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Braibe — Be e MEDICAL INSURANCE — HOSPITALIZATION & SURGICAL

S~ R AER AR FRME TR S TR T
PART I - TO BE COMPLETED BY THE PATIENT This form is applicable to both inpatient and outpatient surgical claim
REFFE AR B TS BT EGE

Name of Policy Holder Tel./Mobile Phone/E-mail Address:

B8 HEHES TREAGERS

Name of Employee/ Member (For Group insurance policy only) Policy No.:

TRFSERS (ffaEf )
Insured No./ Certificate No. (If applicable)

WALES BREESS
Name of Patient 1.D. Card No.

Wiz Hi4E HEA MR Sex.
Occupation Date of Birth OBEM [OZXZLF

ELRERE ARRR
Relationship to the Policy Holder

Self (] EZf® Spouse ] F7 Child
S /& E Staff/ Member (] {8 /R E%/E Dependent

() RS FRE G —RTEARE ? ‘
Have you had any prior treatment for this or related conditions? [ ¥%F No A Yes

i

Doctor’s Name

Biehiin
Address

BEA
Date(s)

() BRLXRERE, Fi - BT E SR AL MIRREEE ? \
Are you making any other insurance claim as a result of this hospitalization / surgery? [] %A No & Yes

AsiE

Name of Insurance Company

TREZETHS
Policy No.

(3) HERfER S/ FilieGHR—RENG I ?
Was the hospitalization / surgery a result of an accident? (] =& No ]2 Yes

H# R T Eh

Date Time Place

Brief Description

EEAR#ES  DECLARATION & AUTHORIZATION

A NBREEI bl A E A B R -

NSRS AR B85 - B84 - IR TS  TLUET BRI ERMANERIRE Rl E RS SFE e T T BT R R
EARVERATISEREA - HiEE I ARBEEARRRER

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

1 further authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to furnish to CHINA PING AN
INSURANCE (HONG KONG) CO., LTD. or its authorized representative, any and all information with respect to any illness or injury, medical history, consultation
prescription or treatment and copies of all hospital or medical record. A Photostat copy of this authorization shall be considered as effective and valid as the original.

HEH Date: Jm AZF Signature of Patient




Zifh - MEBEERE - R BREAATTRE
PART 11 - TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANTS OWN EXPENSE.

ORI\

Name of Patient

(2) fEke
Hospitalization
e
Name of hospital

ABtHEA e
Date of Admission HibeH ,Hﬁ‘
Date of Discharge

() Ff

Surgical Procedure

FiTHH Tt

Date of operation Name of the procedure

HE
Nature

() BERER/FiTHI F ERE:
Chief complaints of the patient relating to this hospitalization/ surgery:

5) BFE

Diagnosis of conditions

(6) HEMZEGAERRIARETE]  AELEIRE - R - (FEERERETE)

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

() BEREEFHEHES AR

Date of the accident occurred or symptom first appeared.

®) WMABEXRKZHHA

Date of first consultation for this condition or related illness.

) BETAA WAL S S BA R
To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto? D % NO

AR R E R BN

Please state dates and describe

[ = ves

10y N B EREE A BE A 872
Is the patient referred by another doctor? |:| %F NO |:| H YES

B R A A 2 T

Name and address of the referral doctor

FRERB LS () SO Addross
Name of Attending Physician/ Specialist (with qualifications)

2% Telephone

DIERIBENTS (AR

Name of Attending Physician/ Specialist (with qualifications) E i Date




