15" Floor, Kumho Asiana Plaza
39 Le Duan, District 1, Ho Chi Minh City
Tel: (84-8) 38 125 125 - Fax: (84-8) 38 125 018

MEDICAL CLAIM FORM ,
DON YEU CAU BOI THUONG PIEU TR] Y TE

SECTION A: TO BE COMPLETED BY CLAIMANT (DO NGU'OQ1 YEU CAU BOI THUONG DIEN VAO)

Name of Patient: Policy No.:
Tén bénh nhan: Sé hop déng bao hiém:
Membership Card No.: Sex (Gidi tinh) Date of birth (Ngay sinh)
Sé thé bdo hiém: Male (Nam): O Tel:
Female (N&): O Email:
Were your injuries caused by an Accident? If as aresult of an illness- La K ét qu 4 cda mét bénh
Chan th wong c6 ph &i la do Tai N an? 1. What is your diagnosis? (Chan doan bénh cda ban la gi?)
No (Khong) o Yes (Bung) [OOSR
If Yes, please provide details below 2. When did the symptom first apprear?
Néu dung, vui long cung cap chi tiét tai nan dwdéi day Triéu chimg du tién xudt hién khi nao?

3. Have you been treated by other doctor(s) for similar or related illness
in the past? (Bénh nay da duoc chira trj trong qué khir hay chua?)

4. Name & Address of facility where treatment rendered for above
illness? (Tén va dja chi cda noi diéu trj bénh trwrdc day?)

Method of reimbursement (Hinh th dc thanh toan):

Bank Transferring (Chuy én Kho an): Cash (Tién mat):

1. Beneficiary (Nguoi thu hirdng):.....coceeeeeeieeieecceceeeceeee, 1. Beneficiary (Ngwoi thy htrdng):......oooviviii e,
2.Bank name (Tén ngan hang): .................ccoi s Passport/ID card No.(S6 CMND/ Hé chiéu):.....................
3. Bank branch (Chi nhanh ngan hér}g): T T Issued date (Ngay phat hanh): .............coeeeveiiiiieeiiiennns
4.VND Bank Account (Tai Khoan tien Viét Nam dong) Issued Place (Noi phat hanh): ..........ccooveveeiee e,

Expiry date (Ngay hét han): ...........ooooviiviiiiiii

a bk wn

I declare that the above statements and answers made by me are true and complete to the best of my knowledge.
T6i cam két rang cac théng tin ma téi da cung cap nhw trén la hoan toan dung s that.

| hereby authorize any employer, physician, hospital, insurance company or other organization or person who has any record or knowledge with reference
to the accident, or the health and medical history of the patient, to give such information to Liberty Insurance Limited. A photocopy of this authorization will
be as valid as the original. By signing below, | consent that the personal information collected or held by Liberty Insurance Limited (whether contained in
this form or otherwise obtained) may be used by or disclosed to any individual or organization within or outside of Vietnam for the purposes of insurance or
reinsurance related business mcludlng claims processing, mvestlgatlon account collection and litigation.

Do d6 toi cho phép bét ky ngusi st dung lao déng, bac sf, bénh vién, Cong ty bdo hiém, céc té chuic, ca nhan khac, nhing ai biét dén hodc c6 ghi nhén lai
tai nan, stic khée hodc bénh an cua bénh nhan cé thé cung cép cac thdng tin nhw vdy cho Cong ty Bo hiém Liberty. Ban sao cta sw cho phép nay ciing
c6 gia tri ngang ban gdc.T6i ky tén sau day déng y rang cac thong tin ca nhan duoc thu thap hodc ndm gii béi Cong ty Bao hiém Liberty (du duoc khai
bao trong mau don nay hay co duoc bang cach khac) sé duoc stk dung hodc tiét 16 cho bét ky ca nhan hodc t6 chic nao trong hodc ngoai nuoc Viét Nam
chi cho muc dich bgo hiém hodc cac vén dé lién quan tai bdo hiém bao gém gidi quyét béi thuong, diéu tra, sé sach ké toan va kién tung, tranh chap.

Date (Ngay) Signature of Claimant (Ch ky nguéi yéu cdu béi thuong)
SECTION B: TO BE COMPLETED BY PHYSICIAN OR SUPPLIER (THONG TIN BU’OC CUNG CAP BO1 BAC [)_
a. State briefly nature of iliness or injury (chief complain) b. Diagnosis or Nature of illness or injury
Nguyén nhan dén kham (Chuén doan cda bénh hodc thurong tat)
.................................................................................... l/
2
.................................................................................... R

c. Date of illness (first symptom), injury (accident) or pregnancy | d. Date of first consulted the patient for this condition
(LMP) (Triéu ching xuét hién khi ndo hodc ky kinh cudi néu la Ngay dau tién bénh nhan duwoc diéu trj cho bénh nay
thai phuy)

e. If Patient has had similar illness or injury, give date & Place? f. What type of treatment as given to the patient?
(Néu bénh nhan da diéu trj cho bénh twong tw, throng tét nay Hinh thiec diéu trj cho bénh nhan la gi?
trurée day thi vui [dng cung cdp ngay va noi diéu trj triéc day)

g. What was the period of the hospitalization? Thoi gian nam vién? Name & Signature with Practice Stamp of Attending Doctor
Tn h ~ k 7 e £ > B z ~
Admission date (ngay nhap vién):..........cccovviiiinevenennn. en, Chaky vei con dau cua Bac Si

Discharge date (Ngay XUAL VIN):..........vvieeeniee e Date (Ngay)




