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Non-Direct Billing Claim Form-Part A - Patlent Information
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For a claim to be valid, the following two parts (Part A and B) must be completed and submitted to FORTE INSURANCE (CAMBODIA) PLC. (hereinafter

"Insurer") or MSH CHINA ENTERPRISE SERVICES CO., LTD. (hereinafter "Service Center") which is the appointed Service Provider appointed by Insurer
within 180 days after the date of service.

fiauisgaid - Patient Information
(s R M AN&ssfia-Member ID: igtegintafia-Date of Birth: te MM {g DD g YY
fan:-Name: (as-Gender:
fJIN&-Nationality: tvesigaogmanton/didagutss-ID/Passport No.:
tuegiaiy-Tel: a5 5{gSA-Email:

MEIwEs-Address:

tveiuny (islgavanasniasuasianaga)-Ref. No. (As indicated on your insurance card):

ey assNtisu-Policy Number:

fiauIsEA{gIMSMSATIMM - Primary Insured Information
*agwitunigns: wasiiyaiiamynigimsmaNvsnime - Please skip this section if Patient is the Primary Insured
fun:-Name: igtegintafia-Date of Birth: te MM ig DD 2 YY
(ns-Gender: iessgamantan/deagutus-1D/Passport No.:
tuegiasy-Tel: a5 5{gSA-Email:

MEWE1S-Address:

1. nafis1simssssyes yis - Describe Injury or lliness

NAISHW/asgmgmigs-Diagnosis/Chief Complaint:
Lﬁ[nﬂﬁgﬁmsaﬁm@mﬁ@smn/mamr&néqmﬂmmm? te iy 8
When did you first notice the condition(s)/symptom(s)? MM DD YY
msnmmanﬁﬂsm N/NARIMIVATION nyn/Please describe the condition(s)/symptom(s):
m:s1mmnm:wmmﬂanLshnmwcmnmnsasaﬁﬂsmn/mnmmmms ? fe iy o
When did you first seek a doctor's opinion regarding these condition(s s)/symptom(s)? MM DD YY
BINAZAGIMSM SN WUQN SRUEMS)a (i Medi+ {Riyis? O osmes [ ¢s
Are you covered by other insurance policy besides Medi+? Yes No
(weSsifons ajuRsiamsugasyseumu-If yes, please provide the following details)
cuNeBUISMSiUik-Insurance Company: | U SNNUIE-Policy No.:

2. fiGgwisgs1a{ma - Payment Information

[0 ans{mn-Cash
[ gouujsrsia-tansgasgi-Cheque-Payee’s Name:
[ mugsimamunsimi-Bank Transfer
teueAnnS-Account Number: tun:Ann§-Name on Account:
suegiaipsatiaann§-Account Opener's telephone number: teu2 SWIFT Code/ABA Code/IBA-SWIFT Code/ABA Code/IBA No.:
tunsEsIms Sianer-Name of bank and branch: MESWwEsHSIMi-Bank Address:

“sys(mass inaslilqwuuainayga AgoasiSaiunssiiisgumantan/eagutasivaimnagad

Please ensure the name on your invoice is the same as that on your ID/Passport.

sifwenid Afiagmax SajAs(gimebion:ia Sutig)iuaié BHSHﬂnaJESﬁU(Lﬂn E\ﬂUS(SﬁﬁJ‘ILﬁJ Beusmi evismsinivis Snwn RN UBIAY UM
ﬂnmSLﬂTSBEﬁJHMmLﬁJﬂnH EHSWb!UJTUﬁnUHNLﬁJ:]ilm ﬁjemﬁ ﬁJEiCUwUSTS[wmmnE'IS miles) UTJEUWU]CUE\JLWUWS U Hnﬁﬁj[mnNUSniUﬁje [wCU'IIﬂnLBEﬁE
nNTﬁSSmHnLUHﬂﬁSSWﬁHﬁJ (LUE\JSLUBTS) E\JLBWUB UHn§EU[S1nb!USnEUﬁJBﬁjLBTUﬁEmHSHEUMNES 9 LUEUSLUTEQBSNEUMMS LnimSSSTnL"IUJEHUmﬁBSﬁ
LE‘ISJ[ﬁﬁ st&msmsmmmmuemamm:f\mns BE\JUH mﬁSSﬂJEﬁJLnSLﬂJ[GEﬁjﬂmﬂiﬁm[meME\JSﬁﬂUiﬁHSﬁlS’M ﬁjUﬁHh[SﬁiHSEanS“ LniU]SG]nSnﬁ‘lH‘IS
LUE\JSJ?L‘I Sﬂi—ﬂSf\J[‘IﬂjﬁmwﬁﬁmUEwUﬂ

The above answers are true and correct to the best of my knowledge and belief. | authorize any physician, medical institution, druggist, insurance
company, employer, labor union, or association to release information to the Service Center including copies of records, concerning advice, care or
treatment provided to me or my dependant as is required to properly pay all benefits, if any, due me, or my dependant for this claim. If this claim is
direct billed, | acknowledge that | am responsible for any fees that my insurance policy does not cover. A photocopy of this authorization shall be
considered as effective and valid as the original.

NFUAFAFIMSMNUm U NFIUGAIESSIgRUSA meuigs-Date: feMM (DD § YY
Primary Insured's signature Dependent's Signature
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Non-Direct Billing Claim Form-Part B - Medical Information
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For a claim to be valid, the following two parts (Part A and B) must be completed and submitted to FORTE INSURANCE (CAMBODIA) PLC. (hereinafter
"Insurer") or MSH CHINA ENTERPRISE SERVICES CO., LTD. (hereinafter "Service Center") which is the appointed Service Provider appointed by Insurer
within 180 days after the date of service.
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3. fawISERAN - [gidmmeunusguaianpmuks
Medical Information-To be completed by the Treating Physician

cunsesguafa-Doctor's Name: teuegiai)-Phone No.:
teun:u§insj-Hospital's Name: MWES-Address:

asmmamigs-Chief Complaint:

2=}
mifiSajnumw-Physical Examination:

mitaagu§iticanns/fiSaj-Lab Tests and Exams:

ugnus§iticanns-Lab Test Results:
§

wgnnfi§aj-Exam Results:

(NATSE wW/Gnmisnsgan-Diagnosis/Impression:

teuspugaitiminpme-Details of Treatment Provided:
cunegl 84 A(Saf{mas-Please state the name of drug(s) and dosage(s)

minpmes Amaigsy (Yegmguuss wastinssiasususapsaime)
Treatment is related to (Please check box(es) if related to the following items)

[ wigmn-Maternity [ msmagiusns-Immunization [ ifnpmes-Therapy
[ mm-Dental O msmagasispanizy-Acupuncture [ tga-Vision
[] msfi§gjeuemn-Checkup [ usggu9-Others
meusitgssgnstasnay (e/ig/gl) msfinndsiSiims sganga aly
Date of Service (MM/DD/YY) Description of Medical Procedure Fees

mifii{m:tunus-Consultation Others

%-Drugs

mutiaagu§iticanms-Lab Test(s)

mifiSaj-Exam(s)

mimngisnania-Acupuncture

ifnpmeou-Therapy

t5§j119-Others

fJjU-Total

Nt HEuaiannmu-Signature of Treating Physician mouiigs-Date: fa MM {g DD 2 YY
teun: §% g$15-Name and Title:

urfiigaliSajhnaniisu{gimbsamys-Check list of documents to be submitted:

O aranssasyasgamonuanivasgaid/deagaiss [ spUsasygnisimwmiansganiiy
Photocopy of Patient's ID card/Passport Photocopy of Medical Records

[J spisasguisugnuniamsnosm [J spsasgaissgum (waisifns)
Photocopy of Insurance Card Photocopy of Prescriptions (if any)

[ fnwuip/omsinantfy [ B2asmisSins] (ROMISIvNIR ARSI ALIS])
Original Invoice(s)/Receipt(s) Discharge Summary (for inpatient claims)
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