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Wart/Benign Skin Lesion Surgery Claim - Supplementary Form
EF/RBUREREFIIRE - BINFRE

This form is applicable for both Individual Products (IFP) and Group, Life and Health (GLH) Products. ItZREERRAIERAER K
EREEEm -

Instruction {51~
. Please submit this form together with the related Claim Form. &Gt R ER ARV R ERIE—HIER -
Policyowner / Insured / Member shall first complete and sign Part 1 of this form before handing it to the
Attending Doctor for his completion of Part 2 of this form. fREFA A / SR / REELERIEEARAREN
F—E0, RBEEREMGTEZBEER ERENETLSD -
Please DO NOT leave any items blank. Otherwise, the claims cannot be processed. SRR/ HEREZE, &
R A SRR o o

Part 1 - Information and Declaration of the Policyowner / Insured / Member £—&5> - REFEAN / ZEAN / KE B
A& kB (To be Completed by the Policyowner / Insured / Member H{REFH A / ZEAN /FREER)

Declaration ZHH
1/We hereby declare and acknowledge that I/we fully understand the fees to be charged by the Attending Doctor

and/or the medical centre, hospital, or clinic for a wart / benign skin lesion surgery and related services may not
be covered by the relevant policy. Notwithstanding that I/we may not be able to recover the said fees to be charged
for the wart / benign skin lesion surgery and services, whether in full or in part, under the relevant policy, I/we
hereby confirm to receive and/or continue receiving the said treatment(s). 7 A/RMEEIBAREIEA /HFATE
ERFZBER/RBERDL B2 RER/REREFEF M AAEERBFEENER T —EEHMGRENIEEEE
A o BERA/BRFIRBAERMGE T FEM S5/ RY REFEF M ARSI B2 BB EE - BRA/RFSILR 2T K
/HABRIET AR o

Policy Number / Cert No. Date(s) of Treatment

REBRT/ ZIREBSHET JAREHER

Signature of Insured Name of Insured & I.D. No. of Insured Date (DD/MM/YYYY)
(if aged 18 or above)* SRIRABB RS MBS ¢ HEB(H/B/®F) :

RRARZ (WH)\ESHMULE) -

Signature of Name of Policyowner (IFP)/ Insured Date (DD/MM/YYYY)
Policyowner (IFP) / Insured Employee Employee (GLH) & I.D. No. of HEB(B/B/%F) :
(GLH) Policyowner (IFP) / Insured Employee

REFBEABABEER) / XREE[@E (GLH)

SEEEmM) B5 REFBEA (BABEER)/ ZRESE

eEEEMm) ﬁ%&%'ﬁ]naﬁl)ﬁ%

*For insured aged below 18, the policyowner's signature must be provided for a claim application. +/\FEUTZRAZRE
RN BRRERBAEE -

Please turn over s5&n%

C_ENQO2
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Part 2 - Patient’s (Insured / Member) Medical Conditions £—&4% - wA (BRA / KE) BEiLRL (To be

Completed by Attending Doctor EE 2B EIEE)

1. Type of wart (Please tick all that applied) PEfER! (FEHLRFTAEPBER ) :
[ 1 Common Warts S
[ ] Flat Warts @3xege
[ ] Filiform or Digitate Warts &&jR5E
[ 1 Genital Warts {2858
[ 1 Periungual Warts B E$E
[ ] Plantar Warts EJE5E
[ 1 Mosaic Warts $##zie
[ ] Other benign skin lesions, please specify Eftr B 7w - s55R0:

2. Please elaborate on the progression of symptoms since onset date, details of the severity, complication (if any) and how the
warts affected the insured’s daily activities or job duties ZEZE4HsREA B %% B R ERIY B EIB N « RIS BERR » fHyE
(B DLRFEAMal s 295 A0y H #TEBE TIEmE:

3. Body parts affected and the exact number of warts affected on each body part (no need to round up/ down), and the entire
treatment plan and schedule 2520 G M A E S B AL AVEAIRED R (BRI A A), DU A T SRR RS

4. Operation(s) done F1liA97E (if not specified in Claim Form IS FZIESE 185 EARH) |
[ 1CO2 laser —EALiRHY:
[ 1 Cryotherapy or cryosurgery 4 H G
[ 1 Electrocauterization or Electrodesiccation &4 or Ef&

[ 1 Surgical Curettage F-ig&i T
[ 1 Others, please specify HAth » &:HH:

5. Please provide the documents below to patient for claim submission 379 A SR LT SR DR A T
a) All consultation records from treatment center, related to this wart surgery 7L a8 U0 BliE R F T A @2 a0t
b) Operation record with details including operation duration, operating medication, body parts performed and numbers of
warts treated Fflifaisk - AT > FITEEY) - JGRHI G R AEEE
c) Pre- and post-surgery clinical photos signed by patlent subject to the sensitivity of the body parts where the treatment was
performed. FAFRIFIFAr&AVEERIBR WHEBEE S - BEFE R R AU AR SRS i B

d) Pathology report (if surgical curettage was done) 538 25 (i FH A F-flaSia i)
e) Itemized breakdown of charges with details of specific procedure performed, medication prescribed, laboratory test and any
other medical and/ or non- medical services rendered. EBSUCEEHALN - Gt BB A - IEREFNVEEY) ~ (LERIRE LA

BRI/ S E R IR IS YR A AR o
| hereby certify that all information given above is accurate and true to the best of my knowledge. & A4FUEEERR - FAARAFRSD - Lt
FiBE R R -

Name and Signature and chop of attending physician / Date HE (DD B /MM B / YYYY )
surgeon EZ B4 /IR BERREES

C_ENQO2



