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Forte H H

UONRSSNNUIHA{IALNS] SHicmMa | GROUP HOSPITAL AND SURGICAL
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The claimant must fully and accurately complete all the relevant areas in the part 1 of this form and must also attach original medical documents as well

as original invoices relating to this claim. The documentation must be submitted to our company within thirty (30) days from the date of discharge from

hospital.

©53/INSURED MEMBER'’S DETAILS

RRUANISNRUIR/Policyholder:

tveugq assNiUsk/Policy No.: teuegsadi)/Contact No.:

trunegnn/Patient’s Name: tas/Gender:  [] ue/Male  [] {g3/Female
mu/Age: [ Scenika/Employee [ gﬁjﬁ'imgtwg_ﬁ/Dependant
fNiS{G{gSA/Email: {ggouLmi/Employment Date:

A. G8/ILLNESS
HIMIiNA/Symptoms:

B. ({m:517/ACCIDENT
tgntsnumwikusasyes/injured Body Parts:

mMUUsgs({msmA/Accident Date:

Sntgh

fAatng/Accident Place:

istAang/Accident Time:
ayuuntsiy g iR g imemaissAatgiid/Please describe how this accident happened:

C. (i6¥11SulgSu/ADDITIONAL INFORMATION
tun:u§ins)Sumasw s/Hospital and Location:

B

{ygunsj/Hospital Admission Date: igeomiicng)/Hospital Discharge Date:

sENmMwgs1a/Mode of Payment:

[ soujsistipsig aivan ausniGsa/Cheque to the Policyholder
[ gouujsrsGiaisiSiniia/Cheque to the Employee

O hwmsigsimamynsimigifya/By Local Bank Transfer

o tunzaang/Account Name:

o tueAnnS/Account No.: o (uN:wESIMS/Bank Name:
(yumungamandanyddaguinssasymvaSiunfiaygasgua§ligauvamye/

Please attach a copy of the national ID card or passport of the Employee or Authorized Person.)

wujs1sGatsiu§sins izgyata/Cheque to Forte’s Panel Hospital
yjs1sUinisigasgai§Rgai/Cheque to an Authorized Person

Oy
0 you

§na{mas1$51356550/ Total Claimed Amount:

MIGOGEI§(AWISIITAN{AI/MEDICAL INFORMATION AUTHORITY
SHRISHS{AmsiEMA{AmsNmusSinsjuasSaiiumsapmuyisSanaumivagaamivmnmsinaiansaasuSaniyiyn pomyw
fgs{nvuismaNtinyany nENUsYRISAARITANGESISI[GIMSTIAsATINSUREMNSRMTw

o

UOMBNUGYRISANN N FIISIUGHAN [ISH{UIG
AMMIMSEoENUfsin

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

NgIuARNNRAgITMSMSINUI/Insured Member’s Signature: § MU amunmugnki/Guardian’s Signature:

tun:/Name: .......
mu3Es/Date:
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lB/PART 2: (RSGRUIMASH SCIJIEIIU / TREATMENT CERTIFICATION

mw:munj afnpm sgtmén ni"ﬂnch.rnn / To be wholly completed by the attending doctor or surgeon
teunegAd/Patient’s Name: tas/Gender: [] {y&s/Male teuegsaig/Contact No.:
mey/Age:

[ {s5/Female

A. (NAISGE SHlG1SMANS/DIAGNOSIS AND RELATED INFORMATION

tnAjS§w/Diagnosis:

LﬁnﬁﬁﬁsgmmmymmnmmemﬁcnSJ gﬁSMLmﬁ!nSJ?/Was this patient treated as an Inpatient or Outpatient?

<

O ssAms)/inpatient [0 8smseinams;is/Outpatient
1. dmnawmcibssunmusabi/ Is the tus s 2. (AssnimAlSMINSAR [UASR jya Sya seusg (BS (S
mentioned condition due to: Yes No MOgins mi(R)iumnsniyes?/Is it a complication Yes No
arising from pregnancy, childbirth, abortion,
a) mngspiAafAAa?/Congenital anomaly? O 0O miscarriage, impotency, sterilization, sub-fertility ] [
or infertility?
b) 3SuggsGg?/Mental disorder? o O
€) mInNmUENYUESIUAN?/Teeth O O Gum:mssnga thnuamesfitgmegnyes?/For O O
treatment or gum tissue? miscarriage, was it due to an accident?
d) mnmmaJesm:mﬁmﬁs:m]sm?/ O O |3 dmsmassdugumoudonataogagivsiszns O O
Self-inflicted injury or drug addiction? the surgery for a cosmetic purpose?
e) &imutna?/Sexually transmitted disease? O O |4 msmassimomsigauganisgyrs?/is the o O
surgery medically necessary?
5. aganffgmeiyamywmsiinam Wiwnssmigg:?/When did the patient first consult you, and what were the symptoms?

6. anfyymiuamassumunsyasiiamivits?/ How long has the patient’s illness or injury been likely to exist?
7. @mamumssgumsiisa) fim: npmekfiysyasis:iiysunyis?/Has this patient ever received any medical examination or consultation
or treatment for this illness or injury before?
[ md/Yes [ s/No

B. (iG©1S&jfim3ssma/SURGICAL INFORMATION

imsismima {gizma/Surgery Date:
Surgical Procedure:

imizmarssigiumuyemataywivsis?/Was the surgery performed through the same incision? [ tys/ves [ ts/No
iftus ywumAasiyuimisanuiyaiiyisfantisid/If yes, please specify the size or measurement of the lesion(s) or tumor(s).

C. AawSHimimuNSKid/ FOLLOW-UP CARE INFORMATION

a

thgnnfsigamumstosisuaiingjiuses?/Is the patient still under your care? [Jtus/ves []ts/No

&

fts BmsjigifiSajumnsvasmagncs)acsiionm?/If yes, when are you going to review the condition again?

fssats ysurmAamuuigsumiminnmau4/If no, please specify the date of treatment termination.

iamsiigSistfusyauhudoing?/What is the prognosis of this illness or injury?

w

D. SHUAGANTMU YIHUAAAIME/DOCTOR OR SURGEON

toun:/Name: musigs/Date:
truegsafg/Contact No.: natuassm

- . ) Signature and Stamp:
fNIHE]G{RSA/Email:
Mmeuwgns/Address:

Vattanac Capital, Level 18, No. 66 Monivong Boulevard, Sangkat Wat Phnom, Khan Daun Penh, Phnom Penh, Cambodia, Tel: (+855) 23 885 077 / 066
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