Y HEAES |5
CHINA le | IS 9|\
{* Pt B2 {8 B 55 3k HOSPITALIZATION CLAIM FORM

fREESRES Policy No.

FE_HMD - FLBERES BILBLES  FEERHSEARESANZEABTER)
PART Il - ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own

expenses.)

A. 75 AE1l PARTICULARS OF PATIENT

RALER R A2/ Bl / WA S8 /RIS
Name of patient Age/sex of patient 1.D / Passport No. of patient

B. i2/AE 1 CONSULTATION DETAILS

fF Year B Month H Day

1 RAZEBEEIRTIENZE We can trace the medical record of patient back to / /
2 BHRERFEEEZESNEE4 HEA Date of the accident occurred or symptoms first appeared / /
3 WABRBRIILREE 2 K32 HEA Date of first consultation for this condition or related illness / /

4  FEFARIPEREZE ZBARTIFRAE Please describe the symptoms and complaints at first consultation.

5 WASEHEMBEEN ?ME  FiRHZEE 2 Z R Is the patient referred by other [ = ves 0 =
physician? If yes, please give the name and address of the referring doctor. =

EAEEYEE Name of the referring doctor A EAMIUE Address of the referring doctor

6 22 Diagnosis B PR %R 5 $B 4R 1S ICD 10 Code

C. fEFR & HOSPITALIZATION DETAILS

1 EPR 28 Name of hospital fF Year B Month H Day
APz H#A Date of admission / /
ti 5t B A Date of discharge / /
MNERB BRI AR / /
Period in Intensive Care Unit / /
2 Fii§EH Surgical Procedure Details ZF1itf B A Date of surgery / /
F iy 278 Name of the Surgical Procedure BB RIS MIEE4R S CPT Code

3 (FREEZAE BEREER - AEEOHERERDRE Z2BZIRERT 2] Treatments, investigation procedures, results, and/or any
complications during hospitalization and post-hospitalization follow up plan.
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fREESRES Policy No.

B. i2)A& 1 (#8) CONSULTATION DETAILS (Continued)

4 BABEEREREAREERIME ? MN7E - J5IRSMNE KRB 2 B4 KSR - Has the Insured taken

any home leave during the hospital confinement? If yes, please state the starting and ending date and time.

O BYes [O #EBNo

T

£ Year A Month H Day fEF Hour 43 Minute
AM/PM

S B H8 % 5 Starting date and time

3R [0] H 8 X i% &) Ending Date and Time

D. E’TFZ-%%%% PROFESSIONAL COMMENT

1 ERWE ABERERAENA) SEE L ZHEEERGMESBERE KRB EEE?
Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, medically necessary
and recommended by you?
O=z2vs O #no
N7 - AR If No, please provide details (: & H A EKEPR? E.g. Was the hospitalization requested by patient?)

2 ZBERFMHOUEEMZ BBEFH$.0ETT? Can the medical test(s) and the operation procedure be done on an outpatient basis/ at day
surgery centre?

O=ves O &N
N - FFEIARERARERE - BRI ERRRE R FM IR RN (SHHE): If No, please indicate the clinical risk(s) , medical reason(s)
for hospitalization and current health status (Co-morbidity) :

3 FiiREWEEZSEE TETT? The surgery could only be performed under general anesthesia?

O=2v O &0

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

4 REE - AEREREEE=MESE? Is it a case of emergency?

O=2ves O &m0

M2 - BFHITIRMER Please provide details:

5 RRREFIRIESE(N)ERERE FRIEMEMER REERZFEE  SQ)EBETEMKRRARM ? N2 - FiRILAMZAEH
KBRS - 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 Yes O &No 52AHHE] Date of diagnosis/treatments 4 Year A Month H Day
B (BIER A/ E KA R) Details (including diagnosis/ treatments/ investigations and results)

6 RIE%E® 2R A EFE What is the underlying cause of such illness?

7  RIETERI R 85 2 Ol AL The prognosis of the condition and any possibility of having a relapse?

HK-CL-ICLA02/202412-01 P.20f3
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D. BT 2EH %5 R (4)PROFESSIONAL COMMENT (Continued)

8 BELBEEERAMZINR - s the illness associated with the following?

[[] X% Congenital condition [] =% selfinfiicted injury [[] F&=i485 Infertiity or sterilization [] #& % 35#&L Mental disorder

[ s 2=akR%E Abuse of drugs or [] 147 Venereal disease [[] ‘/RAIBIE Corrective aids or [ mi&/%% Rehabilitation/
alcohol treatment of refractive errors convalescence

[ =&s%#4% Cosmetic or [] B2 % Develop-mental [] 2 &2 /mpett 88558 Hazardous  [[] 3E/E %7 Hereditary condition
plastic surgery abnormality sport / activity

[] —#a5setas/Bh%Es Body [ Bums A gestrrmssg [ 152 5RBTEE Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections

[] &1tz - %3088 Other disease, please specify [] BU_EE5ZE None of the above

9 RWRHMEE - AEERF BREAMREREMNTEERIEEHNE R ERAYAE? Has the treatment, procedure or
test not yet been established as being effective or be experimental or in trial stage? OZ2Ys 0O &No
W2 - AR MER Please provide details:

F. HfthE& &% OTHER MEDICAL HISTORY

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

[ =% Asthma [ 2k Cardiac problem [] #&FR% Diabetes Melitus
D O BYFT 3% Hepatitis B D 1= [ /8% Hypertension D 2 1% F 1l Previous operation

' ZE Drug abuse [ =it Famiy history of cancer [0 x5 Unfavorable family history
[ B EE5%7% None [] s - #5388 Other disease, please specify

2 ZRASHEREBLMERFHMREERIESBEFERAE ? M7A - F#iRAAFEE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.

O 5&vYes 02BN 2:E5 Date of diagnosis/treatments ~ £E Year A Month H Day
%5=9% Disease

JAE/1E R EE15 Details of Treatment / Hospitalization

B2 41 7/ B&B 2 8 Name of Physician/Hospital

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

BHHAE=E (z/8/t8/1#) Daily consumption (piece/ pack/ bottle/ can)
BB YA B Drinking/ Smoking start date since F Year A Month H Day

G. EZELEE R K ERR ATTENDING PHYSICIAN'S PARTICULARS AND DECLARATION

RAGZRUIER - BIARAFRHPAE - DARARHKNEIDEE 220 - WHEE A - | HEREBY DECLARE that all the information provided
by me in this form is true and correct to the best of my knowledge and belief.

FBLEYR BRE

Name of Attending physician Qualification
b B48ES
Address Contact No.

£ Year | B Month | H Day

FRBERERER/ZMES
Signature of Attending Physician and
Stamp of Hospital / Clinic

HEA
Date
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