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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 igngutw

A. CLAIMANT DETAIL itdsRiARNgRauaiaiank

Name of Policyholder/Employer Name of Claimant (if Dependant of Employee) | Age Marital Status
INSIURATINMOATH / Sinn IR HRO ESIIAN « [iisidis] MW aNSmAEanT
IMBUSHITASIND M gs oM

Ofs Owjums

Relationship of Dependant

dmndsniungmshiymuugn
Policy No. Plan No. Membership No. O Husband/Wife 0O Son O Daughter
wednnmanoi ietiin EIERE of/wng O [e(uas 0 f§SEo
Is Dependent employed? O Yes O No
gnsinhugnmsminiiig? O w8 O18
Name of Employee If Yes, pléase‘furnish name of employer
INSIUASILNRA wisiins wyRwginmsuRSmnNa

Name and Address of regularly/family doctor
TAME BYMEwNeIUETRuR s I IH{ps)

Occupation: Date of Employment Age Sex 1fig
e igtaEsEmI Mt OM OF
O [uw0 (8

B. SICKNESS (This section must be answered in full)
8 (Esuenn{muissmitatnmimumsme

Diagnosismﬁ??sfgtﬁ Type of operation performed, if applicable Has the sickness been treated previously? O Yes ONo
ingismiismsitunsg (pasiine intfiissmemesguminnuaiysitiie? O ws Oig
If yes, Name and Address of Physician

URHTNS yuBbiame Smawheumgui

Date first began Date First Treated Date of previous treatment
igitummiRund igtummRunnmutyy igigumsnnmtinuys
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Is the sickness arising from employment? O Yes O No

Is the sickness due to pregnancy, abortion, miscarriage,

intfiscunmusntimainiiig? Owg 0Oig sterilization, sub-fertility and infertility? O Yes O No
intfiiscunmusntimimaend foge e igfi TmnmiTie?0 we O 18
If Yes, please specify condition and approximate date of
commencement: [URiSiTgNg mEUCMANUREANBHIZEOTIRY
C. INJURY fMiniIiag

Time of Accident
mmﬁmmmt%ﬁttﬁws@ﬁ

Date of Accident
MUTHEGM R MeRA

Describe how and where the accident happened
Fnfununnigs SuguinaisusimuAnnaidgugiigmei

O Yes ONo
O®s 018

Is this a job-related Accident?
iHimeRAissmsaisgiSuminiiig?

D. OTHER INFORMA

TION fsmsigng]s

Name of Hospital/Clinic IRINSIuaIBEiTng] THEH

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

IHMIYGIRGANIS NS TaniGususnnifmagimenAisman

Address of Hospital

HISWHNSITABENNG]

AgIG Rt gnew iGN (ITASINEA TMNGHAM igpng]s
[fiBU8 Forte Insurance Co., Ltd. Owg O18

If Yes, please state insurance company:
wisiing gyuAtinmsvpFshsmantmsinms :

Date of admission
IBBURINAING]

Date of Surgery Performed
igtengmIisme

Date of discharge
igigmisiygnng i

Claim cheques shall be made payable to:
yRyNSUmELInEiaganans :

Name and Address of Attending Physician/Surgeon

tns BuEuhsuaguIlsaNMute / Fngjismame

O Hospital ~ B81361g] $
O Employer Sitinsf $
O Employee St $

MEDICAL INFORMATION AUTHORITY figsisigaiensnimsawiiigan(a

| hereby authorize any hospital surgeon, medical practitioner or clinic or other
to Forte Insurance (Cambodia) Ltd. any and all information with respect to an

person who has attended to me or examined me for any reason, to disclose
y iliness 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.  rjEREGYSHuNiaiema  tiguils  §8n  Tudnongpitwwenpue  TOSMjuaudg  winmeindtamsitunsanstigisund

TMIRIUAIRHOTS[RETS Forte Insurance (Cambodia) Ltd. SHRMEM{HETS Forte Insurance (Cambodia) Ltd. SIBNUBAMIVE AANSTUGTHTIN{

ugimpifisnd 1 wuwinhENUteRIUAERRSIMAISHiNsMEgHt MeURgMn SuMEWRMMINSSEuNTRY |

Employer’s Signature/Company’s Stamp/Date
MNFIUIURSIENGR / FIva{nuhs / mauigs

Claimant’'s/Employee’s Signature/Date
MFISIUHAN TGN / FIUnTH / Myiige




PART 2 — CERTIFICATION OF HOSPITALIZATION ?annﬁsﬁu[,ﬁmgj

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

m ifthissuamashwthe Ttheainrismimeis e s

1] Tmnmi Tie? Oows 0Ois
b) Is the condition due to: If yes, what was the approximate date of commencement?
&) TREMNSRIBISsUAMAHAD © pRsTssEmuTgismimuiEvisiopim?
i) Congenital anomaly OYes O No
mngs{giiawifige Ows 018
if) Nervous mental disorder OYes ONo If for miscarriage, was it due to accident O Yes ONo
MOBSuYMisgity witoIuans Owe 018 RS TIRH RUANUYRTMeRA? Owg 018
iii) Treatment of teeth or gum tissue O Yes O No
mInNmaEm T ggIuah Oows 018
iv) Self-inflicted injury/drug addiction O Yes O No
mn@m:tgmtmmgsnﬁ / mnmjsgﬁtmjs Owg 0O1g
v) Job-related injury O Yes O No d) Is the surgery for cosmetic purpose? O Yes O No
nyRiBUnAgSImIN Oows 018 m imifsmimesipmmudansismingyafic O we 019
vi) Sexually transmitted disease O Yes ONo e) Is the surgery medically necessary? O Yes O No
SHmeng Oows 0Oisg un 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 tissminstipnsduinaiinuome consulting you? W) TRgRNEMSINERMEN M N

tmsymfiwysinuitumisniimemyuianm?

b) What was his/her complaint when he/she first saw you?
o iigntinsgmindeashnutumnndyy 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 Tiyaissinmeuntinwam? condition/symptoms? iR HARENTMSHMI:
inags Tuinwtinugsig? 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
ifgnninssgumimnuatiguifmgpneinitiies Oows Oig

Physician previously consulted by patient for the above sickness (Please specify referral made by physician)
wEsTms AuimAtEewigmy: iguilsisunstiipnanfisefinuys  cgvuminmsbiguilaginms mnsFsn Sumdwhaginme 4

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

TRIS MUTHESIIMAIIG eI AEH Sumawheitums




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

{mAgismiismiigumsi§ / ivuugismiisme

b) Date performed Egtﬁmiismﬁ

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

O 58nng] O §{8n

O Yes [ No
Owg 0O1g

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

b) If yes, how long do you expect this to continue and when are you
going to review his/her condition again? 1018 1fItu:INRUNSIG i

igrgiug Smaunmisaann(Hings] e

c) If No, please state date of termination
(uisitie muuwmAtinuaniBu Eivmominnm

d) Where the surgical procedures approached
OYes ONo

Owe 0O1g

through the same incision?

=]

imiiemiEiIg sl nighitdie

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

sy 1gatRds NG

f) Name of Surgeon(s) TRINSTUEI{HING]{sME

g) Name of Anesthetist 1UNSIUEI {FINGJENATING

d) If patient has been referred to another doctor for follow-up, furnish
name & address of doctor. Lﬁﬁjsﬁ"jsjﬁﬁﬁ[gjimsﬁrgmghmmﬁ’g

uAfnmiigimBgfmuihs wugings Smawheumiguifmnms

e) What is the prognosis of this illness?
qtiﬁ%ﬁmﬁ'ﬁﬁﬁ (Pronostic) ?

Physician’s/Surgeon’s Signature/Date
MEUIURIIRUANG / [§iNgjisme / mutiiGe

Name/Designations

HAE

Address

MwEhs
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