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HOSPITALISATION & SURGICAL CLAIM FORM
ERRFMREHER

Download Now
Enjoy Speedy Claim Submission via eClaim in 3 simple steps BREFRETFAHEE I L EXEERS IEITFE;
1. Input claim details 1. @AREER -
2. Upload the scanned copies/photos of receipt 2. FEWETEEEA /AR y*:
3. Confirm e =
Claim Notes HEFEEIE |01 [y
1. This form is applicable to hospitalisation and day case surgery in hospital/clinic claims. 1. hEERERAREEREE / A2EEFHRE - Blue Cross HK App

2. You can find the Policy number and Insured number on Blue Cross Certificate of Insurance or Blue e s - ) con - . -
Cross Healthcare Car>c/i, you may also visit www.bluecross.com.hk/supercare to view account 2. BORETFRIRZBEPHEXE+FEH T LSEREBBRZRARSE - A0

information after logging in. A A www.bluecross.com.hk/supercare EF IR S &K}

3. Please print this claim form on A4 size paper and send it together with the original receipts to sy p S EREETE | A YARS B L [ L EE _
Medicaﬁ)Claims Department of Blue CrosstAF;ia»Pacific) Insuran%:e Limited (“The Cémpan ") vl?/ithin 3. f,%ﬁ;ﬁﬂm%?ﬁfﬁgﬁggﬁﬁ%'@rﬁ%ﬁmﬁ%‘léﬁ@gg@”ﬁ%%iﬁg
90 days from treatment date or discharge date. The Company’s Personal Information Collection PTACIIE ;( X)), R Ea S ( Pty JS),JEE’;’;EEE“A L N
Statement as accompanied with this form'is for your reference and retention, please do not return it EM CABEEABRER  RRETSERREZA  FRERREIRESD
along with your claim application. FBERE -

4. The Company is entitled to request for your provision of further information and documents or Sk B (1 B <2 2 St iE e - 5
completio% of other specific c[a?m forms. your p 4. AREERERE TRHESEN R NG FIETEMEARERE

Claim Instructions REPHFETR
1. Complete and sign this form and attach the original receipts issued by the doctor and/or hospital or 1. ERIPFEERREE - WM EABEER / =B 25 35 AUE IE AR R E MR
certified true copy of receipts issued by other insurers (if applicable). Each receipt MUST state the BRATRHNWEBZERA (NEA ) SRUEIBEANESBLUTIER :
following information: « BABZ = AEAH = BAESTE « WETERRAA
= Full name of patient = Date of treatment = Diagnosis = Breakdown of charges  BESERES = FilTEHE (WER)
= Doctor’s signature and official stamp = Name of surgery (if applicable) 2. BEAFHRBRZERRE  BIREHABUFERZEENEIBERARERRES
2. For confinement in the general ward of government hospital, please attach the original receipts N - BB KRATRFESZMHE
issued by the hospital together with a copy of discharge summary. If no diagnosis is provided by the RS (BN ; SME ) I

MER - FRAEMRRAS S BEASEAREE - ~
%nggzusz;ﬁm%%ﬁ% CMBERMUWIB 2 ZEEX  BEREEES
= Viske

doctor, the insured (patient) is required to supplement the exact diagnosis (e.g. Hypertension) on the
above mentioned documents ang confirm with a signatory.

3. Provide copy of claim settlement advice from other insurers, if applicable.

4. Original receipt will not be returned once submitted. Please tick the appropriate box if certified true
copy of receipt is required.

Part | B0 —To be completed by the Insured (Patient) FHZ{RA (R/A ) EE
( or his/her parent if the Insured is aged below 18 ERIRAZFHE 18 LT - FHEXRRER )

B w

To avoid del% in I_Pliﬁrocessing our claim due to incomplete information, please complete all the below information in English BLOCK letters.
S

AERER EEEEE T 2RERE - BUAXEREZ FIIREER -

Name of Policyholder/Employer Policy No. Staff No. (if applicable)
REFBEAMRS / BREEHE FREESRAS BRI ( Qﬁ)@ﬁﬁ )
Name of Employee in English (if applicable) Employee’s Insured No. (if applicable) HKID Card No.
BEZHEXHA ( ﬁﬂ?@ﬁ) BEZZRASN (WNER) EBS DRI
Name of Insured (Patient) in English Patient’s Insured No. (must be provided) HKID Card No.
RERA (WA ) ZEXHH RAZZRARE (DARR) EEBS DRI

D Original receipt will not be returned once submitted. Please puta "v " in this box for request of certified true copy of receipt for other insurance claims.

—ARERZWBIEAGARRE - IFRMWE Y ZBRIAPHEEMRRRIE  BRABAEL "v ., 5.

1. Admission/Day Case Surgery Date ABt/HfEFMTHEA (DDMMYY B/ B /%) Discharge Date LifzHEl (DD/MM/YY B/ B/ %)
2. Have you ever had any prior treatment(s) for this diagnosis or related conditions? B ~A&E & EE—2EisHERR N MmiESa%E ? OYes2 ONo&
Date(s) HE8 (DD/MM/YY B/ B/ 5) Name of Doctor(s) E8EHHZ Contact No. B4&E5E

3. Have you ever made any other insurance or compensation claim(s) resulting from this treatment? OYes @ [ No &
BRELLFTAEE  BTASLKPBEAMMRE / HBREE?
Are you going to make any other insurance or compensation claim(s) resulting from this treatment? O Yes @ O No &
AREIOAE  BTE2aREBREMRE / HEBIHKE?

If yes, please provide M1ZE1E it

(i) Name of Insurance Company fRI2AE) H1E (i) Policy No. {REESEHS
(iii) Type of Insurance Product fRI&ZEf#E7 (applicable to Insured under Caring Medical Protection Plus SRR T 22 OGS ) BERKTIHZZRA)
O Group Medical Insurance E5 88 & {Rb O Individual Medical Insurance {&A B8 {RE% O Others HAth
4. Was the treatment a result of an accident? IEZEEEREHRR—REIN5I1E? OYes@ ONo&
Date HES (DD/MM/YY H/ B/ %) Time R Place %4

Brief Description #£%8

Declaration and Authorisation AR IBE=

1. I/We have obtained all necessary authorisation from my/our dependents (if applicable) to supply their information to Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) or its
authorised ﬁepresein}ative if my/our dependents are parties to the claim request(s). I/We also unorerstand that the information requested in this form is required in order for the Company
to process these claims.

2. 1/\/\5)8 hereby authorise any hospital, physician, medical practitioner, medically related service provider, insurance company, person, party and/or authority that has any records or is
holding any information of the insured person or me/us to disclose to the Company or its authorised representative, any and aYI information with respect to the insured person’s or my/our
loss, disability, claim history, medical history, police statement made and the like for the purpose of assessing the ‘insured person’s or my/our claim request(s). A photocopy of this
authorisation ‘shall have the same effect as the original.

3. I/We hereby declare that all the above information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and belief. I/We have not
withheld any material information and acknowledge that failure to supply true and accurate answers to this re%vest or inform the Company of all material information may render the
Company unable to accept or process this request and all rights to recover under the Policy shall be forfeited. I/We understand that the issuance or completion of this application does
not constitute admission of liability or guarantee payment of the claim on behalf of the Company.

4. 1/We confirm having read and understood the Company's Personal Information Collection Statement as accompanied with this form.

5. I/we agree and understand that the cI;;jj_ms’ information (including but not Iigi}ted“to submitted medical records) may be disclosed to the Empl _chee In:

3 . = E

)
WER ) ME+TF (2X) H{Fﬁﬁﬂﬁﬂﬁ ("'ERE.)

1. Qﬂﬁ/\é%ﬁz%%%%@ AN éﬁﬁ 101 X V1S —tIIPR HIRRARRHABAER KA/ R
FIRER B AR A FTIE R SEERE Zli/\é%ﬁ?fé o N

2. $/\€ﬁﬂ’ SRS $A/ AP Z Efalsn 82k AL - BB D - RRAS . AAL #BE - -R/IAFES_ O
%%Zﬁi,ﬁ Q%}E@i\& ARRAIAA / HMZ AR BEPRE AR - WRREZEAR

RN 50 °

3. AN/ T EHR . Eitip S EZEIEFT A B RLR A ER A/ BEATEERRENEEER
R EHEE R NGRS AT A EBRRERR 2B - KA/ R
LIS ZULRRESR BRI RE R

4 BN B R DO R e

5. 8N/ & SRR R AR BRI E] ZRA -

Signature of Insured (Patient) ZRA (A ) EZE Date HE (DD/MM/YY B/ B/ &)

In the event of the patient aged below 18, this form should be signed by his/her parent. f4EBAZ FERE 18 EUT - ABFRERERERSE -

Blue Cross (Asia-Pacific) Insurance Limited 8422 (32K) RIEBRALE
www.bluecross.com.hk MCO035/07.2023



Part Il — To be completed by the attending physician/surgeon at the claimant's own expenses

& - BAEREE /IRBEER - IRERBREABTEE

Full Name of Patient (please fill in English BLOCK letters) SBAZE ( BUUFEIIERIER )

Date of Admission ABtHH (DD/MM/YYH /B /%) Date of Discharge HiFtHEl (DDMMNYYB /B /%)
Name of Hospital E&fz &8 :
Level of hospital ward BEAR A : O Private TAZK B O Semi-private *#FhZR = O Ward i8R O Clinical Surgery P332/l

1. Clinical History 3K32C 8%
a) When did the patient first consult you related to this illness/injury BAFLIEER / RE%E - EREOE FKZHBEH (DDMMYY B/ B/ F)

b) Symptom(s)/complaint(s) of the patient relating to this hospitalisation/treatment/investigation B AFILERERE / 6% / RERFT IR AOMERIAE KR E5F

) How long had the patient been experiencing these symptoms before the first consultation? BATEERKZHEBBUERZX ?
d) When did you refer the patient for hospitalisation? B FEMTRAABRMBE (DDMMWYY B/ B/ F)

2. Details of Hospitalisation {515
a) Final Diagnosis B1&HIF2ER :

b) Etiology of disease f&H : ©) Date of Operation FiTHE (DD/MMYY B/ R /&) :

d) Operation procedure(s) performed Fli&7E :

e) If the patient had consulted other physician(s) during this hospitalisation, please provide the following IR AR IR LR MEE K - BREMUTERN ©
Name of physician consulted B84 #72 : Reason [RA :

What treatment had the physician performed JAE##1% :

f) Had the patient taken any home leave during the hospitalisation? B AR HABBEHBRIM ? OYes®B ONogA
If yes, please state the date, time and reason for home leave 175 - F5ARMNERBAE - KA RREA

g) Please give a brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations, treatments,

complications and follow up plan) FRELRHRE ( QERBRRSEDENES /ER - BE - TERSHWEERER A% - HERERBZHE ):

h) Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/outpatient basis & IbRBAERETE H EEE / 2 PTETARE - BRREERRRE :

3. Professional Comment 2R

a) In your opinion, was the patient hospitalised as a result of recurrent episode or a chronic illness or related to a previous complaint/diagnosis. B TER - WMARREFTAER
BEER USRS BB EN R / ZEHR ? OYes® ONo&

If "yes", please provide date of the first episode and details. ZEEE®S "2, & - FRESRBFHARFE

b) Was the condition due to or associated with the following ? FiltiE R 2 & HH AL T RERE ? OYes@ ONo&
If “yes”, please tick the appropriate boxes EZ%%S "2, & FEBEEEEL v R
O Accidental bodily injury B5M 558515 O Pregnancy % O Congenital condition 5e R 5% / BE
O Self-inflicted injury BH&E O Infertility or sterilization FEABE O Developmental condition & R
O Abuse of drugs or alcohol & FREE¥) SLE#E O Contraception #% O Hereditary condition & &4 &
O Mental disorder #E#Z5#L O Treatment for cosmetic purpose =& EREE O General checkup —# 5881 E
O Refractive error EY6AIE O Vaccination & #iE

O Venereal disease , sexually transmitted disease or AIDS/HIV related illness 4% - @B ERNE LR / BAFRSABNER
O Others EAt :

4. Others EAth
a) If the patient was referred by another doctor, please provide the name and address of the referring doctor. 1B ABREMEEE N - FREENTEEABRMMIL

b) Are you the patient's usual physician? BT 2& LB ANIEEEE ? OYes® ONo&

| hereby certify that all information given above is accurate, true and complete and are given to the best of my knowledge.

FAGEWER - iAARA - LHPIRHMAAERIZERRS EERRFEZ2H -

Signature and official stamp of attending physician/surgeon X284 / SIMBRBELERERES Address and Telephone No. it % SEFE 556
Name of attending physician/surgeon and qualifications E# 84 / IMIBEUZRERE Date B8 (DD/MMYY B/ B/ %)

Note: Part Il of this claim form is drafted by the Hong Kong Medical Association and Medical Insurance Association of The Hong Kong Federation of Insurers, and
subsequently revised by Blue Cross (Asia-Pacific) Insurance Limited.

B AREPFRIA AT EREGREFERBEN BT BRERRHEREIRE - BEE+TF (DX ) REARATET -
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