYE - MR EE Rt -

Signature and chop of attending physician / Surgeon FZ 84 / IMIBEREREE Address and Telephone No. i & B 55557 %

Name of attending physician / Surgeon & qualifications =2 E&4AEME / IINEIEEM B RERFE  DateAH(DDA/MMA/YYH)
Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers-

FREXMZBEETEE2S LEBREEH B TERRRIBERT -



	fill_11: 
	fill_12: 
	fill_14: 
	fill_15: 
	fill_16: 
	Dates: 
	Date: 
	Time: 
	Place: 
	X_2: 
	Name of Patient: 
	出生日期 Date of Birth: 
	roup5: Off
	roup6: Off
	roup7: Off
	roup8: Off
	Doctors Name: 
	fill: 
	fill_13: 
	insurance company: 
	policy no: 
	CLEAR: 
	PRINT: 
	SAVE: 
	RETURN RECEIPTS: Off
	fill_8: 
	Address 1: 
	roup9: Off
	Address 2: 
	fill_8_2: 


