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Ag 32'[1' Eé(,\g I hereby appomt the doctor of medlcme or the hospltal as my representatwe to ﬁle medlcal expense clalms for my injury (or smkness) In a case that the
above medical expenses are not covered under the Insurance Policy, I agree to pay all of the medical expenses directly to the doctor or the hospital immediately. I
authorize the doctor, the hospital or the other person who has attended or examined me to furnish any and all information with respect to any illness or injury, medical
history, consultation, prescriptions or treatment, and copies of all hospital or medical records to Insurance Company or its authorized representative. A photocopy of this
authorization shall be considered as effective and valid as the original.
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5 RIEDSE GRERIEND) Pre-existing conditions commencing before the policy went into effect, dental disease, sickness related to pregnancy, childbirth,
premature birth or miscarriage. However, the medical expenses of pre-existing conditions for sickness only, not for injury, dental disease, sickness related to pregnancy,

childbirth, premature birth or miscarriage shall be covered under a special clause. Routine regular physical examinations, vaccinations or immunizing injections
Medical expenses beyond 180 days from the date on which the accident occurred or medical consultation was first received for the disease
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|njury: Date of accident/Sickness: Date symptom first appeared Date(yyyy/mm/dd) inpatient Yes / No
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Sickness: Description of symptom / Injury: Description of accident/Part(s)of body
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Have you had any prior treatment(s) for the same condition? Yes / No If yes, when ? Date (yyyy/mm/dd)
RMMELFERIE  Attending Physician’s Statement PLEASE FILL OUT ALL QUESTION IN CAPITAL LETTERS.
. . ICD Code:
1. Diagnosis: oce
2. Date symptom first appeared: LOutpatient LiFome Visit
OlInpatient [OTelehealth

. Date of the first visit for this condition:

. Name of surgical operation if any:
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. Feature of dismemberment or continuous disability:

6. Any chronic disease or infirmity affecting present condition:

* Does the condition require subsequent treatment(s)?
* Was any treatment for this symptom carried out before?
If yes; give date & name of Dr/Hospital.
* Is this disease / sickness related to Dental, Pregnancy, Delivery or Miscarriage?
* Is there any continuous treatment for chronic disease?
* Is this a routine regular physical examination or vaccination?

Patient’s Name : Date (yyyy/mm/dd)
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Attending Physician's name : Signature :

Note : Please attach a photocopy of patient's Insurance Certificate or ID card with your invoice. 2023/04



