BRRE - ERERFMRESR
Medical Insurance - Hospitalisation & Surgical Claim Form FWD
AP - ZAHJE AIEE Part | - To be completed by the Patient insurance

{RE 48 A& % Name of Policyholder : {REEERTE Policy No.:
B8 / BB 4% Name of Employee / Member : B B #w5% (40 ) Employee No.(if any) :
A A% Name of Patient :
5178 / FEHREREE 1D Card / Passport No.: H 4 B #f Date of Birth : %R sex: OB M OXF
% / BiAI Occupation / Position : EEE5RAE Contact No.:

# [ %555 1L BX If hospitalisation was due to illness
1. FEFHARR RIEBHIFEE Please give a brief description of symptoms which led to the hospitalization

2. EEBEREXREH, RAREE RIS R ? How long have these symptoms existed prior to the first consultation ?

3. BEXKZ B Date of first consultation ( B DD/ B MM / £E YYYY) :
4, BEIRZ B4 A Rt Name and address of physician with first consultation :

5. BETEERR—ARZFHIEMREhEE 4K ? Have you had any prior consultation / treatment for similar or related illness by other physician ?
Oi&%& No OF Yes 28 B#] Consultation / Treatment Date :
B2 i 2 K thiit Name and address of physician :

6. AANEBFMEZEEM L Kbl Patient’s usual attending physician’s name and address :

7. TMEREARS, BEEHRYME ? Have you taken any home leave during this hospitalisation ? [1;%2% No 4 Yes
£5518A B #] Please state the date(s) :

2 E E S/ M{EPR If hospitalisation was due to accident
E 4} 54 B #A Date of Accident : B Time : 12 Place :

#2118 Brief Description :

BRI / F1#7, B TASHREHMERFEE ? Are you making any other insurance claim as a result of this hospitalisation / surgery?

O 848 No AEMERTAZEEEAKEE MEIIAREREMAE, BWEXATBEITEMUEE, Original receipt will not be returned in any circumstances. If copy
of receipt for other purpose is needed, please make a copy before submission.

O BAYes (HFEIESE Required information)
{RIE/A T 4% Name of the Insurance Company:
{REEERES Policy No.: {REEHERI Type of Policy :
HIERREMAERERE FARKEURELMRE MFIIAREEMAE BRI ETRZEKE,
Please note that only the original receipt with unpaid claim balance will be returned for applying other claims. If copy of receipt for other purpose is needed,
please make a copy before submission.

B2 ) #2# DECLARATION & AUTHORISATION :

ARAREB ERATERME R ERERN, RANREEMAELE, B, RIBATSHME, TTLEBIBEBERRAGEZRE (SFEETRNRZIE. DEEEE
BR. BAZAREN BTEERBARAR / SRASRKE (BFRE) ARAF MEREFFMBIZERAR) (E4) ) RHEEEREIREA, 1
BHEEZARBREXERENA.

AANBRERAAERE. AORRAEESAMNKEEAEHNER, AAREEFFEUEMARILSE., 8F. ERIRBTAFANAANBEAEHSRENEME
¥, ATRBUSEANEHBRAER, AAREEFHEUESAABEAEHER, KEFTUREEAEHBHARMSNENREN (THESERAIENE) | HEH
ERSEEREER, AAMBKEEAEHERNRIMRARR https://www.fwd.com.hk &K 7l EZ# R,

| hereby declare that the above information given is true and correct. | further authorise any physician, hospital, insurance company or organisation to furnish part of or all
medical history (including but not limited to information in respect of consultations, diagnostic test results, prescriptions or treatment) with respect to any illness or injury of me

to FWD General Insurance Company Limited / FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability) (“FWD”) or its authorised
representative. A photocopy of this authorisation shall be considered as effective and valid as the original.

| confirm that | have read, understood and agreed to the Personal Information Collection Statement (“PICS”) of FWD. | agree that any personal data and other information
relating to me or my policy(ies) collected, generated, compiled, or held by FWD by any means from time to time may be utilized in accordance with the PICS. | agree that FWD
may transfer, disclose, grant access to or share my personal data within or outside Hong Kong to the types of transferees set out in the PICS. | understand that the updated
version of the PICS is available for download https://www.fwd.com.hk and is made available upon request.

H & Date : & A% Signature of Patient :
ERABNE | AIHRE / &7EEE A ZE If the patient is a minor, the patient’s parent / legal guardian can sign on his / her behalf

RE / Ai%%# AZEE Signature of Parent / Legal Guardian : E15%5 A8 1% Relationship :
FEZRER  EREFARBREBZEBRBSLSFRES,

Please return the completed claim form together with the original receipt and relevant medical report copy to FWD.
EHERBARAT / SHASRE (BXKE) FBRAF (REREEMALZARAR)

EADIREHETI8 HEEERPDT 12

FWD General Insurance Company Limited / FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
7/F., FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong
T31233123 F28503003 www.fwd.com.hk EB-HS 09.2020



http://www.fwd.com.hk/
http://www.fwd.com.hk/
http://www.fwd.com.hk/

2 - HEPBEER  MEEAHREARTRAE
PART Il - To Be Completed by Attending Physician / Surgeon at the Claimant’s Own Expenses

BAE L (£ 4) Patient Name (in full):

AR5 B #A Date of Admission ( B DD/ B MM / £E YY) HiBe B # Date of Discharge (B DD /H MM /£E YY)

EEMe & %8 Name of Hospital :

fRE A Level of Hospital Ward:  CJFAZKE Private [0 FFAKE Semi-private O K& Ward O P9E2/NFA#T Clinical Surgery

1. 3R ¥ 524% Clinical History :
a) WATRULIER / Z5#%, B RARE TRZAHE S Date on which the patient first consulted you related to this illness / injury ( B DD/ B MM / £E YY)
b) FEATLUL RAERE / A / 1R AT B IR A0 4E BRYE AR & E 5k Symptom(s) / complaint(s) of the patient relating to this hospitalisation / treatment / investigation

c) MAEEXRZATE BB LA Z A ? How long had the patient been experiencing these symptoms before the first consultation ?

2. {XPE 15 Hospitalisation Details :

a) Fx % RUEZER Final Diagnosis FfiTHEA Date of Operation ( H DD/ A MM / £ YY)
b) F 17894 #& Operation Procedure(s) Performed
c) MR ARERHAR SR EhEE LRSS, FEIRHBELLT EH If the patient has consulted other physician during this hospitalisation, please provide the following :

B& 4 34 & Name of Physician Consulted J&[A Reason
JAFEEETE What treatment had the physician performed
FIRHHRRE ( QIEFRRFEHRNE /ERX. KRR, TEEEWEERER. AR, HREREBEZHE).

Please give a brief discharge summary (including onset and duration of signs and symptoms / disease, etiology, types and results of major examinations, treatments,
complications and follow up plan)

c

e) HILRFAERETE A MEE / STAET AR, FREEREE.

Please provide reason(s) for hospitalisation if this type of cases can be managed on day care / out-patient basis.

3. HX¥E R Professional Comment :
a) METER, BARRIAESSEESHREMRRASIBSHELUEMER/CEHER EEEA 2" BiRESREFBHRFE,

In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a prewous complaint / diagnosis. If “yes”, please provide
date of the first episode and details.

b) LihiER 27 S8 L T RIERLE (SBEEE TR F v/ 3 ) Was the condition due to or associated with the following? (Please tick the appropriate boxes)

O E5 5883215 Accidental bodily injury O &% Pregnancy O %XtE&ER / BHE Congenital condition
O BEISE Self-inflicted injury O FEHAEE Infertility or sterilization O 2% R9%8 Developmental condition

O 2 FAZEYEl;ERS Abuse of drugs or alcohol O %#Z Contraception O EEMERIRE Hereditary condition

O #5##H3E8EL Mental disorder O EARMERIAE Treatment for cosmetic purpose [0 —fi& 582455 General check-up

O YA IE Refractive error O & #%7%& Vaccination

O Mm%, MEBERRSEE LR / BiERE=A MR Venereal disease, sexually transmitted disease or AIDS/HIV related illness

4, ¥ Others:
a) MR AN HMEBAES, FIRMENBAMNK LM, If the patient was referred by another doctor, please provide the referring doctor’s name and address.

b) BT RE %A AMIEEEELE ? Are you the patient’s usual physician? [0 Yes [0 & No
AANFIER, AARA, LRprE BRI, | hereby certify that all information given above is accurate and true to the best of my knowledge.

F B4 /S RIS/ RET signature and Chop of Attending Physician / Surgeon Hhiik % BB EESRHE Address and Telephone No.

FRRAME ) NFIEE MR R ERE Name of Attending Physician / Surgeon & Qualifications H#ADate( A DD/ B MM/ £ YY)
AREREZHEESAE LR FARRENEB TERRRGERT

Part Il of this claim form is endorsed by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers.

EB-HS 09.2020
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