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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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A. CLAIMANT DETAIL teosfieiHatignauaininn

Name of Policyholder/Employer Name of Claimant (if Dependant of Employee) | Age Marital Status
IMeITRYATINmaNGR / Siundn ST HRNYTSURANY (uEsidis] M SO {ER
IMYUSHITASIMT Os O

Of; Ogjums

Relationship of Dependant

dmngeniurgmshigmuugn
Policy No. Plan No. Membership No. O Husband/Wife O Son O Daughter
e innmanGi ietiin IR IR of/wng O e[y 0 fS{
Is Dependent employed? O Yes O No
R AISIHNUSANSMNiTg? O w8 018
Name of Employee If Yes, pléase‘furnish name of employer
NSIUSINTA TR i R E g

Name and Address of regularly/family doctor
IAMe UM RuAR s {EanT I s

Occupation: Date of Employment Age Sex 1718
g2t igtnuEuIEmI It OM OF
O e i

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

Diagnosistﬂﬁ?ﬁfgrﬁ Type of operation performed, if applicable Has the sickness been treated previously? O Yes ONo
usAgismiismiigumeid (uEsitmsH intfisemsmssguminnuaiysisiige Ows 018
If yes, Name and Address of Physician

wRHITMS guRwiame Sumawhsmaigul

Date first began Date First Treated Date of previous treatment
igtnTiREnd igtumiRunnmuiys igiumennmtinuys
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Is the sickness arising from employment? O Yes O No

Is the sickness due to pregnancy, abortion, miscarriage,

iﬁﬁ%tssﬁwmﬁﬁﬁmimﬁtg? Owg 0Oig sterilization, sub-fertility and infertility? O Yes ONo
intissuAMuBANMIMSHA s e i Tmami e D we 018
If Yes, please specify condition and approximate date of
commencement: [UEBSITENS BUMATUREANBIZTTIRY
C. INJURY mMiiiga

Time of Accident
mmﬁmmmt%mﬁm@ﬁ

Date of Accident
mmﬁ"nggmmtﬁmtﬁws@ﬁ

O Yes O No
O®8 O18

Is this a job-related Accident?
i RRIss MsaRgigiSumainiiig?

Describe how and where the accident happened
gnijununnigy Shymnaitusiimuiianesidiughipmemn

D. OTHER INFORMATION {isnsisijisigis

Name of Hospital/Clinic 1IN BEig] 158

Address of Hospital

HESWHSITAEENNG]

Date of admission
IBBUAINHING]

Date of Surgery Performed
igtanGmeisma

Date of discharge
igtnsiugnng i

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

IO IRGANISES GATusuSANRIIAg A ismang

= 0% o

AEIBA T RReMgaN RIUR BInGA TmaAGHam igpneia igrd
[fiud]s Forte Insurance Co., Ltd. Owe 018

If Yes, please state insurance company:
Uit ma wsuAtinmerva [Fefismanvmeinms :

Name and Address of Attending Physician/Surgeon

1M BURGWNSIUEETUIEONWMTHDS / [Hingjismathed

Claim cheques shall be made payable to:
gRYjSyfmEaAntniigaRDs :

O Hospital  B81301g] $
O Employer SIS $
O Employee Sitntfi $

MEDICAL INFORMATION AUTHORITY RIBRiEigEimsnimaetiinami

| 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.

gwuRmdgsitunliniems  tgunls  §8n  TuSnngfiowenpme  Smjuinived  winmgindinnsitumendsingSund

TMIMIYTRHOTS[uiS Forte Insurance (Cambodia) Ltd. SHRABAIETIS Forte Insurance (Cambodia) Ltd. SIBNUSAMIUA ANGINEIHaN [

Pempiiiend 1 wswipshunttepuaEiEsImAesEinenRgnt meuEgmn Sumstwnthminsgssntily 1

Employer’s Signature/Company’s Stamp/Date
MFIIURSING / U ETS / Mutise

Claimant's/Employee’s Signature/Date
SN HANEAIEGANY / BInH / MuTiEs




PART 2 — CERTIFICATION OF HOSPITALIZATION ?WUSUULﬁIQQJ

Name of patient Age Sex 1fig
meIuaiEAt Mt oM OF
O{ues O
1 a) What is the diagnosis/Extent of injury? c) Is it due to or complication arising from pregnancy,
9 ) mﬁ??ﬂﬁm /?nﬂmmm?étﬁ§s:t;m? childbirth, miscarriage, abortion, impotency,
sterilization, subfertility or infertility? OYes 0ONo

m it HssuAMaEhwHe Tehaai tnismimsia i e

1ji TmnmiTig? Owg 0Oig
b) Is the condition due to: If yes, what was the approximate date of commencement?
o ifmnewiss UMD : wasiBivafmudigeismmumiuisinuam?
i) Congenital anomaly OYes ONo
mngs[ghgwifiEs Ows 018
if) Nervous mental disorder OYes ONo If for miscarriage, was it due to accident OYes ONo
mOBsEYMisEises wiiniums Ows 01 wRsT fuausAtime i Oows Oig
iii) Treatment of teeth or gum tissue OYes O No
minmeiE T dgiuah Oows Oig
iv) Self-inflicted injury/drug addiction OYes ONo
mirymihwgsig / mitrﬂjsg‘iwﬂjs Oows O18
v) Job-related injury OYes ONo d) Is the surgery for cosmetic purpose? OYes ONo
mgiBuaReusmin Owe 019 ) imitsmmseRnimmutansisminoyniz O we 018
vi) Sexually transmitted disease OYes ONo e) Is the surgery medically necessary? OYes ONo
SHmuing Ows 0Oig W) 1BmitsmAtesHimGiig? Ows 018
2 a) When you first consulted for the above sickness? d) How long had the patient been troubled by symptoms prior
m tiise i mstipmeduinsiinwnm? consulting you? 19 1RHANHNSINARMEIHIISE 00

Ggsymit gsnATEuMayRT M ywian?

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

o iigntinegmindgsshinutuanady 2 e) Had the patient ever had same or similar O Yes I No

condition/symptoms? IR HATHHTMSHMI:

¢) How long do you think this injury or sickness has been existing? nEgs Tuinatinuysie? owg  0Oig
m ifnARn il TigaissRnmauntinuam? O Not to my knowledge
O Bsuna
f) Had the patient been treated by other doctors for this sickness? If so, please specify below. OYes O No
inyntAnssguminnuatiguilasjingniniege Ows 0Oig

Physician previously consulted by patient for the above sickness (Please specify referral made by physician)
wanidms duimagsennmy: igualaidunstipmatiestiinoys  yvuiniamsiiguilssinme nme§sn Sumdwhaginime 4

Name Approximate Date Name of Clinic(s) and Address(es)
TRe MUTTIESIUNA NG IAMeIUAREN Bumidwhsitums




3 Surgical Cases RinNisME
a) Nature of operation(s) performed/surgical procedure(s)
ingismiismatenmsi§ / fuyugismiisma

b) Date performed ?g’iﬁﬁ’lﬁzﬁ’lﬁ

¢) Where was the operation(s)/surgical procedure(s) performed ?
imiismaRiEigiine Grigham 2 O Hospital O Clinic

O w8nng] O §8n

4 a) Is patient still under your care for the sickness?

ingnthsingagimummnuudimeig?

OYes O No
Owg O1g

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

going to review his/her condition again? 15168 it INUTNSIGHIEL

iBmiug Swowamigauiann(gitg uingine

c) If No, please state date of termination

[UiSiTis EurMATINT B HIMOMInN0L

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

Owmg 018

o~

iamifsmatigjnainiguisn i

e) If excision is performed, please indicate the size(s)/measurement(s)

of leision(s)/tumor(s)? [UEBSITIMeMIteMa wuueMANSYl / uifs

o

isany syt TanG?

f) Name of Surgeon(s) mi;wzmﬁ'j[gmgjizmﬁ

g) Name of Anesthetist UNSIURI[FINGJNABIIS

a

d) If patient has been referred to another doctor for follow-up, furnish

name & address of doctor. {BiSiGHANH{IMaUMSIGlMmwIE

sAlngfigimtE muths guniiame Sumdwhemuaiguinms

e) What is the prognosis of this illness?
U1raBHIUAT (Pronostic) ?

Physician’s/Surgeon’s Signature/Date

NESETRUANG / [HiNg]isme / mutiise

Name/Designations

Rne

Address

MistwEhs




