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In order to help usto process your claim promptly, please complete and return this form with original receipts/
discharge not within 30 days after receiving treatment.
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MEDICAL CLAIM FORM
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ALL QUESTIONS MUST BE ANSWERED BY INSURED PERSON Policy No.
1L g
Name of Insured
MR R
Name of Patient Relationship with Insured
= i
Occupation of Duties of Patient: elephone No.
2. BT
Detalls 01j the hospitalization
(@) BAbE e
Name of Hospital :
(b) T FEEE]
Date of Admission :
(0 *@Z@eiEq
Name of the attending doctor(s) :
3. MR IR BRI E P
Are you making any other insurance or compensation claim as aresult of this hospitalization:
OfiNo  LilYes il F TS B 2 il €78
Policy No Name of insurance company
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IFHOSPITALIZATION WASDUE TO ILLNESS:

@
(b)

©

T "R
Describe the patient’s symptoms

F IR @ e e R

How long had the patient been having these

Symptoms before admission into hospital ?

E;lve detauls of :

0) Pt I/F,nﬂﬁ:“?eff
the doctor first consulted
for thisillness

LT R
the doctors who referred
the patient to hospital
B -V P

(i)

(iii)

FIEY
Date

£ B

B P P
Name(s), Address( esg and Telephone No.(s)

all other doctors consulted

during thisillness

(v) S E P

al other doctors consulted

during the past five years

EAGLE STAR INSURANCE COMPANY LIMITED
(INCORPORATED IN THE ENGLAND & WALESWITH LIMITED LIABILITY)
LEVELS15-17 CITYPLAZA 3 14 TAIKOO WAN ROAD HONG KONG
TELEPHONE 2903 9388 FAX 2967 9161 WEB SITE http://www.eaglestar.com.hk

A member of the @ Zurich Financial Services Group



5. ERefE g
IFHOSPITALIZATION WASDUE TO ACCIDENT :
(@ EIHPpaEE
When did it happen?

F I Eﬁ il
Date: Time:

(b) JL_%IL 7][ 1‘“‘
F)wcn be how it happened

(© EUJA‘S

escrlbethe |njur|$

(d) STEIP SR
IE’oI ice station to which the accident was reported
(&) g i

Police reference No.

6. Z(IH Pl e 2 il B
STATEMENT OF CLAIM OFFI CE USE ONLY
K[ B AgE ADJUSTED AMOUNT
TYPE OF BENEFITS PER DAY (HK$) TOTAL (HK$) (HK$)
HE
Room, Board & General Nursing
Py
Hospital Special Services
o X

In-Hospital Doctor’s Call

(= e R 9B J'%“F (i
In-Hospital Specialist Consultation
(Doctors referral attached)

W

Intensive Care

By
Surgical Fee

ﬁ&ﬁ [ﬁé"
Anaesthetlst sFee

=

Operating Theatre Fee

NG i E
Post-Surgical Expenses
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Others:
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DECLARATION AND AUTHORIZATION

| declare that the answers given above are true to the best of my knowledge and belief.

| authorize any hospital, physician, insurance company or organization that has any records or knowledge of me or my health
to furnish Eagle Star Insurance Company Limited or its authorized representative with any and all information with respect
to any illness or injury, medical history, consultation, prescriptions or treatment, and copies of al hospital or medical record.
A photostat copy of this authorization shall be considered as effective and valid as the original.

Signature of Insured fju 135 % Signature of Patient ﬂﬁ b Date | 114
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TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’'S

OWN EXPENSE

Please complete in block letters

Name of Patient: I.D. Card No.:
Date of Admission: Date of Discharge:

Name of Hospital:

(1) Diagnosisof Conditions:

(2) @) Thefirst date of consultation for thisillness

b) the last date of consultation for thisillness

(3)  According to the patient, how long had he/she been experiencing these symptoms?

(4) Wasthe patient referred to you by another doctor?
NO [ YES [J If yes, please give name(s) and address(es) or the doctor(s)

(5) @) Nature of medical treatment given

b) Type of operation performed

Date performed Name of Surgeon

(6) Tothebest of your knowledge, has the patient previously been treated or hospitalized for this or any
other disorder?

NO [ YES U If yes, please give details.
Date Discase/ Disorder  Details of Treatment / Hospitalization Doctor’s/ Hospital’s Name

(7)  Areconditions due to or associated with the following:-

NO YES
0] Pregnancy? U U
(i) The influence of drugs or alcohol? U U
(iii) AIDS, venereal disease, sexually transmitted disease? 0 0
(iv) Infertility or sterilization? U U
(V) Cosmetic or plastic surgery? 0 0
(vi) Mental or nervous disorder? U U
(vii)  Congenital deformities or anomalies? 0 0
(viii)  Suicide, insanity or self-infliction? U U

Name of Attending Physician Signature of Attending Physician

Qualification Date




CLAIM DOCUMENTATION

Please complete and return this Claim Form together with the following document (original
copy), if appropriate, for our handling:

1. HOSPITALIZATION
(i) Hospital statement showing
» |temized charges
* Name of the patient
* Period of confinement

(if) Receipt(s) of all attending doctors/specialists/anaestheti sts/surgeons/physiotherapists
showing
* Name of the patient
» Date of consultation
» Diagnosis and/or treatment given
e Amount charged

2. POST SURGERY OUT-PATIENT
(i) Doctor’s receipt showing
* Name of the patient
» Date of consultation
» Diagnosis and/or treatment given
e Amount charged

EJLIRAL
S RS 22 ) Y P Y 2 Y RO

1 R
(0] F‘ﬁﬁ%ﬁﬁﬁgﬁr
. T |
ik
. ;jfj &
. Fp[g;;EE[ﬁF
(i) El’?EJ? A2 /ﬂ' [F5 2 /Wﬁﬁf/ JEE /%”JIE‘?FI@E}[T MFI'EVH

. e
= IEFJ

l;r _}y/ﬁ&jl;lj?r“l“[%

“L% %—ﬁ

2. EREV BB

() Mﬁ’
R
- I ‘ﬁFJ
. ?ggém{ﬁ%?_f{Ejb/ﬁWF}@‘ﬁH%
o N

=
B e Lt i
{148 rfmm 31 15-17 16
’?ﬂfiﬁ 2903 9388 {i:i ! 2967 9161 At http://www.eagl estar.com.hk

A member of the @ Zurich Financial Services Group



