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This form is applicable to both inpatient and outpatient surgical claim
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PART | - TO BE COMPLETED BY THE PATIENT
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Name of Policy Holder H%i]%‘fﬁﬁ EJ MEAE

Name of Employee ff 4 ¢ : Policy No. ]%l?ﬁfr'}%”F

First 4 digits of HKID or Passport No f&f1=) ()58 f FisfE i (e.9.fy: B123):

Name of Patient ﬂﬁ Mg I.D. Card No ,J/[}}%‘#Fﬁﬁ :
Occupation T : Date of Birth ‘112 [ 131 : Sex [EH|| : (IM §} [JF ¥
(] Self 4 * [J Spouse [ilff] (] Child =¥

Relationship to the Policy Holder == ffTH %) * FT‘“: " [ Staff/ Member / Domestic Helper fRES /55 £ [ 581

[[] Dependent &£} / 5% E1 55

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

TN Ry A EIRL o 0e 2
NO 2% [J YES ¥ [] Doctor's Name [ ft: ¢ :

Address #ii-:

Date(s)} ']

(2) Are you making any other insurance claim as a result of this hospitalization / surgery?

Ejf%fdl'gﬁ‘iﬂ%/f () Féﬂ*ﬂ?‘l H'ﬁiﬂ Pﬂfﬁiﬁﬁﬁﬁﬁ‘ﬁ’?
NO %% [[] YES ][] Name of Insurance Company i ** ﬁJ 2R

Policy No. ﬁi.ﬂi%ﬂ% :

(3) Was the hospitalization / Surgery a result of an accident?
P ke = fv“jgj\ HhS— HE I S [F2°?

NO &% g YES * £1[] Date [IH#]: Time E?jﬂﬂ : Place £y

Brief Description 5

DECLARATION & AUTHORIZATION B3P % $524f

I/We hereby declare that to the best of my/our knowledge and belief, the above?statement and particulars contained are true and complete in every respect and are made without reservation of any kind. | also authorize
any hospital, physician, insurance company or organization that has any records or knowledge of me or my health, to furnish to The Tokio Marine and Fire Insurance Company (Hong Kong) Limited (“the Company”) 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. The information provided by
me/us to the Company is collected to enable the Company to carry on insurance business and may be used for the purpose of (i) any insurance or financial related product or service or any alterations, variations,
cancellation or renewal of the said products or services; (ii) any claim or investigation or analysis of such claim; and (iii) exercising any right of subrogation; and may be transferred to (iv) any related company or any other
company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to insurance business for any of the above or related
purposes; (v) any association, federation or similar organization of insurance companies (“Federation”) that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to
carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the Federation;
and (vi) any members of the Federation by the Federation for any of the above or related purposes.
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Moreover, the Company is hereby authorized to obtain access to and/or to venfy any data provided by me/us with the information collected by the Federation from the insurance industry.

I/We understand that I/we have the right to obtain access to and to request correction of any personal information concerning myself/ourselves held by the Company. Requests for such access can be made in writing to
the Compliance Officer, 27th Floor, United Centre, 95 Queensway, Hong Kong. A photostat copy of this authorization shall be considered as effective and valid as the original.
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PART Il - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT’S OWN EXPENSES
= 12 IR PSR F TR

1) Name of Patient 7| * 1% £, :
2) Hospitalization (= [
Name of hospital &[5 £/ :
Date of Admission * [ [ 1#] : Date of Discharge {115k [ I #:
(3) Surgical procedure = &
Date of operation = & 11]: Name of the procedure = &£/ #:
Nature 4T
4) Chief complaints of the patient relating to this hospitalization / surgery IF= {5 /= f&fiu= %;Iﬂffj[ﬂ :
(5) Diagnosis of conditions 7% :
(6) Brief discharge summary: ( including treatments, investigation procedures, results, and / or any complications and follow up plan.)
e s OffOw T AR R WA Rk~ SR PR SR
(7) Date of the accident occurred or symptom first appeared. -t R Bt RS R 9F % [ 11 -
8) Date of first consultation for this condition or related iliness fﬁ ~ T] IR
9) To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto?
TS R % I T R AR 2
NO &% [JYES %] [] Please state dates and describe
AR P 2 H Af
(10) Is the patient referred by another doctor? ﬂﬁ kﬂ‘? Py gE S 2
NO iéﬁ*éj CJYES ‘EJ O Name and address of the referral doctor
(R BBl Uik
(11) Is Condition due to Pregnancy ? #‘&fﬁﬂﬁ o R e [ 2
NO 2% [JYES ¥ [
Name of Attending Physician / Specialist (with qualification) Address
= ?G/EJ**:‘JF%S Fuft £ (¥YF) P
Telephone
==
P
Signature of Attending Physician / Specialist Date
= ZIHEIR T A F1i

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




