Forte
General Insurance

Iy a '
VAN SPNUSHAS{IALNS] Siiisma | GROUP HOSPITAL AND SURGICAL

J o

[UUUSSIENI& ANsi | CLAIM FORM
FASIuSIRANA[gIsmmnSansiumaigisiguiga§oistuvusts:Bimsmmecum SRENRIWa W{gipusrmywsinananimsy Pesiaiqwo(s spodisizumatigsa
misissRianusnuUlsidug gudspinumoly Aamofigismiv§ims
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.

U353/INSURED MEMBER'’S DETAILS

ignSo/PART 1: fiGMISEUEasiivmnRams

v assniitsia/Policyholder:

ey SN Us/Policy No.: truegiajf)/Contact No.:

sy Akii/Patient’'s Name: ins/Gender:  [] was/Male [ fi/Female
muy/Age: [ Scenika/Employee [ aﬁsﬁELMQaUgﬁ/Dependant
aN3655Si 5[ SA/Email: {ggouimi/Employment Date:

A. G§i/ILLNESS
HIMIiNA/Symptoms:

B. ({m3B17/ACCIDENT
tgnisnumwisusisgas/injured Body Parts:

mMuUtgs({msma/Accident Date: . )
sntgitnating/Accident Place:

isifang/Accident Time:

sy untstiy gz uigjimemnissiatgiid/Please describe how this accident happened:

C. (15¥1SUSH/ADDITIONAL INFORMATION
cuneu§imsjSusn a1 s/Hospital and Location:

B

(ggouLnsj/Hospital Admission Date: igesmiitngj/Hospital Discharge Date:

sENmwgs1a/Mode of Payment:

[ sujsistipisig aiuan ausniisa/Cheque to the Policyholder
[ sovyjsisSiatsiSiuniia/Cheque to the Employee

O shwmsgsimamynsimsgifua/By Local Bank Transfer

o tunsAnNS/Account Name:

o t(yeAnnS/Account No.: o [AUN:ESIMI/Bank Name:
(yumungamoanSanyiidaguinssasymvaSiunfiaygasgua§isuvamytw/

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

a

ujs1stiatsiuginsjisgu ata/Cheque to Forte’s Panel Hospital
yjs1sO{nisigasguai§Rgai/Cheque to an Authorized Person

Oy
Oy

a

§amns189136550/ Total Claimed Amount:

MIGOSESSRISIITEAN{AI/MEDICAL INFORMATION AUTHORITY
gREISRS(AmsEma (gnginnme v§insjyuasatzumsnpmusyisan urmIvaiggimivmsinaiisnssiasuSuRiyiyn [emyw
UMGNUTYHISANNE [ AMSIY IR AN RS IR R ST S[HBUTISMON UMY AEY NUGNUTYMIsAAANUAN G5S:{gImsTAsATISY S mMnuins
waMmImsEooNUiHuis
| 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 iliness 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.

ngua) SamyEsuanuspivm NFIURUNRAGINSMNUIN
Policyholder’s Signature and Stamp: Insured Member’s Signature:

Full Name: Date: Full Name: Date:
[gHT)| mMUUiGs [GHT)| mMUUiGs
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Forte
General Insurance

UANAISNNUIHAS{INAINS] SHisma | GROUP HOSPITAL AND SURGICAL
{UUUSSIHSIIRIANH | CLAIM FORM

§ﬁ§l9/PART 2: [(RJG ﬁU n SI.'IJIEIEU / TREATMENT CERTIFICATION
[@it"it r_,ncmwsswuaﬁ J‘Iﬁl U 550@ ni’ﬂnqtgnm / To be wholly completed by the attending doctor or surgeon
cunsynnd/Patient’s Name: tas/Gender: [ {y&s/Male truegirig/Contact No.:
meg/Age:

[ {s3/Female

A. (NAISGw SulG®1SMANS/DIAGNOSIS AND RELATED INFORMATION

inAISFw/Diagnosis:

Lﬁsg ﬁﬁﬁsgmmmpmmtm WHRSPALNS] gﬁsaijﬁlnSJ?/Was this patient treated as an Inpatient or Outpatient?

O wimamsj/Inpatient [0 Sswmseas{natngjis/Outpatient
1. dwmnawidis:unmuyali/ Is the tus s 2. (RISTRUTMAISMINISAR [UAIA JUA Sy RSB 9S (S
mentioned condition due to: Yes No MOFIAs mit(R)iumnmniyis?/Is it a complication ~ Yes  No
arising from pregnancy, childbirth, abortion,
a) mugip{rafiAnAa?/Congenital anomaly? O O miscarriage, impotency, sterilization, sub-fertility [ [
or infertility?
b) juggiGg?/Mental disorder? O 0O
C) MINPMUEMYAYSIURIN?/Teeth o O Sunzmiga (hnuamestigmigingis?/For o O
treatment or gum tissue? miscarriage, was it due to an accident?
d) wasajgsansyrymstg)sgiz/ O 0O |3 démemas:deisgumudansiaoygagississ O O
Self-inflicted injury or drug addiction? the surgery for a cosmetic purpose?
e) wfimuma?/Sexually transmitted disease? o 0O |a mismas:TmemuigAtgan{ys?/ls the O 0O
surgery medically necessary?
5. Lﬁg ﬁﬁﬁﬁLL By YRRy awnsjnanm Wwe Sé—ﬂjﬁ 2:?/When did the patient first consult you, and what were the symptoms?

o

6. anfyyaivamassumumssnutinmitiw?/ How long has the patient’s illness or injury been likely to exist?

7. amamumssgumiiiSa) fime npmeukidysyases:iyssayis?/Has this patient ever received any medical examination or consultation
or treatment for this illness or injury before?
[ mb/ves [s/No

B. (i¥1S &} fim3ssma/SURGICAL INFORMATION

imsismima igisma/Surgery Date:
Surgical Procedure:

imsemarsiiigiumugemataywivsis?/Was the surgery performed through the same incision? [ tus/ves [ ts/No
iftus ﬁg‘durmﬁéu"]g]p‘imfsgl& siyeutiousiyisEantGin:a/If yes, please specify the size or measurement of the lesion(s) or tumor(s).

C. AawnsHimimu1Sid/ FOLLOW-UP CARE INFORMATION

thgnnisidamemitosisuaimssiuses?/ls the patient still under your care? [ tss/ives [ ts/No

&

iStes (fngjgsfSaumnvasmaysis)aisimuam?/If yes, when are you going to review the condition again?

issats ysummAmuUIgsUmMUmInNmau«/If no, please specify the date of treatment termination.

camsiigSistfiysyauhudoing?/What is the prognosis of this iliness or injury?

w

D. SHUAGANM YIHUAAFISMA/DOCTOR OR SURGEON

teun:/Name: mouusigs/Date:
teuegiaif/Contact No.: ngtun8um
EnitsSTo(gan/Email Signature and Stamp:
M wE1S/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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