
GIAÁY YEÂU CAÀU BOÀI THÖÔØNG BAÛO HIEÅM SÖÙC KHOÛE TOAØN DIEÄN
Claim Form

I. THOÂNG TIN NGÖÔØI ÑÖÔÏC BAÛO HIEÅM/ INSURED INFORMATION

Hoï vaø teân/ Insured: ..................................................................................................................................
Ngaøy sinh/ D.O.B: .........................Ñôn vò tham gia baûo hieåm/ Policy Holder: ..........................................
Soá GCNBH/ Policy No: ..............................................Loaïi theû/Type of card: ...........................................
Hieäu löïc baûo hieåm/ Period of insurance:...................................................................................................

II. THOÂNG TIN Y TEÁ/ MEDICAL INFORMATION

Ngaøy khaùm/ Date of consultation:............................................................................................................ 	
Tình traïng beänh taät/tai naïn/ Conditions of disease/accident:
................................................................................................................................................................

Nôi ñieàu trò/ Treated ................................................................................................................................
Hình thöùc ñieàu trò/ Type of treatment...........................................................................................................
Ngoaïi truù/ Out-patient                                  Thai saûn/ Pregnance 
Noäi truù (löu vieän qua ñeâm)/ In-patient (staying overnight in hospital) 
Töø ngaøy/ From................................................Ñeán ngaøy/ To.....................................

Chi tieát chi phí ñieàu trò/ Treatment expenses Chi phí thöïc teá/ Actual expenses

1.	Tieàn khaùm beänh/ Consultation
2.	Tieàn thuoác/ Medications
3.	Xeùt nghieäm, chaån ñoaùn hình aûnh/ Lab, Imaging 

4.	Tieàn phoøng/ Room and board

5.	Phaãu thuaät, thuû thuaät/ Procedure, Operation

6.	Chi phí khaùc/ Others

Toång coäng/ Total 

III. PHAÀN CAM KEÁT/ MEDICAL INFORMATION

- Hoï teân Ngöôøi Yeâu caàu boài thöôøng/ Name of claimant:.......................................................................
- Quan heä vôùi Ngöôøi ñöôïc baûo hieåm/ Relation To Insured:..................................................................
- Ñòa chæ lieân heä/Address:.........................................................Soá ÑT/Tel:...........................................

Hình thöùc nhaän tieàn boài thöôøng/ Type of payment: 

Tieàn maët taïi Baûo Vieät/ Cash at BAOVIET  Chuyeån khoaûn/ Bank Transfer 
Teân ngöôøi höôûng/ Name of beneficiary:........................................Soá TK/ Account No:.............................
Ngaân haøng/ Bank:.........................................................................Ñòa chæ/ Address...................................
.....................................................................................................................................................................



Truï sôû chính 35 Hai Baø Tröng, Quaän Hoaøn Kieám, Haø Noäi   I   Tel  (04) 3934 3125 / 3824 5935    I   Fax (04) 3825 7188   I   Email bvvn@ baoviet.com.vn

www.baoviet.com.vn/baohiem

Toâi xin cam keát raèng nhöõng thoâng tin treân ñaây laø chính xaùc vaø ñaày ñuû. Toâi cuõng ñoàng yù raèng vôùi Giaáy 
yeâu caàu boài thöôøng naøy Baûo Vieät vaø/ hoaëc ñaïi dieän cuûa hoï ñöôïc quyeàn tieáp caän vôùi beân thöù Ba ñeå thu 
thaäp thoâng tin neáu thaáy caàn thieát cho vieäc giaûi quyeát boài thöôøng khoâng giôùi haïn ôû caùc baùc syõ vaø ñang 
ñieàu trò cho Ngöôøi ñöôïc baûo hieåm. 

I declare that all information provided on this claim form is truthful and correct. I also understand that 
this declaration gives permission to Bao Viet and/or their appointed representatives to approach any 
third party for information required to complete their assessment of this claim including, but not limited 
to, my current and previous Medical Practitioners.

Nhöõng giaáy tôø keøm theo Hoà sô/ Document including:                 Ngaøy ..........thaùng .........naêm..........

Date ............................. (DD/MM/YY)
 Giaáy nhaäp - ra vieän/ Discharge Bill; 
 Ñôn thuoác/ Medical Prescription; 
 Phieáu xeùt nghieäm, X-quang/ Test Laboratory; X-ray result;
 Phieáu moå/ Operation Report (in case of surgery);	 						           

 Hoùa ñôn, bieân lai:.................... (caùi)/ Invoice; receipt:................... (sheet); 
 Bieân baûn tai naïn (TH tai naïn)/ Accident Report (in case of accident);				                     

 Giaáy chöùng töû (TH cheát)/ Death Declaration (in case of insured died); 				  

 Giaáy tôø khaùc/ Other documents: .......................				                       

Ngöôøi yeâu caàu boài thöôøng kyù

											           Signature of claimant


