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 Forte Insurance (Cambodia) Plc. 
 
 325 Mao Tse Toung Boulevard • P.O. Box 565  • Phnom Penh • Cambodia           
 Tel: (855) 023 885 077/066 • Fax: (+855) 023 982 907         
 Email: info@forteinsurance.com           
 www.forteinsurance.com 

 
 
 
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. 

GñkTamTarsMNgRtUveqøIyral;sMNYrenAkñúgEpñkTI 1 xageRkameGay)aneBjelj nigc,as;las; RBmTaMgP¢ab;CamYynUvc,ab;edImEdlbBa¢ak;ral;lixitsñamepSg² nigvik½ybR½t rbs;mnÞIreBTüEdlTak;Tg 
eTAnwgkartv:aTamTarsMNgénb½NÑFanara:b;rgeTAeGayRkumh‘un  kñúgkMLúgeBl 30 éf¶Kwtcab;BIéf¶ecjBImnÞIreBTü . ral;karyWty:avkñúgkaredaHRsaysMNgEdl)anmkBIkarminGnuvtþtamRbkarxagelI 
ehIyRbsinebImnÞIreBTüKitkarR)ak; enaHkarR)ak;TaMgGs;enaHRtUvTUTat;edaynieyaCk; rW GñkTamTarsMNg .  

 

PART 1  EpñkTImYyEpñkTImYyEpñkTImYyEpñkTImYy 

A. CLAIMANT DETAIL esckþIlMGitBIGñkTamTarsMNgesckþIlMGitBIGñkTamTarsMNgesckþIlMGitBIGñkTamTarsMNgesckþIlMGitBIGñkTamTarsMNg 
 
Name of Policyholder/Employer     Name of Claimant (if Dependant of Employee)    Age       Marital Status 

eQµaHrbs;ma©s;b½NÑFanara:b;rg ¼ nieyaCk     eQµaHrbs;GñkTamTarsMNg ¬RbsinebIenA              Gayu      sßanPaBRKYsar 
       eRkambnÞúkrbs;nieyaCik¦                          � S   �   M 

                                   �lIv �erobkar 

        Relationship of Dependant 

        TMnak;TMngrbs;GñkenAeRkambnÞúk 

Policy No.            Plan No.  Membership No.  � Husband/Wife � Son � Daughter 

elxb½NÑFanar:ab;rg          elxCMerIs  elxsmaCik  � bþI ¼ RbBn§ � kUnRbus � kUnRsI  

        Is Dependent employed?   � Yes  � No 

        etIGñkenAkñúgbnÞúkmankargarrWeT?   � man  � eT  

Name of Employee       If Yes, please furnish name of employer 

eQµaHrbs;nieyaCik       RbsinebIman sUmpþl;nUveQµaHrbs;nieyaCk 

 
 
        Name and Address of regularly/family doctor 

        eQµaH nigGas½ydæanrbs;evC¢bNÐitRbcaMRKYsar rWCaRbcaM 
Occupation: Date of Employment   Age      Sex ePT 

muxgar  éf¶EdlcUleFVIkar    Gayu      � M � F 

           � Rbus � RsI 
 

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

CMgW ¬cMnucxageRkamenHRtUvEtbMeBjeGayCMgW ¬cMnucxageRkamenHRtUvEtbMeBjeGayCMgW ¬cMnucxageRkamenHRtUvEtbMeBjeGayCMgW ¬cMnucxageRkamenHRtUvEtbMeBjeGay))))aneBjelj¦aneBjelj¦aneBjelj¦aneBjelj¦ 
 

Diagnosis eraKvinicä½y  Type of operation performed, if applicable Has the sickness been treated previously? � Yes  � No 

  RbePTénkarvHkat;Edl)aneFVI ¬RbsinebIman ¦ etICMgWenHman)anTTYlkarBüa)alBImunEdrrWeT? � man   � eT  

                                                                                                                 If yes, Name and Address of Physician 

       RbsinebIman sUmpþl;eQµaH nigGas½ydæanrbs;evC¢bNiÐt 

 

Date first began   Date First Treated    Date of previous treatment 

éf¶Edlcab;epþImQW   éf¶Edlcab;epþImBüa)aldMbUg   éf¶Edl)anBüa)alBIeBlmun    
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Is the sickness arising from employment? � Yes  � No  Is the sickness due to pregnancy, abortion, miscarriage, 

etICMgWenHbNþalmkBIkargarrWeT?   �)aT    �eT  sterilization, sub-fertility and infertility?               � Yes  � No 

        etICMgWenHbNþalmkBIkarmanKP’ rMlUt rlUt eRkov rWPaBGar rWeT?� )aT             � eT 

        If Yes, please specify condition and approximate date of  

                                                                                                                 commencement: RbsinebIman sUmbBa¢ak;BIlkçx½NÐnigéf¶cab;epþIm  

     
 

C. INJURY karrgrbYskarrgrbYskarrgrbYskarrgrbYs 

 
Date of Accident  Time of Accident    Describe how and where the accident happened 

kalbriecäTeBlekIteRKaHfñak; eBlevlaeBlekIteRKaHfñak;   cUrerobrab;BIkEnøg nigmUlehtuEdlnaMeGayekItmaneLIgnUveRKaHfñak; 
 
 
Is this a job-related Accident?   � Yes  � No 

etIeRKaHfñak;enHmanTak;TgeTAnwgkargarrWeT?  � man   � eT 

 

D. OTHER INFORMATION B’tmanepSgeTotB’tmanepSgeTotB’tmanepSgeTotB’tmanepSgeTot 

 

Name of Hospital/Clinic eQµaHrbs;mnÞIreBTü rWKøInik    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.      � Yes  � No 

        etIkarTamTarsMNgenHman bMNgbþwgTarsMNgBIRbePTeRKaHfñak;énkargar             
Address of Hospital                                                                                          kmµviFIkMérEpñkxagevC¢saRsþrbs;nieyaCk rWFanara:b;rgNa epSgeTot eRkABI 
Gs½ydæanrbs;mnÞIreBTü       Rkumh‘un   Forte Insurance Co., Ltd.            � )aT   � eT 

       If Yes, please state insurance company: 

        RbsinebIman sUmbBa¢ak;BIeQµaHrbs;Rkumh‘unFanara:b;rgTaMgenaH ³ 
 

Date of admission Date of Surgery Performed Date of discharge 

éf¶cUlsMrakeBTü éf¶EdleFVIkarvHkat;  éf¶EdlecjBImnÞIreBTüvij 

        Claim cheques shall be made payable to: 

        mUlb,TanbR½teFVIsMNgKYrEtTYTat;CUn ³ 

Name and Address of Attending Physician/Surgeon    � Hospital    mnÞIreBTü   $ _______________ 

eQµaH nigGs½ydæanrbs;evC¢bNÐitBüa)alpÞal; ¼ RKUeBTüvHkat;pÞal;;                                               � Employer  nieyaCk               $ ________________ 

         � Employee  nieyaCik   $ ________________ 

 

MEDICAL INFORMATION AUTHORITY  karpþl;siT§cMeBaHBt’manxagevC¢saRsþ 
I 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) Ltd. any and all information with respect to any illness or injury and, to provide to Forte Insurance (Cambodia) Ltd 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. ´sUmpþl;siTi§CUnevC¢bNÐitvHkat; evC¢bNÐit KøInik rWmnÞIreBTüEdl)anBüa)al rWBinitübBaðarbs;;́  bgðajnUvral;B‘tmanEdlmanTak;TgeTAnwgCMgW 
rWkarrgrbYsepSg²CUnRkumh‘un Forte Insurance (Cambodia) Ltd.  nigpþl;dl;Rkumh‘un Forte Insurance (Cambodia) Ltd.  nUvc,ab;cMlgrbs; kMNt;ehtuevC¢saRsþ 
RBmTaMgRbvtþiénCMgW  .  sUmyl;RBmfac,ab;cMLgrbs;esckþIGnuBaØatienHRtUv)ancat;Tukfa manRbsiT§PaB nigGacykCakar)andUcc,ab;edIm . 

 

 

Employer’s Signature/Company’s Stamp/Date     Claimant’s/Employee’s Signature/Date 

htßelxarbs;nieyaCk ¼ Rtarbs;Rkumh‘un ¼ kalbriecäT    htßelxarbs;GñkTamTarsMNg ¼ nieyaCik ¼ kalbriecäT 
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PART 2 – CERTIFICATION OF HOSPITALIZATION  viBaØabviBaØabviBaØabviBaØabnbR½teBTünbR½teBTünbR½teBTünbR½teBTü 
Name of patient          Age  Sex ePT 

eQaµHrbs;GñkCMgW         Gayu  � M    � F 

            �Rbus �RsI 
             

1 a) What is the diagnosis/Extent of injury?    c) Is it due to or complication arising from pregnancy, 

1 k¦ eraKvinicä½y ¼ visalPaB rWTMhMénrbYs?        childbirth, miscarriage, abortion, impotency,  

            sterilization, subfertility or infertility?          � Yes   � No 

            K¦etICMgWenHbNþaledaypÞal; rWCaplvi)akénkarmanK’P rMlUt rlUt  
            eRkov rWPaBGar rWeT?            � )aT        �eT 

   b) Is the condition due to:          If yes, what was the approximate date of commencement? 

   x¦ etIsPaBxagelIenHbNþalmkBI ³        RbsinebIEmnetIkalbriecäTénkarcab;epþImenAeBlNa? 

       i) Congenital anomaly    � Yes   � No 

          PaBxUcRTg;RTayBIkMenIt    � )aT         � eT 

       ii) Nervous mental disorder   � Yes   � No     If for miscarriage, was it due to accident        � Yes   � No 

          PaBminFmµtaénpøÚvcitþ srésrRbsaT   � )aT         � eT    RbsinebIrlUt etIbNþalmkBIeRKaHfñak;rW?            � )aT         � eT 

       iii) Treatment of teeth or gum tissue   � Yes   � No   

          karBüa)aleFµj rWsm<½n§rbs;va   � )aT         � eT 

       iv) Self-inflicted injury/drug addiction   � Yes   � No 

          kareFVIrgrbYsedayxøÜnÉg ¼ karejónfñaMejón  � )aT         � eT 

       v) Job-related injury    � Yes   � No d) Is the surgery for cosmetic purpose?                � Yes   � No              

          rgrbYsEdlTak;Tgnwgkargar   � )aT         � eT K¦ etIkarvHkat;enHKwkñúgeKalbMNgénkarEksmÖsSrW?  � )aT         � eT 

       vi) Sexually transmitted disease   � Yes   � No e) Is the surgery medically necessary?                � Yes   � No 

          CMgWkameraK     � )aT         � eT X¦ etIkarvHkat;enHcaM)ac;rWeT?                � )aT         � eT 
 
2     a) When you first consulted for the above sickness?    d) How long had the patient been troubled by symptoms prior 

    k¦CMgWenHRtUv)anBieRKaHdMbUgenAeBlNa?                        consulting you?  X¦ etIGñkCMgWmaneraKsBaØaTaMgGs;enHry³eBl  
                                                                                                                            b:unµanmkehIymuneBlEdlKat;mkBieRKaHCamYyelak? 

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

    x¦etIGñkCMgW)ant¥ÚjEt¥GVIxøHenAeBlCYbelakdMbUg ?      e) Had the patient ever had same or similar    � Yes   � No 

                                                                                                                                      condition/symptoms? etIGñkCMgWFøab;manGkar³                                                       

   c) How long do you think this injury or sickness has been existing?           eraKdUc rWRbEhlBIeBlmunrWeT?                        �)aT         �eT 

    K¦etIelakKwtfaCMgW rWrbYsenHekItmanmkBIeBlNa?                                                                           � Not to my knowledge                                                                                  

          � minc,as;                                                                                                                                

    f) Had the patient been treated by other doctors for this sickness? If so, please specify below.   � Yes   � No 

 etIGñkCMgW)anTTYlkarBüa)alBIevC¢bNÐitepSgeTotEdrrWeT?        �)aT         �eT 
Physician previously consulted by patient for the above sickness (Please specify referral made by physician) 

 RbsinebIman suMbBa¢ak;dUcxageRkam³ evC¢bNÐitEdl)anBieRKaHCMgWenHBIeBlmun   ¬sUmbBa¢ak;G³GagBIevC¢bNiÐt  TaMgenaH eQµaHKøinik nigGas½ydæanTaMgenaH¦.   
       
 Name                 Approximate Date            Name of Clinic(s) and Address(es) 

 eQµaH                           kalbriecäTRbhak;RbEhl          eQµaHrbs;KøInik nigGas½ydæanEdlman 
 
 
 
 



 4

3 Surgical Cases krNIvHkat;      d) Where the surgical procedures approached 

  a) Nature of operation(s) performed/surgical procedure(s)     through the same incision?   � Yes   � No 

     RbePTénkarvHkat;Edl)aneFVI ¼ EbbbTénkarvHkat;     etIkarvHkat;eFVIeLIgenAkEnøgdEdl²rW?  � )aT        � eT 

          
 

b) Date performed éf¶eFVIkarvHkat;   e) If excision is performed, please indicate the size(s)/measurement(s)   

     of leision(s)/tumor(s)? RbsinebImankarvHkat; sUmbBa¢ak;BITMhM ¼ RbEvg       
    énsñam rbYsEdlvH rWdMusac;? 

 

c) Where was the operation(s)/surgical procedure(s) performed ?  f) Name of Surgeon(s) eQµaHrbs;RKUeBTüvHkat   

   etIkarvHkat;KWeFVIeLIgenA TikEnøgNa ?           � Hospital   � Clinic        
         � mnÞIreBTü  � KøInik  g) Name of Anesthetist eQµaHrbs;RKUeBTüdak;fñaMsnþM 
         

4 a) Is patient still under your care for the sickness? � Yes   � No d) If patient has been referred to another doctor for follow-up, furnish 

      etIGñkCMgWenAEtsßitenAeRkamkarBüa)alrbs;elakrWeT?  � )aT        � eT     name & address of doctor. RbsinebIGñkCMgWRtUv)anbBa©ÚneTAeGayevC¢  
                                                                                                           bNÐitmñak;eTotedIm,Itamdan sUmpþl;eQµaH nigGas½ydæanrbs;evC¢bNÐitenaH 

b) If yes, how long do you expect this to continue and when are you      

    going to review his/her condition again? ebIEmn etIry³eBlb:unµaneTotEdl 
    EdlRtUvbnþ nigeBlNaEdlelakRtUvBinitümþgeTot? 

   

 c) If No, please state date of termination    e) What is the prognosis of this illness? 

       RbsinebIeT sUmbBa¢ak;BIeBlevlaEdlRtUvbBa©b;karBüa)al       buernimitþrbs;CMg W (Pronostic) ? 
 

 

 

 

 

 

     Physician’s/Surgeon’s Signature/Date 

     htßelxarbs;evC¢bNÐit ¼ RKUeBTüvHkat; ¼ kalbriecäT 

 

 

      Name/Designations            Address 

      eQµaH                         Gas½ydæan 

 

 

 

 

 

 


