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Guidance for completing an Hospital Claim Form Part |

all dates in claim form are in the format of mm/dd/yy

please reply (e.g. “NIL” or “NA”) for the answers of non-applicable questions

please complete and sign for “Declaration and Authorization” on page 2 of claim form part|
the claim form part | should be fully completed. Missing of information may lengthen the claims
assessment process

please countersign with date for any amended information

Period of not staying in Family doctor or usual

hospital during attending clinic/ hospital
hospitalization
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Disease details in the past
(e.g. diagnosis, attending doctors /
hospital name & contact)




