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FiltR{EEBFEE Surgical Claim Form
BEEER FRBEEEBRAM "V 1 R

Important note: Please put “v” for the appropriate box
£ 8B PART Il (HE2EBLIERE to be completed by attending Physician)
A. BAEHR Patient Information

Clear Whole Form

1. ¥ Name 2. B1pie / #EBRS%E ID Card / Passport Number | 3. 5% Age 4. 5l Sex

5. B TEERABERKZIMEL ? Are you the patient’s usual physician?
C & No O =ZEVYes (10 "2, HBERIROIEBWMER if “Yes”, medical records traceable from )

B DD A MM FYYYY

B. EEEER] Medical Information

1. HREERLIZEHE Symptom Onset Date 2. ERKzZ HHE First Consultation Date 3. JAfE Symptom(s)
I I I | I I I |
H DD B MM £ YYYY H DD B MM £ YYYY
4. a. 2 ETBEHA Diagnosis Date b. #2t Diagnosis
I I I |
H DD B MM F YYYY
c. MABRIEHH d. RMEENE (BRHEBE/ BRhaE )
Patient First Being Informed Date Informed by (please provide name of physician / hospital)
I | | |
H DD B MM £ YYYY

e. BRER /| BHZREREA ? BREFB

What was the underlying cause of the disease / accident? Please provide details

f. i BHA Date of Operation g. Fiilf5a18 Name of Procedure

B DD B MM & YYYY
h. it E Nature of Surgery

. BERFMEEEEME ? FRRMFF1E Was the surgery necessary? Please provide details

j. EEREEIIET RIS R MENER / Z2ETER ? BRHEFE

Was the Medical Operation as result of recurrent episode or a chronic iliness or related to previous complaint/diagnosis? Please provide details

k. EERSKUERAR ? BRHEFS

Was the disease caused by any congenital related? Please provide details

| EERABRREBNZARRENMRZRESHIV)RE ? BiRHEFE

Was the disease caused by any HIV related or infection by any Human Immunodeficiency Virus (HIV)? Please provide details
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5.

BAGEBFEHMER ? 08 - FRETHER -

Has the patient ever suffered or is suffering from any other illnesses? If yes, please provide details below.

a. KZsi R A b.
Consultation date or hospital admission date Diagnosis
I I I |
H DD B MM F£YYYY
c. BRKZHE d. BApEmEREE
Date of the first consultation for this condition Name of physician or hospital
I | I |
H DD B MM £ YYYY

e. FIEMAE (FRMFME2M - 2075 ) Treatments given (please state name of surgical procedure if it had been or will be performed)

Ffif BB Date of Operation g. %B83L{EE& = T8 Diagnostic tool

=

H DD A MM FYYYY

h. 7R3 ({EER%E R Results of any Histopathological study

WABERBLU LI LHARRER ? A - FRETHIER -

Has the patient previously suffered from the condition specified above or any related illnesses? If yes, please provide details below.

a. K2sER A b. 2Ef
Consultation date or hospital admission date Diagnosis
I I I |
H bD B MM FYYYY
c. BRXKZHE d. BAEpEmEREE
Date of the first consultation for this condition Name of physician or hospital
I | | |
H DD A MM FYYYY

e. FIERAE (FRMFMTE2M - 2078 ) Treatments given (please state name of surgical procedure if it had been or will be performed)

Ffif BB Date of Operation g. %B&3i{EE& =18 Diagnostic tool

=

H DD A MM FYYYY

h. 7R3 ({EER%E R Results of any Histopathological study

7.

BEiRREABRTEEA LMFil 2BEEREER Please provide past history of the surgery specified above or related disease

HHA Date B84 / BPx Physician / Hospital ~ #2Ff / BPFeithiit Clinic / Hospital Address EFE5SRAS Telephone Number
| | |
B DD B MM £ YYYY
| | | |
B DD BEMM  FEYYYY
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8. BIRHBABENERELIZER Please provide information of the past health history of the patient

HER Date B4 / BPx Physician / Hospital 2P / BBtk Clinic / Hospital Address EFE RS Telephone Number
| | I |
H DD B MM £ YYYY

(B RK72 First consultation)

B DD A MM FYYYY

B DD A MM FYYYY

O AN LREERE  ARRWRE  2ENER/ BREVERER / AFHEEEEX

Note : Please attach copies of histopathology report, endoscopic report, diagnostic / laboratory tests report and/or operating theatre summary

B4 E R Physician Information

Baus BY / BEEREE

Name of Physician Signature and Official Stamp of Physician / Hospital

BEREXEER 2P/ Bl 2t
Qualification and Specialty Address of Clinic / Hospital

IR H# (H/B/®)

Telephone Number Date (DD/MM/YYYY)

Page 3 of 3 CL/SCFORM/20230101

*PCL0090*




	fill_1: 
	fill_2: 
	fill_3: 
	fill_4: 
	fill_5: 
	Text1: 
	Text2: 
	Text3: 
	Group1: Off
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	undefined_1: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text27: 
	Text25: 
	Text26: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	undefined_14: 
	undefined_13: 
	undefined_15: 
	undefined_16: 
	undefined_18: 
	undefined_19: 
	undefined_20: 
	undefined_24: 
	undefined_25: 
	undefined_26: 
	undefined_27: 
	undefined_28: 
	undefined_29: 
	undefined_30: 
	undefined_31: 
	undefined_32: 
	undefined_33: 
	undefined_34: 
	undefined_35: 
	undefined_36: 
	undefined_37: 
	undefined_38: 
	fill_6: 
	fill_8: 
	fill_9: 
	fill_10: 
	undefined_60: 
	Button1: 
	undefined_10_1: 
	Text25_2: 
	Text26_2: 


