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PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder / Claimant’s own expenses.)

A. 7R AEH] PARTICULARS OF PATIENT

RAKR R A2/ 1R / TRA B 1058 /IR IRES
Name of patient Agelsex of patient 1.D / Passport No. of patient
. i2/8E 1 CONSULTATION DETAILS
1 ESMEE4E HHP Date of Accident % Year 5 Month A Day B Hour 43 Minute TR
AM/PM
2a) AR - BRI £ Year A Month  H Day B Hour % Minute EF/TFF
Period of hospital confinement if hospitalized AM/PM
2(b) EEBTZFE Name of hospital
3 ZSEEIUEZFZ HEA Date of first F Year A Month H Day
consultation for this injury O £ Am O T pm

4(a) EHIMEEHELRIB Circumstances of accident

4b) B REZ{5ZIBAI Part of body injured

4c) =ISERIFNFEE Type and extent of injury

4d) BETREREZZAAE  HERERURZERMEERE ? MN7A - i51#§ - Is there any visible contusion, cut or wound on the exterior

body part at your first consultation? If yes, please describe in details. DZE ves [ & No

5 B =52 HHEA Date of last consultation F Year B Month

WA Z B1E1EN Status of recovery

H Day

6 FRIRMEFAIAAEFIBBIMERR - Fii - ¥IRAE - X X - 155I2ENf2 F 1 E) Please provide all treatments details (such as

hospitalization, surgery, physiotherapy, X-ray, special diagnostic procedures and investigation etc.)

£ Year | A Month | H Day SAfERE 1S Treatment details B4 R//BERHA Result/ Treatment duration

FEASRKRE O8N ROBRLRE (RPEARJANBEZMALZBRHBERLR)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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. #2/AE Y (#8) CONSULTATION DETAILS (Continued)

7 SRAMBRBINZE  AEESHMELIEE ? 4175 - ;5510 Any other physicians who treated O=v O =N
Insured for the same injury? If yes, please give details = 168 °
F Year | B Month | H Day B&LEPE 2 Name of physician(s) B 55 K M3t Telephone No. & Address(es)

8 “RAREEEAHATIERMA—EMERMREESE? MTHEM—IER"E” - F55FEAF#1E Was such injury induced from or affected by any of
the following which may contribute to and/or lengthen the period of disability? If any of the below is “yes”, please give details.

(@) mEefrpa / 55K R Physical defects / congenital anomaly O 2 Yes O & No
(b) BEER B EEER R 5282 Unfavourable past medical history O £ Yes O & No
(€) 3B{LiEEE Degenerative changes O 2 Yes O & No
(d)  Z24505745 By drugs or alcohol O £ Yes O & No

9 FAREEMEZRFZEERRER ?ME  FERFBERIRRAZETERAE O 2 Yes O & No
Was healing complicated? If yes, please state details & any special treatment given.

10 UBRAXREHNIEHEETR - BFRLEEIN S50 E A2 Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

O st @ TR Can perform any kind of work and duties

O Fecn=amsess >4 T Canot perform partial duties of his/ her own occupation
O Fesntsamss > E@TE Cannot perform all duties of his/ her own occupation
O Fees s FaEae T EsiBEE Cannot perform any kind of work and duties

AR EE B0 T EAE SIRYRSRT Please state period of incapable to perform some of his/her duties
B From F Year B Month H Day

= To F Year B Month H Day
AR EE R = ER T EAE SIRYRSRT Please state period of incapable to perform some of his/her duties

B From £ Year B Month H Day
| IS I I E— I I 1 1

= To £F Year B Month H Day
| IS I I E— I I 1 1

11 BERAZEZE LLRZEM0E LR &R 2 HE B 7% Bearing in mind patient’s occupation, how would the injury prevent the patient
from performing all the duties of his/her job?

HK-CL-ICLA03/202412-01 P.20f3
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B. #2;AE 18 (#8)CONSULTATION DETAILS (Continued)
12 BARGELEMEHMN L  BHFABRTRARAREREEILZIER - If an absence from work for more than two weeks is necessary, please

describe in details why you think the patient could not return to work earlier.

13 MRRBIMNEBZIRA KRS - BTG EEHSIRTNEERTIE R K X IEKIEE (BL%RTR) If the accident caused any permanent disability
to the patient, please assess the loss of body function permanently caused by the injury, expressed in percentage.

14 BAEBREEIER  SESEBLETERLGRFE ? Is the patient now/ Was the patient at the time of this accident suffering/suffered from any
iliness, disease or infirmity?

O ssBN [ % 265 Yes - Please provide details.
15 FPBEERERANEHER/EEB £F Year B Month H Day

Please state when the patient can resume duties or
the recovery date

C. 24 =1 K E5HH ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION
RAGELERR - AARRAANE - EMEARAREHNERGREE 280 - WHEE R - IHEREBY DECLARE thatall the information provided by me in this form is true
and correct to the best of my knowledge and belief.

PRENR BB

Name of Attending physician Qualification
BB ERE
ik Add
A ress Contact No.
F Year A Month H Day

TRBLEEERBR/ZRER

. . L HEA
Signature of Attending Physician and Date
Stamp of Hospital/Clinic
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