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HOSPITALIZATION & SURGICAL CLAIM FORM {F:[5¢ iz Fhliz (B R E5 7=
Applicable to both in-patient and out-patient surgical claims {¥:Fz2k 152 Tl =

(Internal Use Only [LAIFE AN S]HELET) Claim No. Z{E4R5E

Date Received 31l F 3

PART 1 - TO BE COMPLETED BY THE PATIENT 25 - g AER

Name of Employer / Policyholder g3/ [Eg4 4%

Policy No. {5455k

Name of Insured Employee / Member (€& /1% E 444

Certificate / Staff No. 2 {£s5HHE /i E 4755

Daytime Contact No. FI[S{l44HEE

Name of Patient j% A %44

I.D. Card No. 5 {73555

Occupation fZE Date of Birth 4= H #H

H D BM Y | Gender M5 Om5E OFZ

Relationship to the Insured Employee / Member S {28 S 1 2 2 Fillk 0O self A A

0O Spouse AiCf#

O child FZz [ Others HiAtf

1 Have you / the claimant had any prior treatment for this or related conditions I~/ Z & H55 ANA S % & A E— RN M2 65 2

ONOKE O YES#AE Name of Doctor 4= 442

Address Hi

Date(s) H #

2 Are you / the claimant making any other insurance claim as a result of this hospitalization / surgery ARHIL IR/ Filt - BT /R E B NG B a5 H A R 2

O NO& O YES7A  Name of Insurance Company {7\ & 4455

Policy No. {#EE57HE

3 Was the hospitalization / surgery a result of an accident [Ft2¢ {355,/ Tl BB A — 52240 (3 2

O NOF & O YESZ Accident Date Z4MH

Time B[S Place 315

Brief Description 4%

Note

1)  This form and relevant original medical receipts must be submitted to MIC within 30 days from
the date of discharge from hospital. Otherwise, the claim shall be declined for reimbursement.

2)  Claim payment will be subject to the terms and conditions set out in the corresponding Master
Policy.

3) Incomplete form or omission of required information may cause delay in processing.
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Declaration & Authorization

I/We hereby declare and agree that any personal information collected or held by Macau Insurance
Company Limited (“the Company”) (whether contained in this claim application or otherwise
obtained) is provided and may be held, used, and disclosed by the Company to
individuals/organizations associated with the Company or any selected third party (within or outside
of Macau, including reinsurance and claims investigation companies and industry
associations/federations) for the purposes of processing this application and providing subsequent
services, and data matching, and to communicate with me/us for such purposes. I/We understand
that I/we have the right to obtain access to and to request correction of any personal information held
by the Company concerning me/us (and my/our dependants, if any). 1/We also hereby irrevocably
authorize:

a) any organization, institution, or individual that has any record or knowledge of my/the
Insured(s)’s health and medical history or any treatment or advice and that has been or may
hereafter be consulted to disclose to the Company such information. This authorization shall
bind my/the Insured(s)'s successors and assigns and remain valid notwithstanding my/the
Insured(s)’s death or incapacity in so far as legally possible. A photocopy of this authorization
shall be as valid as the original.

b) the Company or any of its approved medical examiners or laboratories to perform the necessary
medical assessment and tests to underwrite and evaluate my/the Insured(s)’s health status in
relation to this application and any claim arising therefrom. These tests may include, but are not
limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders,
acquired immunodeficiency syndrome (AIDS), infection by any human immunodeficiency virus
(HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites.
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b)

=

Signature of Claimant (18 years of age & over)

ESCONIQUAY = 0Nl =

ZORERREHE

Signature of Insured Employee / Member

Date Signed
HFEHW

Avenida da Praia Grande, No.594, Edf. BCM, 11/F, Macau &[5 K i 594 SEAPIRGREsRITAE 11 1

MED 002

Tel : 8396 9534 Fax : 8396 9570  E-mail: health@mic.com.mo
WWW.mic.com.mo




PART 2 - TO BE COMPLETED BY THE SURGEON OR ATTENDING PHYSICIAN Z&5— fy F 28415

Name of Patient j5 A %44

Name of Hospital 53544 %

Admission Date A5z HHH DH M A Y & Discharged Date H4f5¢ H DH M A

v

la Please give chief complaint / diagnosis for this hospitalization {3:FeitHf £ Zik 2T

1b Describe the type of treatment / surgical procedure given to the patient 5 A FriZ (68 T-i

2 When were the symptoms first presented or when did the accident happen &2t H i ek = s g A= (1 R ?

3a When was the first consultation for this treatment / sickness JHIE; &% B Y & 20t B5HE (52

3b Has the patient received continuous treatment related to this sickness since then f§ A\ H:1% 7 75 5t [5]— =55

IR

4 If hospitalization was due to accident, please state how it happened (4P 5N [E{Xk% » sHRILEE 3458

5 Was the patient referred to you by another doctor 45 A & 745 4% Fi H At B8 A= # 1) 2

ONox  [OYess Doctor's Name &4 #: 44

Address Hirik

6a Have you treated the patient for this or related sickness before AT 75 3% 55 At [E— S BB RHE T /G2

ONo& O Yes &2 Details 1%

6b Was the condition a recurrent episode / a chronic disease? If YES, state the date of first attack %A 2 A48 HIFH B R SRR E 2 472" » 358 BN H i

ONo& O Yes &2 Details 1%

7 If the treatment is due to pregnancy, please give the date of conception fi&[Rl8 x5 [ &8 A08¢ > St Z 2 H ] DH MAH Y 4
8a Is the hospitalization / treatment medically necessary 3% {:kz / SERE BB NS 2

ONo& O Yes &2 Details 1%

8b For the average patient, what is the usual duration of hospitalization for this sickness sit—f& &= » LR T E(FIEZ /DK ?

8c Is it possible to provide this treatment on an outpatient basis 3% 24 1] PAFI2 T 2UEH 2

O No % O Yes 2 Details 1%

9 Did any complications arise during hospitalization J3 A 77 {3k EARS G 745 B Gk 2

O No % O Yes 2 Details 1%

Other remarks At iz}

Name of Attending Physician / Specialist (with qualifications) ¥ HF|8& 4k % (K& FE) Address il

Telephone ik

Signature of Attending Physician / Specialist 1 HEl8 4 %4 Date H ]




