ING General Insurance Company Limited

MEDICAL INSURANCE - HOSPITALISATION & SURGICAL CLAIM FORM
= RRE-EREFWEER

This form is applicable to both inpatient and outpatient surgical claim
ARG E A RAERR S FIE2 F T E

PART 1 - TO BE COMPLETED BY THE PATIENT
RE - HFRAEE

Name of Policyholder {REEFs5 A & 78 :

Name of Employee / Member g€ / pk B4 :
(For group insurance policy only)

Policy No. R & #75%F -

Insured No. / Certificate No. R 2#F57 / Z{RALEHR5R (If applicable f&:#EF ) :

Name of Patientfig A 4% :

I.D. Card No. 5 :E58HE

Occupation B2 :

Date of Birth 4= B :

SextRll : [ IME [ |F%

Relationship to the Policyholder E2{R & 355 ARH1% : D Self &< A

[ | staff / Member (22 /52

[ | spouserzfz [ ] chids«

[ ] Dependentiz2/mexE

m

(1) Have you had any prior treatment for this or related conditions?
BT ESERRE—RAMEZ AR

NOozAE | | YES#s | | Doctor's Name st 4,

Address it :

Date(s) HEf :

BRALLRERR / Fi - BT AT HEEMRRESE 7

Nnozs | | vess [ |

Name of Insurance Company (£[& /A5 :

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

Policy No. (R B 575 :

(3) Was the hospitalisation / surgery a result of an accident?
LERERRE / FiMTRESHER— =257

Nore | | YEs2 | | Dateps :

Brief Description ££38 :

Time B&[4] :

Place ith 2§ :

DECLARATION & AUTHORISATION EFER K iR4E :

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

AN LA FTIBIRE) &4 IERRERAY -

Insurance Company Limited s = AX3E A - [HIS1#E 2 F/ENAE EAREREMT -

Date H 25

| further authorise any hospital, physician, insurance company or organisation that has any records or knowledge of me or my health, to furnish to ING General
Insurance Company Limited or its authorised 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 authorisation shall be considered as effective and valid as the original.

AN RFEANBRIVEMEN ZEE - B - REBASSHE - TJLUBRONMBEAABRZRE - 2EME RESF AR HIGE ING General

Signature of Patientjm A %%

ING General Insurance Company Limited

7/F., ING Tower, 308 Des Voeux Road Central, Hong Kong
EAPREHER308ELHSAAPNTIE

T 2850 3030 F 2850 3031 www.ing.com.hk

CL4 02/06




PART Il TO

BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT'S OWN EXPENSES
- BEREBEREE FRERBRMEABITRE

ZEB

(1) Name of Patientfi A 4% :

(2) Hospitalisation
Name of hospital &7 % & :
Date of Admission A7 HEf Date of Discharge £t H&f :

(3) Surgical procedure 5 ffif
Date of operation F1ifi H £f : Name of the procedure F1if % & :
Nature |45 :

(4) Chief complaints of the patient relating to this hospitalisation / surgery |t X F 5%/ FH FERA -

(5) Diagnosis of conditions 22

(6) Brief discharge summary: (including treatments, investigation procedures, results, and/or any complications and follow up plan.)
HiRERE - OaBERRMREETE - BF2E90F - BR - fFEERRESE)

(7) Date of the accident occurred or symptom first appeared. & & H IR & H EAak &= 51 88 4= HHA -

(8) Date of first consultation for this condition or related illness 5 A & k=32 HEf -

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

BETHA  RAUTTETRERERT7

NO%%H D YESH D Please state dates and describe

HROIATH BB ER

(10)Is the patient referred by another doctor? 55 A £ S < E M EE AL 47

NO %2 m YES & m Name and address of the referral doctor

BN EEB Mt
Name of Attending Physician / Specialist (with qualifications) Address
F2/EREEmrL (EF) biuhals
Telephone
e
Signature of Attending Physician / Specialist Date
TR/ ERELER =Rt

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




