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Group Hospital & Surgical Claim Form

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) 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.
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PART 1 igngytw

A. CLAIMANT DETAIL isfnifRngna s

Name of Policyholder/Employer Name of Claimant (if Dependant of Employee) | Age Marital Status
MU ER TG / Sinsn INNITRIHASHAIAANY ( [ESiTiS] MW NS
IMYUSHITASIT os oM

Oes Oujumi

Relationship of Dependant

dmngemIumEnIsifmEugn
Policy No. Plan No. Membership No. O Husband/Wife O Son O Daughter
tednnmani el ISR o i/ wng O [e(ue 0 s
Is Dependent employed? O Yes O No
t?ﬁgﬁtmgﬁﬁgﬁmsmihwﬁtg? O w8 019
Name of Employee If Yes, please furnish name of employer
TRINSTURISILNTA R B E N s

Name and Address of regularly/family doctor
TAMe BYMGWSITRT U [UE T T {UE)

Occupation: Date of Employment Age Sex 1fig
g iginyEm It OM OF
O [uw0 {8

B. SICKNESS (This section must be answered in full)
8 (Ssuennnmsspindinmrmu e

Diagnosismﬁ?ﬁfgtﬁ Type of operation performed, if applicable Has the sickness been treated previously? O Yes O No

{mAgismiismiigumsiy (pasiimsH intissmsmeggmuminnuutiysiaig? Ow®s 018
If yes, Name and Address of Physician

URBSITMS wERAmE Smdwhsiuaiguls

Date first began Date First Treated Date of previous treatment
igteumiR YD igismaiRennuudy iginmsanumTinuys
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O Yes O No
Owg 0Oig

Is the sickness arising from employment?
intfissunmuyntimaniiig?

Is the sickness due to pregnancy, abortion, miscarriage,

sterilization, sub-fertility and infertility? [0 Yes O No

intiissunmusRimITean s s i TmamiTiee 0 we O 18
If Yes, please specify condition and approximate date of
commencement: {IEISITMS gEUCMATRLESHIgNTIRY

C. INJURY i1

Time of Accident
IR ANINAST R {EA

Date of Accident
MUUIEGINAIARI MR

Describe how and where the accident happened
grfunuinigs Sugaingisushmmifaneidgugiipmehi

O Yes O No
Owys Oig

Is this a job-related Accident?
iR RAssmsNnssIsumnaniiig?

D. OTHER INFORMA

TION fsmSiRjingin

Name of Hospital/Clinic 1RIN8IuIugIiNg] IH8M

Is the Claimant entitled to claim against Workmen’s Compensation

Benefits, Employer’'s Medical Benefits Programme, or insurances
other than from Forte Insurance (Cambodia) Co., Ltd. O Yes O No

IHmInygiMISs NS SanifugusanafpingimethAisming

Address of Hospital

HEIWENRIEYENNG]

nYIE AR gRenI SN R SNS A TN iG] im0
{fiBs8  Forte Insurance Co., Ltd. Oweg Oig

If Yes, please state insurance company:
wRsIms wuuMATimsvR HeismnNTmeinms :

Date of admission
IBBRRINAING]

Date of Surgery Performed
igigmi§miiems

Date of discharge
igismmmisdnneiin

Claim cheques shall be made payable to:
yyjnsuimGanugingangs :

Name and Address of Attending Physician/Surgeon

TMe BuswSIUAgUIlaO Nt / [Hingjismame

O Hospital ~ B8iiNg] $
O Employer Sitmsin $
O Employee Sitinfifi $

MEDICAL INFORMATION AUTHORITY mIgfitigsimsnitsensiigania

| hereby authorize any hospital surgeon, medical practitioner or clinic or other
to Forte Insurance (Cambodia) Ltd. any and all information with respect to an
of all hospital or medical record, including prior medical history. A photostat

original.

person who has attended to me or examined me for any reason, to disclose
y illness or injury and, to provide to Forte Insurance (Cambodia) Ltd copies
copy of this authorization shall be considered as effective and valid as the

Sundgusiguiaiems  guals  §8n  TuSnogpitwwsapume  WSmuinived  sinaginatamsidumeanioieisund

Ty 9tsiuls Forte Insurance (Cambodia) Ltd. SHBRIEMHETS Forte Insurance (Cambodia) Ltd. SIBNUSAMITA fAndngtigania

NENUIRIStE 1 WEmmINERNENUEeMIUEINERHSINHISSHIMSMSGHT MSUHGMN SHMEWRATMIMSEEENTDY 4
L [ig y BEWENUES] AHSNAISSE : g LBEN

Employer’s Signature/Company’s Stamp/Date
MEIUSIUHISILNGR / ENIUEETs / maiine

Claimant’s/Employee’s Signature/Date
MFSNTRHASIHGURAN / Siuntin / mayTiss




PART 2 — CERTIFICATION OF HOSPITALIZATION ?qrnnﬁsﬁ’tﬁmgj

Name of patient Age Sex 1§ig
IeITAH AN Mty oM OF
O (s O
1 a) What is the diagnosis/Extent of injury? c) Is it due to or complication arising from pregnancy,
9 M mﬁ?"sism /?ﬁﬂmmn?étﬁimgm? childbirth, miscarriage, abortion, impotency,
sterilization, subfertility or infertility? O Yes O No

m iRnHissuANaIwH el nrismimsin g s

1] Tmnmi Tie? Oows 0Ois
b) Is the condition due to: If yes, what was the approximate date of commencement?
&) TREMNSRITBISsuAMAuHAn © pRsTissEmuTigsismimiivishouam?
i) Congenital anomaly OYes ONo
mngs{giwhisige Oows 018
if) Nervous mental disorder OYes ONo If for miscarriage, was it due to accident O Yes ONo
MOBSHYMisgity mitIuas Owe 018 ST IRUANUYRTMeRA? Owg 018
iii) Treatment of teeth or gum tissue O Yes O No
MINNWAsE T EgIuaih Oows 018
iv) Self-inflicted injury/drug addiction O Yes O No
miiﬁmﬁjﬁﬁmmgsﬂﬁ / mnmjsgﬁtmjs Owg 0O1g
v) Job-related injury O Yes O No d) Is the surgery for cosmetic purpose? O Yes ONo
IR e i e B Oows 018 m imifsmimesipmudanisminayafic O we 019
vi) Sexually transmitted disease O Yes ONo e) Is the surgery medically necessary? O Yes O No
SHmung Oows 0Oig up RmitsmAissEInGiig? Ows 0Oig
2 a) When you first consulted for the above sickness? d) How long had the patient been troubled by symptoms prior
m tfssminstipnsduinaiinuom? consulting you? W) iRgRIHMSINERMEN MU N

tmsymfiwysinuisumisniimsmyuianm?

b) What was his/her complaint when he/she first saw you?
o iigntinsgminHsashnutuanndyy 2

¢) How long do you think this injury or sickness has been existing? e) Had the patient ever had same or similar O Yes [ No
m ifnARRNE TymissAnmeERtinuam? condition/symptoms? 1R HARENTTMSHMI:
inags it gsig? Owg 0Oig

O Not to my knowledge

O Bsuned
f) Had the patient been treated by other doctors for this sickness? If so, please specify below. O Yes O No
ifgnninsegumimnmatigufmgpneinitiiee Oows Oig

Physician previously consulted by patient for the above sickness (Please specify referral made by physician)
wEsTms AuimAgEesimy: iguilmtunstipmaniseiinuys  gvuminmsbiguilaginms nsFsn Sumdwhaginme 4

Name Approximate Date Name of Clinic(s) and Address(es)

TR MUBHESIIMA IR INSIUREH Sumawheitums




3 Surgical Cases RifN{sME
a) Nature of operation(s) performed/surgical procedure(s)

{mngismiismaiaumeis / luvugismiisms

b) Date performed ?iﬁiﬁm:ismﬁ

c) Where was the operation(s)/surgical procedure(s) performed ?
inmifsmitiGigiungl Gnigiiam 2 O Hospital O Clinic

O y8nng] O §8n

4 a) Is patient still under your care for the sickness? O Yes O No
ingnthelingaalimeminnmeIuaiannig? Oows Oig

b) If yes, how long do you expect this to continue and when are you
going to review his/her condition again? 10168 1Rt InUTNSIgfRiEm

g Eiug SunuamigaanaEings] yhieine

c) If No, please state date of termination
(wiisidie auuemAinmiBL HivmMUmINNNL

d) Where the surgical procedures approached
through the same incision? O Yes [ No

o =]

iimifsmiiGighnsinightinudie ows 018

e) If excision is performed, please indicate the size(s)/measurement(s)
of leision(s)/tumor(s)? (uEdsiBmsmiiem aysuemAnéyl / i

isany 1yniBais THanG?

f) Name of Surgeon(s) tﬂij]ﬁﬁﬁﬁ[ﬁimﬁfsmﬁ

g) Name of Anesthetist m@smﬁ'jmmgjﬁ’lﬁgﬁﬁjé

d) If patient has been referred to another doctor for follow-up, furnish
name & address of doctor. [UESITHANAGIMsUMSIG MUY

unamfgmByjmuths guginm: Stmdwheuaiguiiame

e) What is the prognosis of this illness?
u1isSiuaitid (Pronostic) ?

Physician’s/Surgeon’s Signature/Date
ngtUeUIIRUAN / [FINgjisme / mutiiss

Name/Designations
TRNs

Address
MtEhs
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MEDICAL REPORT FORM

Part | (To be completed by the Insured) f‘g&ﬁ% 9 (miﬁimmimﬁjgﬁmmsmm)

Name of Patient NRIC No.

IAMSITAHATE e HERMUNN

Policy No. Date of Hospitalization/Day Surgery/ *SOC attendance
iwefnnmantm igainmng] / igisme / FennmenitumsEy
Certificate No. From To

iglmustif fig Bl

Il hereby authorize any hospital, physician, or other person who has attended to me / my child or examined me / my child or is authorized to maintain
medical records, to disclose when requested to do so by Forte Insurance (Cambodia) Ltd. any and all information with respect to any illness, or injury,
medical history, consultation, prescription or treatment. A photostat copy of this authorization shall be considered as effective and valid as the original.

ao o vaa

SryunmEgamEEnng) gunls Taneugnmamanmeg a8 1858 ges Tgimssgnagitimpimwminismigaidduinngessies Fore

linsurance (Cambodia) Ltd. ginmsgiuegnuisweiendutd T e wifiwemn mitignedd siguon Iminpumuisiinaigusdisgim 4

gnUsusismiEsiMAssHinagns meudgme Smadingeunoiy |

Date Signature of Claimant 18 years of age and over if Signature of Insured Member
MAIEs dependant of Insured Member AN ARV M= e )

NRISURHAS BGURARRUMS] oG Tibuties

WEOSITEMNSIMBUSH IO NRAEUTMS TS
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Part Il (To be completed by the Medical Records Officer based on the notes in medical records or the Attending Doctor or any other doctor authorized

by the Head of Department) ¢ {iimsTinwH{ERRRRMIENNITANEY B mindiandinms gumwminiemigangg Tiguilaitumnseury

Iniguiagingnuignginesgutihinwnisy§nng)

Hospital Reference No.
tﬂjatﬁﬂtﬁiﬁfﬁﬁéitmgj

Final Diagnosis of illness / Extent of injury
iniaiwsmmwist Tawmnismimige

Name and address of doctor who referred the patient to the hospital (if known) Date of 1* consultation for the above condition
1ms Sumawhsisaiguinaigumsumssitiessrvinng] G meiiiggismitigmerinbngoginmiinngwid
Type of operation performed (if applicable) Date performed

ingismiismaigunsigidy (uaning MUUTIEGINTsME

Signature of ** MRO / Doctor Date

INFIUBITA ** MRO / 1iRUL MAYIIES

*SOC — Specialist Out-Patient Clinic §8f#nRnMgGMEWNIMeHANENI{f]

*MRO — Delete whichever is not applicable. ;qmmmmffisﬁ"jﬁsms




