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អ្នក�ៅម�ៅរសំណង�តូវបំេពញ�ៅល់ចំណុចែដល�ៅក់ព័ន្ធេ�ៅក្នុងែផ្នកទី១ៃនែបបបទេនះឱ្យ�ៅនេពញេលញ នងិច�ៅស់�ៅស់ េហីយ�តូវ�្ជ ៅប់មក�ៅមួយនូវ�ៅល់ឯក�ៅរេពទ្យ ្រពម�ៅំងវកិ្កយប្រត ច�ៅប់េដីមែដល�ៅក់ព័ន្ធនងឹ
�ៅរ�ៅម�ៅរសំណងេនះមក្រកុមហ៊ុនេយីងខ្ញុ  ំក្នុងអំឡុងេពល៣០ៃថ្ង គិត�ៅប់ពីៃថ្ងេចញពីមន្ទរីេពទ្យ។ 
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. 

ែផ្នកទ១ី/PART 1: ពត័៌�ៅនលម្អតិអំពីស�ៅជកិ�ៅ�ៅ�� ៅប់រង/INSURED MEMBER’S DETAILS

�្ច ៅស់បណ្ណសន�ៅ�� ៅប់រង/Policyholder:

េលខបណ្ណសន�ៅ�� ៅប់រង/Policy No.: េលខទូរស័ព្ទ/Contact No.: 
េ�្ម ៅះអ្នកជំងឺ/Patient’s Name: េភទ/Gender:  ្របុស/Male  ្រសី/Female 

�ៅយុ/Age:   នេិ�ៅជិត/Employee   អ្នករស់េ�ៅក្នុងបន្ទុក/Dependant 

�ៅរេអឡិច�តូនិក/Email: ៃថ្ងចូលេធ្វី�ៅរ/Employment Date:  

A. ជំង/ឺILLNESS 
�ៅ�ៅរេ�ៅគ/Symptoms: 

B. េ្រ�ៅះ�្ន ៅក់/ACCIDENT
ែផ្នកៃន�ៅង�ៅយែដលរងរបួស/Injured Body Parts: 

�ៅលបរេិច្ឆទេ្រ�ៅះ�្ន ៅក់/Accident Date:  
ទកីែន្លងេកីតេហតុ/Accident Place: 

េ�៉ៅងេកីតេហតុ/Accident Time:  
សូមេរៀប�ៅប់អំពីមូលេហតុែដល�ៅំឱ្យេ្រ�ៅះ�្ន ៅក់េនះេកីតេឡីង។/Please describe how this accident happened: 

C. ពត័�៌ៅនបែន្ថម/ADDITIONAL INFORMATION
េ�្ម ៅះមន្ទរីេពទ្យនិង�ៅសយ�្ឋ ៅន/Hospital and Location: 

ៃថ្ងចូលេពទ្យ/Hospital Admission Date: ៃថ្ងេចញពីេពទ្យ/Hospital Discharge Date: 

មេធ�ៅ�ៅយទូ�ៅត់/Mode of Payment: 
 មូលប្ប�ៅនប័្រតេ�ៅ�្ច ៅស់បណ្ណសន�ៅ�� ៅប់រង/Cheque to the Policyholder  មូលប្ប�ៅនប័្រតេ�ៅមន្ទរីេពទ្យៃដគូហ្វតេត/Cheque to Forte’s Panel Hospital 
 មូលប្ប�ៅនប័្រតេ�ៅនេិ�ៅជិត/Cheque to the Employee         មូលប្ប�ៅនប័្រតេ�ៅអ្នកទទួលសិទ្ធិជំនួស/Cheque to an Authorized Person 
 េ�ៅយ�ៅរេផ្ទរ្រ�ៅក់�ៅមធ�ៅ�ៅរក្នុង្រសុក/By Local Bank Transfer 

● េ�្ម ៅះគណន/ីAccount Name:
● េលខគណន/ីAccount No.:  ● េ�្ម ៅះធ�ៅ�ៅរ/Bank Name:
(សូម�្ជ ៅប់អត្តស�� ៅណប័ណ្ណឬលិខតិឆ្លងែដនថតចម្លងរបស់នេិ�ៅជិតឬអ្នកទទួលសិទិ្ធជំនួសមក�ៅមួយ/ 
Please attach a copy of the national ID card or passport of the Employee or Authorized Person.) 

ទកឹ្រ�ៅក់�ៅម�ៅរសរុប/Total Claimed Amount: 

�ៅរផ្តល់សទិ្ធពិត័៌�ៅនេវជ្ជ�ៅ្រស្ត/MEDICAL INFORMATION AUTHORITY 
ខ្ញុផំ្តល់សិទ្ធជូិន�គូេពទ្យវះ�ៅត់ �គូេពទ្យព�ៅ�ៅល មន្ទរីេពទ្យឬគ្លីនកិែដល�ៅនព�ៅ�ៅលឬពិនតិ្យ�ៅល់ប�្ហ ៅរបស់ខ្ញុកំ្នុង�ៅរប�្ហ ៅញនូវ�ៅល់ព័ត៌�ៅន�ៅក់ទងនងឹជំងឺឬរបួស ្រពម�ៅមួយ 
ប�្ត ៅច�ៅប់ចម្លងៃនកំណត់េហតុេពទ្យឬេវជ្ជ�ៅ្រស្តនិង្របវតិ្តជំងឺជូន្រកុមហ៊ុន�ៅ�ៅ�� ៅប់រងហ្វតេត។ �ៅល់ច�ៅប់ចម្លងៃនឯក�ៅរ្របគល់សិទ្ធេិនះ�តូវ�ៅន�ៅត់ទុក�ៅ�ៅន្របសិទិ្ធ�ៅពនងិ�ៅច 
យក�ៅ�ៅរ�ៅនដូចច�ៅប់េដីមែដរ។ 
I 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. 

  ហត្ថេល�ៅស�ៅជិក�តូវ�ៅន�ៅ�ៅ�� ៅប់រង 
       Insured Member’s Signature: 

Full Name: Date: 
េ�្ម ៅះេពញ �ៅលបរេិច្ឆទ 

 ហត្ថេល�ៅ នងិ្រ�ៅ�្ច ៅស់បណ្ណសន�ៅ�� ៅប់រង 
  Policyholder’s Signature and Stamp: 

Full Name: Date: 
េ�្ម ៅះេពញ �ៅលបរេិច្ឆទ 
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ែផ្នកទ២ី/PART 2: េសចក្តបី�្ជ ៅក់អំពី�ៅរព�ៅ�ៅល / TREATMENT CERTIFICATION 
�តូវបំេពញេ�ៅយេវជ្ជបណ្ឌ តិព�ៅ�ៅល ឬេវជ្ជបណ្ឌ ិតវះ�ៅត់បុ៉េ�្ណ ៅះ / To be wholly completed by the attending doctor or surgeon 

េ�្ម ៅះអ្នកជំងឺ/Patient’s Name: 

 

េភទ/Gender:  ្របុស/Male

  ្រសី/Female 
�ៅយុ/Age: 

េលខទូរស័ព្ទ/Contact No.: 

 

 

A. េ�ៅគវនិចិ្ឆយ័ នងិពត័៌�ៅន�ៅក់ពន័្ធ/DIAGNOSIS AND RELATED INFORMATION 
 

េ�ៅគវនិិច្ឆ័យ/Diagnosis: 

េតីអ្នកជំងឺទទួល�ៅរព�ៅ�ៅលេ�ៅយស្រ�ៅកេពទ្យ  ឬមនិស្រ�ៅកេពទ្យ?/Was this patient treated as an Inpatient or Outpatient? 
  ស្រ�ៅកេពទ្យ/Inpatient   មិន�ៅនស្រ�ៅកេពទ្យេទ/Outpatient 

1. េតីស�ៅព�ៅងេលីេនះប�្ត ៅលមកពី/ Is the 
mentioned condition due to: 

ែមន េទ 
Yes No 

2. េតីេនះ�ៅផលវ�ិៅកៃន�ៅរ�ៅនគភ៌ ្របសូត រលូំត រលូត អសមត្ថ
�ៅពផ្លូវេភទ �ៅរេ្រកៀវឬ�ៅព�ៅរឬេទ?/Is it a complication 
arising from pregnancy, childbirth, abortion, 
miscarriage, impotency, sterilization, sub-fertility 
or infertility? 

ែមន េទ 
Yes No 

a) �ៅពខុស្រប្រកតីពីកំេណីត?/Congenital anomaly?     

b) វបិតិ្តផ្លូវចិត្ត?/Mental disorder?   

c) �ៅរព�ៅ�ៅលេធ្មញឬសម្ព័ន្ធរបស់�ៅ?/Teeth 
treatment or gum tissue? 

  ចំេ�ៅះ�ៅររលូត េតី�ៅប�្ត ៅលពីេ្រ�ៅះ�្ន ៅក់ឬេទ?/For 
miscarriage, was it due to an accident? 

  

d) េចត�ៅេធ្វីឱ្យខ្លួនឯងរបួសឬ�ៅរេញៀន�្ន ៅំ?/ 
Self-inflicted injury or drug addiction? 

  3. េតី�ៅរវះ�ៅត់េនះេធ្វីេឡីងក្នុងេ�ៅលបំណងែកសម្ផស្សែមនេទ?/Is 
the surgery for a cosmetic purpose? 

  

e) ជំងឺ�ៅមេ�ៅគ?/Sexually transmitted disease?   4. �ៅរវះ�ៅត់េនះ�ៅំ�ៅច់�ៅមែផ្នកេវជ្ជ�ៅ្រស្តឬេទ?/Is the 
surgery medically necessary? 

  

 
5. េតីអ្នកជំងឺពិេ្រ�ៅះដំបូង�ៅមួយេពទ្យេពល�ៅ េហីយ�ៅនអ�ៅរអ្វខី្លះ?/When did the patient first consult you, and what were the symptoms? 

 
6. េតីជំងឺឬរបួសរបស់�ៅត់ទនំង�ៅ�ៅនមកយូរបុ៉�្ណ ៅេហីយ?/ How long has the patient’s illness or injury been likely to exist? 

 
7. េតី�ៅត់�្ល ៅប់�ៅនទទួល�ៅរពិនិត្យ ពិេ្រ�ៅះ ព�ៅ�ៅលជំងឺឬរបួសេនះពីមុនមកឬេទ?/Has this patient ever received any medical examination or consultation 

or treatment for this illness or injury before?  
                                                                                                                                                                                           �្ល ៅប់/Yes    េទ/No 
 

 

B. ពត័៌�ៅនស្តពីី�ៅរវះ�ៅត់/SURGICAL INFORMATION 
 

វ�ិៅនៃន�ៅរវះ�ៅត់ 
Surgical Procedure: 

ៃថ្ងវះ�ៅត់/Surgery Date: 
 

 

េតី�ៅរវះ�ៅត់េនះេធ្វីេឡីង�ៅមមុខ�ៅត់ែតមួយែមនេទ?/Was the surgery performed through the same incision?                               ែមន/Yes    េទ/No
េបីែមន សូមប�្ជ ៅក់ទំហំឬ្របែវងៃន�្ន ៅមរបួសែដលវះឬៃនដំុ�ៅច់េ�ៅះ។/If yes, please specify the size or measurement of the lesion(s) or tumor(s). 
 
  

 

C.  ពត័៌�ៅនអំពី�ៅរ�ៅម�ៅនជំង/ឺ FOLLOW-UP CARE INFORMATION 
 

េតីអ្នកជំងឺេ�ៅស្ថិតេ្រ�ៅម�ៅរែថ�ៅំរបស់េពទ្យែមនេទ?/Is the patient still under your care?                                                                 ែមន/Yes    េទ/No 

េបីែមន េតីេពទ្យ�តូវពិនតិ្យស�ៅពរបស់�ៅត់ម្តងេទៀតេ�ៅេពល�ៅ?/If yes, when are you going to review the condition again?    

េបីអត់េទ សូមប�្ជ ៅក់�ៅលបរេិច្ឆទបញ្ចប់�ៅរព�ៅ�ៅល។/If no, please specify the date of treatment termination.   

េតី�ៅរវវិត្តិន៍ៃនជំងឺឬរបួស�៉ៅងេម៉ចែដរ?/What is the prognosis of this illness or injury? 
 

D. េវជ្ជបណ្ឌ ិតព�ៅ�ៅល ឬេវជ្ជបណ្ឌ ិតវះ�ៅត់/DOCTOR OR SURGEON 
 

េ�្ម ៅះ/Name: �ៅលបរេិច្ឆទ/Date:  

េលខទូរស័ព្ទ/Contact No.: 
 

ហត្ថេល�ៅនិង្រ�ៅ 
Signature and Stamp: �ៅរេអឡិច�តូនិក/Email: 

�ៅសយ�្ឋ ៅន/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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