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Non-Direct Billing Claim Form-Part A - Patlent Information
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For a claim to be valid, the following two parts (Part A and B) must be completed and submitted to FORTE INSURANCE (CAMBODIA) PLC. (hereinafter "Insurer") or MSH CHINA
ENTERPRISE SERVICES CO., LTD. (hereinafter "Service Center") which is the appointed Service Provider appointed by Insurer within 180 days after the date of service.

fifwIsgniis - Patient Information

tuesgamanfsia-Member 1D: igtegiftnfin-Date of Birth: {2 MM iy DD g Yy
teuns-Name: tas-Gender: [ wes Male [ 15 Female
fuma-Nationality: iesgagmantan/deagutts-ID/Passport No.:

tuegiasy-Tel: ani6s38j6 1§ SA-Email:

MWE1S-Address:

[ F (Lmnaummmﬁnmmmfw #n)-Ref. No. (As indicated on your insurance card):

tueugn SN UIk-Policy Number:

ﬁﬁm sgn [nsmsmmi'u'jsm-lm - Primary Insured Information

*aguiunignis: wdslganiamgngimsmetsaime - Please skip this section if Patient is the Primary Insured

touns-Name: igtegintniia-Date of Birth: te MM ig DD g Yy
tas-Gender: [ wes Male [ 15 Female iesgammantan/deagutts-ID/Passport No.:

teuegsRig-Tel: ans5S] (g S A-Email:

MU WE1S-Address:

1. nnnsum-usasum g - Describe Injury or lliness

mAISHw/esgmamigi-Diagnosis/Chief Complaint:

wonagamsanRiansma/marsmayssimuam? te iy g

When did you first notice the condition(s)/symptom(s)? MM DD YY
msnmmﬁnmsmn/mnmmmmnﬂ nyn/Please describe the condition(s)/symptom(s):
:n:s1mmnm:wmmnnssnLshnLsﬁuMnmnsasamsmn/:nnmmmam°7 te iy bl

When did you first seek a doctor's opinion regarding these condltlon(s)/symptom(s)? MM DD YY

(R AEAIMSMS WU AR UMmEis)a (il Medi+ {iyes? O wsimes s

Are you covered by other insurance policy besides Medi+? Yes No

(weistons ayuRiiansu§agsemuy-If yes, please provide the following details)

(UNSABUISMSINUsR-Insurance Company: tueu RN fISNNUIR-Policy No.:

2. iawnsgs1ajma - Payment Information

[J ant{mn-Cash

[ sevyisisGia-teun:gasg u-Cheque-Payee’s Name:

[ mstgsimnmumsims-Bank Transfer

teueannS-Account Number: tun:Ann§-Name on Account:

tuegiaipsatiaanns-Account Opener's telephone number: tnye SWIFT Code/ABA Code/IBA-SWIFT Code/ABA Code/IBA No.:
tun:ESIAMs Sana1-Name of Bank and Branch: M WEISESIMi-Bank Address:

“aguimast iunasTiigwuipuainaga AgoausiSanunaslidugamoanSon/d2agaitsivaiinagad

Please ensure the name on your invoice is the same as that on your ID/Passport.

sifwearsnid Aliaimnx Su{Av[gimuson:En Sukis)iuaigy BHSHnnSJLSﬁUnﬂa ﬁﬂUS[SﬁﬁﬂLﬁj Brusmi (IEUIsmSINtn Stnna snfin gunAs uEm
ﬂnH‘ISLﬂﬁSHg‘memtﬁjﬂnH mmaﬁmuﬁnﬁsumjuﬁlmemn 7§ﬁmNUS”IS[w[UmnE'IS mites) Uﬁmymmmuﬂum" U §;§ﬁ§ﬁJES'1r1t3USn§UﬁJ8 memn[’iﬂji
nﬁjiSSﬂJHnLUUﬂﬁSS’]ﬁHM (LUEUS[U&HS E‘d[}ﬂUa UHnif‘dl;S1nﬁUSniUE\JEMLHTUjiS’]HS’IiE\Jmﬁ[S 9 LUE\JSLU?iS"IHS’]iMMﬁ[S [(ni'LT]S%S’]n["]EUEMUSﬂﬁHﬁi
E[‘ISJ[NFI Sk‘anBlﬂSﬁ]S’lﬂUik‘lUHﬁ]BElﬂEULEUﬂnB SEUB}Q mﬁssmaﬁi[ni[m(ﬁLf\iﬂﬂ(ﬂ&iﬂj[wﬁlﬁﬁﬂﬂf\!SﬁﬂUék‘lBSWS’l“I GﬂUGBHLSTmS@ﬁ[SZ [ﬁimsmﬁ%ﬁfﬂ&ﬂs
LUEUSm[‘I snmsmnmmnwﬁqpmuw

The above answers are true and correct to the best of my knowledge and belief. | authorize any physician, medical institution, druggist, insurance
company, employer, labor union, or association to release information to the Service Center including copies of records, concerning advice, care or
treatment provided to me or my dependant as is required to properly pay all benefits, if any, due me, or my dependent for this claim. If this claim is
direct billed, | acknowledge that | am responsible for any fees that my insurance policy does not cover. A photocopy of this authorization shall be
considered as effective and valid as the original.

NFIURNURHAGIMSMSINGIR My NFIULNURHAIRIISIaRUSA
Primary Insured’s Signature Dependent’s Signature

unsenm MUUTEs [aHT)| MUUiGs
Full Name: Date: Full Name: Date:
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Non-Direct Billing Claim Form-Part B - Medic
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For a claim to be valid, the following two parts (Part A and B) must be completed and submitted to FORTE INSURANCE (CAMBODIA) PLC. (hereinafter
"Insurer") or MSH CHINA ENTERPRISE SERVICES CO., LTD. (hereinafter "Service Center") which is the appointed Service Provider appointed by Insurer
within 180 days after the date of service.
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3. fawIsusRAN - [gsdmmenwsgvaianpmuns
Medical Information-To be completed by the Treating Physician

cunsisguafia-Doctor's Name: tuegiasy-Phone No.:
tunsu§insj-Hospital's Name: M WE1S-Address:
umami tgi-Chief Complaint:

mifiSajnamw-Physical Examination:

msinagu§iticanms/fisaj-Lab Tests and Exams:

UgH Y Sifitanns-Lab Test Results:

a

wgnuiiSaj-Exam Results:

(nATSGw/Gnmisnsgan-Diagnosis/Impression:
s Rugasiminnme-Details of Treatment Provided:
fIB{IULN ‘i SH nLHnLLULmﬁJ-PIease state the name of drug(s) and dosage(s)

miapmes AmatigSu (vgaauiuny wistinssiasususansaumes)
Treatment is related to (Please check box(es) if related to the following items)

[ swvamn-Maternity [ msmAgiums-Immunization [ ifinpmes-Therapy
[ tmm-Dental [ msmagasisnanisy-Acupuncture [ tan-Vision
[] msiiSajegemn-Checkup [ 3449-Others
mesuitgssgastanay (te/ig/gl) mstinansiSiimssgania aly
Date of Service (MM/DD/YY) Description of Medical Procedure Fees

msfitmetenuns-Consultation Others

%-Drugs

mitfraaguSifitanns-Lab Test(s)

mifiSaj-Exam(s)

mimaguisnanjfy-Acupuncture

IRnpmeu-Therapy

[1{j%49-Others

fJju-Total

ngiua GEuaiannmu-Signature of Treating Physician mustgs-Date: fe MM ig DD Yy
teun: §% §18-Name and Title:

utfijgafiSajnanstRu{gimUsamys-Check list of documents to be submitted:

O aranssasyusgumaentonivagatd/deagutss (] snusasyiisimuwminn g
Photocopy of Patient's ID card/Passport Photocopy of Medical Records

[ spisasgaisvanuofiamsinim [ spusasguisugum (jpaisidoms)
Photocopy of Insurance Card Photocopy of Prescriptions (if any)

[ Snwuip/umsizaniie [ S2atomiiugsns (UM ifpnms;))
Original Invoice(s)/Receipt(s) Discharge Summary (for inpatient claims)

dils23%2




