
4. 付款指示 Payment Instruction

1. 保單持有人資料 Particulars of Policyholder

2. 受保人資料 Particulars of Insured Person

3. 索償人 / 遺產管理人 / 遺囑執行人資料 (適用於已身故的受保人同時為保單持有人) 
 Particulars of Claimant / Administrator/ Executor (Applicable to the Insured Person and the Policyholder are the same deceased)

Hospitalization/Medical Expense
Claim Form
住 院 / 醫 療 費 用 索 償 表 格

16/F, 348 Kwun Tong Road,
Kwun Tong, Kowloon, Hong Kong

Tel: 2560 1990   Fax: 2884 9752
www.cigna.com.hk

請經 MyCigna HK 手機應用程式遞交索償申請或郵寄相關文件至信諾賠償部。
Please submit your claim via MyCigna HK App or by mailing relevant documents to Cigna Claims Department.

保險產品熱線 INSURANCE PRODUCT HOTLINES:

•「信諾尊尚醫療保」 Cigna HealthFirst Elite ：(852) 8100 3269 
•「信諾尊尚360醫療保」 Cigna HealthFirst Elite 360 ：(852) 8107 0600
•「信諾自願醫保系列」 Cigna VHIS Series ：(852) 8100 1480
•「信諾醫療保」 Cigna HealthFirst ：(852) 8100 3209
   (適用於「信諾基礎醫療保」，「信諾自選醫療保」或「信諾國泰優越醫療保」) 
   (Applicable to Core, Choice and Cathay Premier)

PART I – TO BE COMPLETED BY INSURED PERSON / POLICYHOLDER / CLAIMANT / ADMINISTRATOR / EXECUTOR
第一部份 – 由受保人 / 保單持有人 / 索償人 / 遺產管理人 / 遺囑執行人填寫

BROKER / FINANCIAL CONSULTANT INFORMATION (APPLICABLE TO THE CLAIM WAS SUBMITTED BY BROKER / FINANCIAL CONSULTANT, 
NO NEED TO COMPLETE IF SUBMITTED BY POLICYHOLDER / INSURED PERSON)

保險代理人名稱
Insurance Broker Name

經紀名稱
Financial Consultant Name

經紀編號
Financial Consultant Code

聯絡電話號碼
Contact Phone No.

代理人 / 經紀資料 (適用於由保險代理 / 經紀遞交之索償申請，如由保單持有人 / 受保人遞交，並不需要填寫)

若未有指定上述付款指示，保障金額將以港幣支付。
Benefits will be made in Hong Kong dollars if payment instruction is not specified above.

如未能提供銀行戶口證明，賠償將以支票付款，支票將郵寄至保單持有人之通訊地址。
Claim payment by cheque if unable to provide bank account proof. The check will be mailed to the policyholder's mailing address.

本人/我們明白保單的任何保障金額以港幣支付。因此，本人/我們明白容許選擇以保單承保表內所列的貨幣「保單貨幣」作為收取任何此等保障金額的貨幣僅為信諾環球根據其絕對的酌情權所提供。本人/我們
明白及同意如果本人/我們選擇以保單貨幣收取任何保單下的保障金額，任何貨幣兌換的差額均由本人/我們承擔，而採用的匯率乃信諾環球不時參考現行市場的匯率而釐定。
I/We understand that any benefits payable under the Policy are paid in Hong Kong dollars. Accordingly, I/We understand that the provision of the option to receive any such benefits in the currency specified in 
the Policy Schedule (”Policy Currency”) is offered by Cigna Healthcare at its sole discretion. I/We understand and agree that if I/We select to receive payment of any benefits payable under the Policy in the 
Policy Currency, I/We shall bear any resulting from the currency exchange, and the exchange rate used is determined by Cigna Healthcare with reference to prevailing market exchange rates from time to time.

#

#

銀行戶口持有人姓名
Name of account holder

銀行編號例子：滙豐銀行：004；中國銀行：012，詳情請向有關銀行查詢。Example of bank no.: HSBC: 004; Bank of China: 012, please check with relevant bank for details.

銀行名稱
Name of the Bank

銀行編號 Bank No. 分行編號 Branch No. 帳戶號碼 Account No.

銀行轉賬至本保單內已成功設立自動轉賬之戶口，此選項只適用於銀行戶口持有人及保單持有人為同一人
Direct transfer to the bank account that has been set as Direct Debit Authorisation Account of this policy, this option only applicable to bank account holder is the policyholder.

銀行轉賬至保單持有人其他港幣戶口。請提供戶口資料證明影印本，如列有銀行戶口持有人姓名戶口號碼之銀行存摺、銀行結單或提款卡
Direct transfer to another HKD account of the policyholder. Please provide an account proof copy, such as bank book, bank statement or ATM card copy showing name of
account holder and the account number.

港幣 Hong Kong dollars 保單貨幣 (港幣保單除外)# Policy Currency (other than Hong Kong dollars)#

所有索償通知將會經 MyCigna HK 手機應用程式通知或郵寄至閣下在本公司記錄之通訊地址。
All claim communications will be informed through MyCigna HK App or mailed to your correspondence address as per our company record.

姓名
Name

英文
English

中文
Chinese

性別
Gender

身份證明文件號碼
Identity Document No.

聯絡電話號碼
Contact Phone No.

出生日期
Date of Birth

(日/月/年)
(DD/MM/YYYY)

年齡
Age

電郵地址
Email Address

姓名
Name

英文
English

中文
Chinese

保單編號
Policy No.

姓名
Name

英文
English

中文
Chinese

身份證明文件號碼
Identity Document No.

聯絡電話號碼
Contact Phone No.

通訊地址
Correspondence Address

與保單持有人關係
Relationship with Policyholder

電郵地址
Email Address
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就是次病況而言，何時出現首次徵狀？
For this episode, since when have these symptoms first appeared?

徵狀
Sign and symptoms

6. 疾病詳情 (如適用) Illness Details (If Applicable)

日 DD 月 MM 年 YYYY

7. 其他資料 Other Information

8. 索償文件清單 Claim Documents Checklist

有關是次疾病或意外，您是否有申請其他保險賠償？
Are you making insurance claim with other insurance 
company as a result of this illness or accident?

否
No

是，請提供右方所需資料
Yes, please provide information on the right

否
No

有，請填寫下列所需資料，並提供其他保險公司之賠償結算通知書副本及醫療費用收據之核實副本。
Yes, please state below information, also provide a copy of settlement breakdown from other insurance 
company(ies) and certified true copy of original receipts.

索償次序
Claim Sequence

我已向其他保險公司申請索償，現在希望向信諾香港索賠餘額部份
I have already claimed with other insurers and now I’m claiming the remaining balance with Cigna Hong Kong

由保單持有人 / 受保人填寫之住院 / 醫療費用索償表格第一部份
Hospitalization / Medical Expense Claim Form Part I 
completed by Policyholder / Insured Person

由主診醫生填寫之住院 / 醫療費用索償表格第二部份 - 主診醫生報告
Hospitalization / Medical Expense Claim Form Part II
 - Attending Physician Statement completed by your attending doctor

醫療收據
Medical Receipt(s)

住院費用結單 / 帳單 / 治療項目分類收費單
Hospital Statement of Charges / Invoice / Bill with Breakdown of Charges

出院摘要或任何由醫生或醫院發出附有診斷証明之文件
Hospital Discharge Summary or any document(s) issued by 
doctor / hospital with diagnosis proof

化驗 / X-光 / 電腦掃瞄 / 磁力共振 / 病理檢驗報告副本
Copy of Laboratory / X-ray / CT scan / MRI / Pathological Report(s)

死亡證之核實副本
Certified true copy of 
Death Certificate

其他保險公司賠償通知書副本及醫療費用收據之核實副本 (如適用)
Copy of or Settlement Breakdown of other insurance 
companies with Certified True Copy of Original Receipts (If Applicable)

保單持有人及受保人之身份證副本
Identity card copy of the Policyholder and Insured Person

出世紙副本或受保人與保單持有人之關係證明 (適用於受保人18歲以下)
Copy of Birth Certificate of Insured Person or Relationship Proof between 
Insured Person and Policyholder (Applicable to Insured Person below 18)

警察報告 / 交通意外報告 / 口供紙 / 酒精測試報告影印本，如有
Copy of the Police Report / Traffic Accident Report / Police Statement / 
Alcohol Test Report, if any

醫生 / 醫院之轉介信副本
Copy of Referral Letter by Doctor / Hospital

遺產管理人 / 遺囑執行人之身份證明文件副本
Copy of Administrator / Executor ID

遺產管理書 / 遺囑認證之核實副本
 Certified true copy of Letters of Administration / Grant of Probate

其他
Others

我會先向信諾香港申請索償，若有餘額部份會再向其他保險公司索賠
I am submitting my claim to Cigna Hong Kong first and then to other insurer(s) if there is any remaining balance

意外發生日期
Date of Accident

意外發生之地點
Location of Accident

意外詳情 (請描述意外發生經過)
Details of Accident (Please briefly explain how it happened)

5. 意外詳情 (如適用) Accident Details (If Applicable)

意外是否報警
Has the accident been reported to the police?

警署地點
Police Station

註：請提供警察報告 / 交通意外報告 / 口供紙 / 酒精測試報告影印本
Remarks: Please attach copy of the Police Report / Traffic Accident Report / Police Oral Statement / Alcohol Test Report

時 HR 分 MIN日 DD 月 MM 年 YYYY 上午 A.M. 下午 P.M.

保險公司 / 機構名稱
Name of Insurance Company / Organization

保單 / 會員編號
Policy No. / Membership No.

保障類別
Type of Benefit

檔案編號
Case Ref. No.
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以下文件只適用於已身故的受保人同時為保單持有人
Documents below only applicable to Insured Person and Policyholder are the same deceased

診斷結果
Diagnosis

就是次病況的首次就診日期
For this episode, Date of First Consultation

醫生 / 醫院名稱及聯絡電話
Name and Telephone No. of Physician / Hospital

日 DD 月 MM 年 YYYY

過往曾診治同類病況之就診日期
Date of Consultation for similar condition in the past

醫生 / 醫院名稱及聯絡電話
Name and Telephone No. of Physician / Hospital

日 DD 月 MM 年 YYYY

慣常就診的醫生姓名及地址
Usual Physician Name and Address

除了此次病況，請提供其他病歷 (如適用)
Other than this episode, please provide other health history (If applicable)
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9. 信諾香港個人資料收集聲明 Personal Information Collection Statement of Cigna Hong Kong
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本人 (吾等) 謹此聲明及同意有關此保險索償申請之作答及陳述，不論載於此表格與否，及不論由本人 (吾等) 親筆書寫與否，據本人所知及所信，均屬完整及屬實無訛。
I (We) hereby declare and agree that all the answers and statements in this application for claim, whether or not contained in this form and whether or not written by my (our) own 
hand, are complete and true to the best of my (our) knowledge and belief.

本人 (吾等) 謹此授權，凡存有關於受保人任何記錄、醫療病歷或資料，或得悉此方面資料的任何持牌醫師、醫生、醫院、診所或者其他醫療或與醫療相關的設施、執法機
關、僱主、保險公司或其他組織、機構或個人，可向信諾環球保險有限公司「信諾香港」及其再保險公司提供有關資料，以處理及評估本保險索償申請及任何相關索償，
及期後服務 / 客戶滿意度調查。本授權書對本人 (吾等) / 保單持有人 / 受保人之繼承人、轉讓人、遺囑執行人及遺囑管理人均具有約束力。即使本人 (吾等) 死亡或無行為能
力，本授權仍具效力。此授權書的複本與正本同樣有效。
I (We) hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, enforcement bodies, employer, insurance company 
or other organization, institution or person, that has any records or knowledge of any records, medical history, or knowledge of the person insured to give to Cigna Worldwide General 
Insurance Company Limited ("Cigna Hong Kong") and its reinsurers any such information for the purpose of assessing and/or processing this application for claim and any related 
claims, and subsequent services/customer satisfaction survey. This authorization shall bind all my(our)/policyholder’s/the person insured’s successors, assignees, executors and 
administrators and shall remain valid notwithstanding my death or incapacity. A photographic copy of this authorization shall be as valid as the original.

本人 (吾等) 同意信諾環球可根據其個人資料收集聲明 (「聲明」)，使用及/或披露本人 (吾等) 之個人資料。本人 ( 吾等) 確認已閱讀及明白此聲明。
I (We) agree that Cigna Healthcare may use and/or disclose my (our) personal information in accordance with Personal Information Collection Statement of Cigna Hong Kong 
("Statement") and acknowledge that I (we) have read and understood the Statement.

10. 聲明及授權 Declaration & Authorization

受保人姓名 (請以正楷書寫)
Name of Insured Person (in block letters)

受保人簽署 (如十八歲或以上)
Signature of Insured Person (if aged 18 or above)

受保人身份證明文件號碼
Identity Document No. of Insured Person

日期
Date

保單持有人姓名 (請以正楷書寫)
Name of Policyholder (in block letters)

保單持有人簽署
Signature of Policyholder

保單持有人身份證明文件號碼
Identity Document No. of Policyholder

與受保人之關係
Relationship of Insured Person

日期
Date

身份證明文件號碼
Identity Document No.

索償人 / 遺產管理人 / 遺囑執行人簽署
Signature of Claimant / Administrator / Executor

日期
Date

與保單持有人之關係
Relationship of Policyholder

姓名 (請以正楷書寫)
Name (in block letters)

只適用於已身故的受保人同時為保單持有人
Only applicable to the Insured Person and Policyholder are the same deceased.
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醫院私家房
Hospital Private

醫院門診
Hospital Out Patient Department

醫院半私家房
Hospital Semi-Private

日間醫療中心
Day Case Procedure Center

醫院大房
Hospital Ward

醫療診所
Medical Clinic

醫院 / 醫療中心 / 醫療診所名稱
Name of Hospital / Procedure Center / Medical Clinic

性別
Gender

年齡
Age

PART II – ATTENDING PHYSICIAN STATEMENT (TO BE COMPLETED BY THE INSURED PERSON’S ATTENDING PHYSICIAN OF 
HOSPITALIZATION / DAY SURGERY AT THE INSURED PERSON’S COST)

第二部份 – 主診醫生報告 (此部份須由受保人的住院 / 日間手術之主診醫生填寫，而費用需由受保人負責)

1. 住院詳情 / 日間手術 Hospitalization / Day Surgery Details

病人姓名
Full name of Patient

身份證明文件號碼
Identity Document No.

醫院日症
Hospital Day Ward

其他 (請說明詳情)
Others (Please specify details)

入院 / 治療日期
Date of Admission / Treatment 日 DD 月 MM 年 YYYY

2. 診治詳情 Consultation Details

首次求診日期
Date of First consultation

首次求診時出現的徵狀
Signs and symptoms complained 
of at the First consultation

否
No

是，請提供下方所需資料
Yes, please provide information below

診斷性檢查之日期 (日/月/年)
Date of the Diagnostic Tests (D/M/Y)

診斷性檢查之名稱
Name of the Diagnostic Tests

診斷性檢查之原因及結果
Reason(s) for the Diagnostic Tests and Result(s)

請提供是次住院的原因
Please provide reason(s) for this hospitalization.

此次病症之治療 / 檢查是否可於日間中心或門診內進行？
Can this type of treatment / test be managed on daycare or out-patient basis?

日 DD 月 MM 年 YYYY

出院日期
Date of Discharge 日 DD 月 MM 年 YYYY

入住深切治療部日期 (如適用)
Confined in Intensive Care Unit (If Applicable)

由
From 日 DD 月 MM 年 YYYY

至
To 日 DD 月 MM 年 YYYY

病人在上述住院期間有否請假離院？
Any home leave taken by the patient 
during the said hospitalization period?

離院原因
Reason of home leave taken

住院 / 醫院 / 醫療中心 / 醫療診所類別或級別
Type or Class of Ward / Hospital / Medical Center / Medical Clinic

由
From

日 DD 月 MM 年 YYYY 至
To

日 DD 月 MM 年 YYYY

時 HR 分 MIN上午 A.M. 下午 P.M.

意外日期
Date of Accident 日 DD 月 MM 年 YYYY

意外時間 
Time of Accident 時 HR 分 MIN上午 A.M. 下午 P.M.

時 HR 分 MIN上午 A.M. 下午 P.M.

意外詳情 (如適用)
Accident Details (If Applicable)

首次求診前其徵狀已存在多久？
How long had the patient been experiencing these signs and symptoms BEFORE the first consultation?

或自從
Or since 日 DD 月 MM 年 YYYY日 Day(s) 月 Month(s) 年 Year(s)

否
No

否 No 有 Yes

有，請提供下方所需資料
Yes, please provide information below

就此次病症而言，病人之前有否就有關之情況向其他醫生求診？
For this episode, had the patient previously seen other physician(s) for these symptoms?

是次住院 / 診治所建議的診斷性檢查詳情 (如適用)
Details of the recommended diagnostic tests and the reason for the tests during this hospitalization / consultation (If Applicable)

求診日期
Consultation Date 日 DD 月 MM 年 YYYY

轉介日期
Date of Referral

醫生名稱及聯絡電話
Name and Telephone No. of Physician

醫生名稱及聯絡電話
Name and Telephone No. of Physician日 DD 月 MM 年 YYYY

Cigna Worldwide General Insurance Company Limited 信諾環球保險有限公司 7

註：請連同病理檢驗 / 內窺鏡 / 診斷性化驗 / 化驗報告 / 手術撮要等副本一併交回。
Remarks: Please attach copies of histopathology / endoscopic / diagnostic / laboratory test report / operation summary, etc.
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3. 最後診斷詳情 Final Diagnosis Details

最後診斷
Final Diagnosis

引起最後診斷的病因
What is / are the underlying cause(s) for final diagnosis?

飲用酒精飲料 / 毒品 / 濫用藥物
Alcohol / narcotics / drug abuse

自我傷害
Self-inflicted injury

分娩 / 妊娠                                  周
Childbirth / pregnancy             weeks

精神紊亂
Mental disorders

參與危險性運動 / 活動
Hazardous sport / activity

不育 / 絕育 / 終止妊娠
Infertility / sterilization / termination of pregnancy

後天免疫力缺乏症 / 與後天免疫力缺乏症相關的綜合症
AIDS / AIDS related complex disease

一般身體檢查 / 防疫注射
Body check / vaccination & immunization injections

其他 (請說明詳情)
Others (Please specify details)

牙科治療
Dental Care

先天 / 遺傳性情況
Congenital / inherited condition

美容或整形手術
Cosmetic or plastic surgery

視力矯正
Corrective aids or treatment 
of refractive errors

康復 / 療養
Rehabilitation / 
convalescence

否
No

是，請在適當的位置劃上剔號及提供詳情
Yes, please tick where it is appropriate and give details

手術詳情 (如適用)
Surgery Details (If applicable)

總結有關治療及檢驗結果
Summary of medical treatment given 
and tests performed with results

根據閣下所知，病人是否因以下之原因，直接或間接引致或加劇有關之受傷 / 病症：
To the best of your knowledge, was the patient’s injury / illness directly or indirectly 
due to or aggravated by the following:

詳述轉介原因
Details for the referral reason

轉介醫生 / 醫院名稱及聯絡電話
Name and Telephone No. of the referral Physician / Hospital

預計痊癒後的情況
The prognosis of the condition

有否復發的可能？
Any possibility of having a recurrence?

4. 病史詳情 Medical History Details

除了此次病症，病人有否其他病歷？
Other than this episode, do the patient have other medical history?

5. 醫生資料 Physician Particulars

主診醫生姓名
Name of Attending Physician

資歷
Qualification

醫院 / 診所名稱、地址及聯絡電話
Hospital Name / Clinic Name, Address and Telephone No.

除專業身份外，與病人是否有其他關係？
Are you related to the patient in any way other than the professional capacity?

就診日期 (日/月/年)
Consultation Date (D/M/Y)

診斷
Diagnosis

治療 / 住院詳情
Details of Treatment(s) / Hospitalization

醫生 / 醫院名稱
Name of Physician / Hospital

醫院 / 醫生簽署及蓋印
Signature & Hospital / Physician’s Chop

日期
Date

沒有
No

有，請提供下方所需資料
Yes, please provide information below

否
No

是，請在適當位置劃上剔號或提供詳情
Yes, please specify the relationship with patient

你有否轉介病人予其他醫生或醫院？
Did you refer the patient to another physician or hospital?

良好
Good

一般
Fair

其他 (請說明詳情)
Others (Please specify details)

否
No

有，請提供下方所需資料
Yes, please provide information below

手術名稱
Surgery Name

手術日期
Surgery Date 日 DD 月 MM 年 YYYY

外科醫生名稱
Surgeon Name

僱主 / 僱員
Employer / Employee 

直係親屬
Immediate family member

業務夥伴
Business partner

其他 (請說明詳情)
Others (Please specify details)
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