CHINA LIFE

EEIG{EERFEFR-EE CRITICAL ILLNESS CLAIM FORM - CANCER
fREEIRES Policy No.

O IBAE |54

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

A. % AE ] PARTICULARS OF PATIENT

1 55 A3 Name of Patient

2 R BI Age and Sex

3 B{3:&/ #HR5EHS 1.D. Card / Passport No.

B. ERPRE Y} CLINICAL DETAILS

1 WAZEBER T EIZE We can trace the medical record of patient back to

£ Year A Month H Day
| IS I I E— | I | | I |
2  BRHIRFEE B RS 4 HEA Date of the symptoms first appeared
F Year B Month H Day
| I I I E— | | I | I |
3 AABERBERIILAIEE Z K52 B EB Date of first consultation for this condition or related illness
£ Year A Month H Day
| IS I I E— | I | | I |

4 FEHMFRIAEREZE ZEHRFNFRIE Please describe the symptoms and complaints at first consultation.

5 WMACSEGHEMEBLEEN ? NI @ FIRHZEBE 2B R - Is the patient referred by other [ 2 Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7  {IH5HEE2 When was the diagnosis made F Year A Month
L

S S I E—

H Day
I}

8 BIRMHEIEZRIESNHEA Please state the staging of cancer

9 EEERECFHEEEMAAMNMAMNREHEM? NI - FIRMFMER - Was there invasion of adjacent tissues? Is so, please provide
details. (12 ves OIE No

10 AERBEFEMREEZAE BEREGR AEIUHBERLKRE ZBZHIRERE) Brief treatment summary (including
treatments, investigation procedures, results, and/or any complications and follow up plan regarding the cancer)
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fREEIRES Policy No.

C. B FZE%EER PROFESSIONAL COMMENT

1 ERREESEEREZRE  EBEEMKFTARR? NS  BRUAHZIABE KA - Is the cancer a [0 =ves [ No
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =
328 BHA Date of diagnosis/treatments F Year B Month H Day

B (1R Sa%E/fE K45 R) Details(including diagnosis/ treatments/ investigations and results)

2 WAZREEBERIENMAA R LILFERIEE? Is there any patient’s family history which would increase the risk of this illness?

3 J®1ETER The prognosis of the condition

4 RZEEEANRRERIBRBAER IsitHIV related?

D. EfthE % OTHER MEDICAL HISTORY
1 WABEFBEBLUTHIE/ZE - Does the patient have any medical history or habit as indicated below?

[ =% Asthma [ ks cardiac problem [] #%R 7% Diabetes Meliitus

[0 ZEAFk Hepatitis B [] =M Hypertension & $#%2 F1ii Previous operation
[ %2 Drugabuse [] & &&B& Drinking [] ®iE&B1&8 Smoking

[0 =Zw&t4sehE Family history of cancer ] %% Unfavorable family history

[0 BLEESSE75 None [[] Efthz=s - F5RBA Other disease, please specify

2 RRASHEEZLMERIEHMBREERESBLENBRIAGE ? M2F - BHEFE1E - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H #f Dates %75 Disease AE/(ERREE BEUR/BREE
£F Year | B Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 EIRHEUE/RIEZBEF1E Please provide details of Drinking & Smoking habit.

Z 1B YA 8 Drinking/ Smoking start date since £ Year A Month
L

H Day
IS I I |

2 H F3£ Daily consumption (z/E3/18/HE piecel pack/ bottle/ can)

E. ;25451 K2R ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RAGEIERMR - BiAARTHANE - LR AARENERNGRSZE 22 - WiEEHEA - | HEREBY DECLARE that all the information provided by me in this form is
true and correct to the best of my knowledge and belief.

TEBEHS BRE

Name of Attending physician Qualification
yiuchil BB ERE
Address Contact No.

FCBERERER/ZHES % Year | B Month | H Day

B3

Signature of Attending Physician and
Date

Stamp of Hospital / Clinic
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