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HOSPITALTZATION/SURGICAL CLAIM FORM trffi / + ffi H tr R € F # F
Ph"t" ""-pkrt"*" . lcopies of invoices andreceipts. #tr*frffi&^# ' tsH&ENrk#E*6i*Atp7 "

rAr(l I - ULAIIVIAN I't t,O

ffi-frh - *H Hfl

Policyholder Name {*E++ A-l€ fS Policy No. RHffiff

EmployeeName IEEW.&, HK ID No. 689#|#fftE ,
t group policy only id H It Efl ffi iRFft AF)

Patient Name (in full) ffi,,\i*€ : lnsured No./Date of Birth €8ffiff /&E-8ffi t

1. Has the claimant been treated by other doctor(s) for similar or related illness in the past? ffiT g A tr E -fin*triatr ?

N o A  Q Y e s F  D Please specify #BEffiil,EE , Treatmenr dare t**{tkEffi ,

Name & address of the doctor(s)/Hospital(s) EEttA/WHtrffie.fuItt

Namefl&/&ffi Address !0il

2. If hospitalization was due to an accident lntrHtl.ElElZ&H :
a. Please state when, where, and how did it happen. #E'f^ftHrl.&66'l B # ' ib*fi ; itffitr* l*ffiW&,H.tfZffir& .

b. Did the claimant report to the Police? HT*'6tEffiEfrt

No i?€' D Yes € D Please advise the nuT".l4g9qt9$ of $e police station with their reference number and attach a copy of the pohce report.
#F't*g#€ffi . wlit&gnffi#-ffi!ffi-, itEtgfr#.EZRrl+ "

3. Has the claimant submitted or does the claimant intend to submit this case to any other insurance company(s)?
H T € 6 4.gA # i#4.{d,f*[6qFH r

No 6/T€ O yes €-l€ tr Please provide name of insurance company(s) & policy number on a separate sheet.
ffi n JirWH., tJ Ffr IXW t A Z tr ffi e,lFEffiffi, .

4. Please provide name and address of family doctor. #H{^*X,E

Name ffi€ :

w+.ztrtrhvtfifr,nL"
Address'abff frisL

Dectaration and Authorization 4EEE*ffi #

I declare that the above statements and answers made by me are true and complete to the best of my knowledge.
4 ,,\ 44 cE r ttE - +n W.fr D.PA ffi Ffr R.H ZE * fr h 4 )Jfi fr Ffi fa ZA *F, it # F ft -FJt .

I hereby authorize any employer, physician, hospital, insurance company or other organization or person who has any record or knowledge with reference to the accident, or
the health and medical history of the patient, to give such information to Liberty International Insurance Limited. A photocopy of this iuthorization will be as valid as the
original.

44l\#jjL&ffi{r'f"J{Et' ;tffitrtr'gH'{xhe\Fj'4H.{tffiffi.ffiffi4lr , jlfiig*ffia{f Hawwffial;sffintg4. , *,/e.reRx.#ffiF.fra,€Fr}$it+ W W#Hh#f { H E Ht+ h € RA a . +WM& ffi W Ert + ffi E+ nH lA + N. Jt "

By signing below, I, for the purpose of the Personal Data (Privacy) Ordinance, consent that the personal information collected or held by Liberty International Insurance
Limited (whether contained in this form or otherwise obtained) may be used by or disclosed to any individual or organization within or outside of Hong Kong for the purposes
of insurance or reinsurance related business including claims processing, investigation, account collection and litigation.
effi'ffi/lF#l WLW\MFTJ, A.^4trEEHfiiJHwWRWHRa\f,&Hrtr4rR4',ffiHztil"16ffi,tE^Hft (aft+;F*r[#*:ftN4fi,8&Wf+) , E]tr4E46
^Hffi^!&ffiffitFffiENtXW.&HRW7.tEffi#t+ , @#B4:fsH . ffid . F trffiE {ifi&#?A, .

Sigaature (Patient/Parent if patient aged under t8) ffitr (ffi^/xF - #fr,,\*#+/\tr) Da(e (DD/MM/YY) E ff i  (E / F, /  +)

Name tt€

GRP/Pol9/5 3000 APEX 02-06

Contact Telephone Number Wffi€�ifi



PART II - ATTENDTNG PHYSICIAN'S STATEMENT (at the claimant,s ovm expenses)
ffi=ffiryi' _ Affi H+ASE€F (Ff ffiHH EFH 

 

H ftRffi)

Patient Name (in full) fiy'.tr€ tA€) :

Admission Date (DD/MM/yy) y'.H E s (E / fr /41 : Dateof Discharge(DD/MM/YY) f iHEH (E/E/4\ ,

1. CLINICAL HISTORY OF TIIIS PATIENT fi ZF5AfiE 2. HOSPITALIZATION HISTORY OF TIIIS PATMNT fiAZ&HfiE

a. Date on which the patient first consulted you regarding this medical
condition(s) i injury HTE.&hfr ',\fft8ffi lt /E lEZVfr.E ffi :

Operational procedure(s) performea f tffi*ffi

Symptoms and complaints for this hospitalization/treatment :
Ffttrx / &*.t?trFtffiff & H iF :

If you have consulted other doctor(s) during this hospitalizsli6n, plsnse provide
the following #l*lTEmEn{+H+Hffi^H4UgAFiHF, , #FHUTFfI :

i) Consulted Doctor's Name EE!*.$ :

Reason If,El

c. Underlying cause(s) of this hospitalizarion ffi fr Eli 1+ H 6!fr tr What treatment had the doctor(s) performed tfitFffi-#k t

Brief discharge summary (including onset and duration of signs & symptoms/
disease,  et io logy,  types & resul ts of  major  examinat ions,  t reatment,
complications and follow up plan) fi HffiF (;FtU tFffirfiefi&F!fi& E
fi ' fi6 . t&ffi1rHl4ffi+ ' €.ffii6tr ' {fFftAfR€i*BrJ) :

According to the medical history given by the patient, how long had he/she
been experiencing these symptoms before the lst consultation and the date of
the lst consultation?
ffi ffi ffi ,,l tr{^ft Z ffi ffi , Ifi , / lbE. tt.'�ts.:d, ffi &.lE ffi e,fr € 4 E ffi H r it ffi E
'f*.fu /iU E'! H rA* :/> H ffi .

e. How long, in your opinion, has the patient been suffering from this illness?
i?fi HTHF,' ffi /.ffiE )t trffi e* F.Wtfr ?

a. Final Diagnosis ffitr,ffiR '

Date of operation *tffi F Hl

Has the patient taken any home leave during this hospitalization?
ffi d{tH$ffiA-6iF{Ftl.,li? Noiq€ D yes€ tr
If yes, please state the date, time and reason lfl €, #il,88 F S' ffi HAFEI :

e. Please provide reason(s) ior hospitalization if the type of cases can be managed
by day care. tffi'l{frZt;) E fd#IEEI4 , ;FE{^*'EH}ES .

Remarks : Please attach copies of histopathology, eniloscopic, iliagnostic /Iaborotory tests report, operating theatre summary.
ffi#.' ffitsHffi&4. tu&,H. pffieftffi/&ffi##. +ffi*&Eiqt .

3. PROFESSIONAL COMMENT S#H-E,
a In your opinion, was the hospitalized illness a recurrent episode or a chronic illness or related to previous complaint/diagnosis?

fn H T H-F,' EWffi nF.A F",',:FW ++.ffi tr' Elt fi fr 49q u'&yu ffi W / Z\WE W ?
N o A  E YesE B Please provide date of the first episode and details. ffi#AEfi6fi ffi flWeffiffi "

b. Has the patient ever had the same symptoms before/has the patient been treated or hospitalized for the same symptoms before?
fi IUA B ?f ,HA'FIffi ft n,/ft  r)r A g a E tEffi fi a.m*&i6ffi *,|r�ffi t
N o A  D  Y e s H  B If yes, please state details, to the best of your knowledge (including a brief summary describing the onset date, duration of

signs and symptoms/disease, etiology, types and results ofmajor examinations, treatments, complications and follow-up
pran). HffiTEffr ' i€filnFff F ' il !E{4ffi&#ffiffi,8 (Ht{ &i6&Effiffieffiffih+rffiffi F tr . ,fitr ' &ffij4gq#+ .
a.ffihF. ,t+*/F&ER€#Bt) "

c. Was the condition due to or associated with the following? If yes, please circle the condition. tdfitt€trUTfflffiFfrt*.? tnF ' ;E@ilFfrffi'Ffi, "

Accidental bodily injury 9ffiF,fl*lE / l^ause of drugs or alcohot ffiffi €ffiEliFffi /Refractive enot EJT/F.�E /Hereditary condition E"ffilt*F..ffi I
AIDS/HIV related illness '&.XhEh&Z'tr (€ll6ffi\ / ^Wht*.+*ffiffi#EffiZEffi lDevelopmental condirion *€'EH'/sem-inflicted injury A+\trE I
venereal disease or sexually transmitted disease 1lhffiEl E 'ltI*ffiffi,*Z*ffi f General check-up or vaccination -fft$H &E*,WWt+tt I
Cosmetic or Plastic surgery #-dEIHdf {df leregnancy, Infenility or Sterilization &+ . T4.�6q.ffiF/M"ntul or Nervous disorder ffi?S4?S*9,8/
Congenital condition fr Xttift flt

Yes E 0 Q Nore of the above Ut^tr-Aid

d. If the condition is due to pregnancy, please advise the date of the LMP #tftfr.fr&+E ffi ' #tr,f^litfiE fiEiEHE.x6'l E tr

4. OTHERS {i&,
Please give the name and address of the referring physician (if any) ffiE,f*S ^W+.ZWAeVFfrfuht (ti6H)

Name tf€ Address'#Ffifutr

I hereby certify that all information given above is accurate and true to the best of my knowledge
4/\4 BE r it- gJwfr N.ffi F,F.I. E ffi ZE *fr H' + ̂ Ffi fr Ffi tE Z+ H5, jf ffi F ft ;lt .

Name of Doctor #EtlE

Signature of Attending Doctor/Surgeon with Hospital Stanp l{Z#4"ffi4&#4 Address and Telephone Number/Fax Number !!!l&€#ffiffi/trH


