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We build conﬁdencé

Group Hospital & Surgical Claim Form
SKEERMFRRER

The Claimant must answer all the relevant questions in Part 1 below, fully and accurately and together with ORIGINAL CONFIRM
ITEMISED HOSPITAL BILLS AND RECEIPTS, which are to be claimed under the Policy, submit them to Forte Insurance (Cambodia)
Plc. within thirty (30) days from the date of discharge. Any delay in settlement of claim caused by non-compliance of aforesaid may
result in interest charge by the Hospital and this interest charge will be borne by the employer/claimant.

RIEAMT T DT SOEFETET S5 — 80 NEEMERXNRE, ERFAS HNERK2NBERS, SRERETREBIKE. &
XLEEHRGEHN 30 RNERIESRE (RIFER ) BRAF, IRZEEFLRNAR Mo ENRBLEENER , SBXTRERR

L2, TSR SRR AR,
PART 1 £ —&B%

Name of Policyholder/Employer Name of Claimant (if Dependant of Employee) Age Marital
REBFEANRBEEH ERAHB(WRREARE) FS BIRIRR
os sk
OoME
Policy No. Plan No. Membership No. Relationship of Dependant 5& &% R
RES itR= 2SR5
O Husband/Wife 3t X/Z% O Son JLF O Daughter zZJL
Name of Employee Is Dependent employed? OYes® ONo&
EAgRA RERBZE?
If Yes, please furnish name of employer
MRR, BRMUEEHE:
Occupation: Date of Employment Age | Sex 3l Name and Address of regularly/family doctor
Bl TEAH OMSB EREE/RREEENBILTES
OF &

Diagnosis 2 #ff

Type of operation performed, if applicable

WMRBTTFR , FRAFRER

Has the sickness been treated previously? O Yes &

XM AR RS EZ AT ?

If yes, Name and Address of Physician

MRR , FRHZEEENESMitbyt

ONo &

Date First Treated
E- R/ =P =R

Date first began
FISIT R B 5

Date of previous treatment
LABTSAYT Y B ER

We build confidence




Is the sickness arising from employment? OYes@ ONo& Is the sickness due to pregnancy, abortion, miscarriage,
KREEHRIFESHE? sterilization, sub-fertility and infertility?

AR EHER. B, R TE. B

ZBHFEE K? OYes ONo&

Y i " . ‘

commencement:

WMRR , FEAHBAERNT RO XHBEH

Date of Accident E 5\ B H | Time of Accident Z s\ 8 8] Describe how and where the accident happened
BRERIAAER K ERN R

Is this a job-related Accident? OYes® ONo&
BEANBARBEIREX

aimants ed-toclaim-against \Wo en's-Compensatic
Benefits, Employer's Medical Benefits Programmed, or insurances
other than from Forte Insurance (Cambodia) Ltd.
EBARBEZF TIME A RREEBREZ AN EABRE

NEZ R

OYes@ ONo&
Address of Hospital
E5]: 0p:ch1d

If Yes, please state insurance company:

MRRFRHREATNBR

Date of admission | Date of Surgery Performed | Date of discharge
ABH 8 FREH BT B 8
Claim cheques shall be made payable to:
R RN ATA
Name and Address of Attending Physician/Surgeon O Hospital &= $
FAEMRFREMNZ ZMibit O Employer ##x $

O Employee BT $

MEDICAL INFORMATION AUTHORITY B ESTES

| hereby authorize any hospital surgeon, medical practitioner or clinic or other person who has attended to me or examined me for any reason, to
disclose to Forte Insurance (Cambodia) Co., Ltd. any and all information with respect to any illness or injury and, to provide to Forte Insurance
(Cambodia) copies of all hospital or medical record, including prior medical history. A Photostat copy of this authorization shall be considered as
effective and valid as the original.

BELBRREMARATPEIRENERNABEE, ANEETLESLARZEETH A EEESRELRNWERT, AEMNREELENEAAER
A, 2. RE. BHILENES , KERPNEXNBEANEEL-HAR.

Employer’s Signature/Company’s Stamp/Date Claimant's/Employee’s Signature/Date
EXEE /ARZE/BH RRENEANEF



PART 2 - CERTIFICATION OF HOSPITALIZATION

B8 EBIEA

Name of patient & A& Age T Sex 3!
OM 5
OF %
1a) What is the diagnosis/Extent of injury? c) Is it due to or complication arising from pregnancy, childbirth,
YR EE miscarriage, abortion, impotency, sterilization, sub-fertility or infertility?

FRRBBTHEE. 2%, R, Bis, TE, EAREITEERD
LR R 51 A9 H R ?

OYes2 ONo#&

b) Is the condition due to: If yes, what was the approximate date of commencement?
ERX TR AR E WRE , KREFBHRNBHR

i) Congenital anomaly OYes& ONo &
KRG

i)y Nervous mental disorder OYes@ ONo & If for miscarriage, was it due to accident OYes@ ONo &
HEEWRR MRRETR™ , REBRTENSEHE K ?

iii) Treatment of teeth or gum tissue OYes 2 ONo &
SHR ST RA LR ETT

iv) Self-inflicted injury/drug addiction OYes @ ONo &
BEMAENRE

v) Job-related injury OYes 2 No& Is the surgery for cosmetic purpose? OYes 2@ ONo &
BRI k= FREBUABENEN

vi) Sexually transmitted disease OYes 2 ONo & Is the surgery medically necessary? OYes @ ONo &
HEERR MNEZ EHFREBHE

2 a) When you first consulted for the above sickness? d) How long had the patient been troubled by symptoms prior to
BAE IR LREFEREEBRE T ABE? consulting you?

RARBERL 2O ELAEXTPERSAT ?

b) What was his/he complaint when he/she first saw you?

AAE XKML REFNRECHRE ?

¢) How long do you think this injury or sickness has been existing? e) Had the patient ever had same or similar
BINABANRESRGBEFESZAT ? condition/symptoms/f& A 2 &A1 RIS LUATEIR ?
OYes 2
ONo &

O Not to my knowledge A &

f) Had the patient been treated by other doctors for the sickness? If so, please specify below.
WAL RRRLRBE R EHMEERY ? WRE , FHiRAEEAER, OYes 2 ONo &

Physician previously consulted by patient for the above sickness (Please specify referral made by physician)
FALUBTRN ERFERSSWESE (EEAFIIHERIAINESE )

Name Approximate Date Name of Clinic(s) and Address (es)
HnE RBEH R A R A 31k




3. Surgical Cases FRKEA
a) Nature of operation(s) performed/surgical procedure(s)

FRERBI FAR/IANABFARIEFHI MR

b) Date performed Fr# FREY B &

¢) Where was the operation(s)/surgical procedure(s) performed?
BFERANEF REBEHTH?
O Hospital EBz
O Clinic FF

d) Were the surgical procedures approached
through the same incision? OYes B ONo &

SMEMBARFRBIEE —L1AG?

e) If excision is performed, please indicate the size(s)/measurement(s)
of lesion(s)/tumor(s).

MR RAARAEHT T HERF AR DR

f) Name of Surgeon(s) & F REEMNHE

g) Name of Anesthetist FFB: E i B9 2 &

4 a) Is patient still under your care for the sickness? O Yes O No &
BRI R EMRERAHE BT ZH?

b) If yes, how long do you expect this to continue and when are you
going to review his/her condition again?#1 &2 , fRETHXRER
ERZESR? BHANBBANBAEE?

c) If no, please state date of termination

d) If patient has been referred to another doctor for follow-up, furnish
name & address of doctor.
MREAB L BN S — L EELBEETT, BIRMZEEMN IR
HH

e) What is the prognosis of this illness?

MERE , BHBELLEHAS JFEEH T 2
Physician’s/Surgeon’s Signature/Date
FREEN/ARBEENZF
Name/Designations Address
AR ik




