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CHINA LIFE
REIWREZ{EEBFEZ LONG TERM SICK LEAVE CLAIM FORM
fREESRES Policy No.

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

A. 7% AE#) PARTICULARS OF PATIENT

1 AR Name of Patient

2 KR Age and Sex

3 B{p:8/ #EMEEEEE 1.D. Card / Passport No.

B. ERAE# CLINICAL DETAILS
1 RAZEERIROIEHZE We can trace the medical record of patient back to
£ Year A Month H Day

| L | L

L 1 1 1

2  BHRUEIRFE HHISE4E B EE Date of the symptoms first appeared
F Year A Month H Day
L | L

3 WABRFARILRE 2 K2 BE Date of first consultation for this condition or related illness
£ Year A Month H Day
| L | L

L 1 1 1 | |

|
4 FBEFEMFRIBEREZIEZEHAFIRI Please describe the symptoms and complaints at first consultation

5 WASTHEMBLEN ?MI @ BIRHEZEBE 2R KM - Is the patient referred by other [12 Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6  #2Ef Diagnosis

7  {O]B51EE2 When was the diagnosis made F Year B Month H Day

8 LURAXSWIEsHizEmaR - sBarliltEIh (S EEAYTSE: Bearing in mind the declared duties/occupation of this patient, please
indicate the impact of the accident / disablement:

O st EE @ 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 > F@TE Cannot perform all duties of his/ her own occupation
O FaestsFaEae T fEsiBEE Cannot perform any kind of work and duties
BRI TSR AR TERE JIAYRSR Please state period of incapable to perform some of his/her duties

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

B From F Year A Month H Day
Z To F Year A Month H Day

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)

FEABRER O8N BRHERAT (RPEARENEEIMRIZRHERAT) ||" " ||""|| ""l"l I||
HK-CL-ICLA12/202412-01 P.10f3 4012000401



{REESRES Policy No.

B. E&AE 1} (48) CLINICAL DETAILS (Continued)

9 FEHLSTERATESESIRRA Please state the cause of total disability

10 FﬁT%ﬁﬁﬁAaﬁH@Eﬁgzk/ BREERYZIZ ? Do you expect a fundamental or marked change of this present condition in the future?
= Yes & No

ME - FHEARMSAEEEFH TE ? If yes, how long do you expect the Insured will take to perform duties?

11 MURAXSHMIESHEEM - BARTRZABEWIE L EAES? Bearing in mind the declared duties/occupation of this patient, how long do you
expect the patient can resume working capability?

1 —@am within 1 Month

] —==m@am 1-3Months

O ==~@BR 36 Months
ANE2T_ERRA 6-12 Months

O] =%+=@3 >12Months

O X% Never

12 FBHLFEAMOERREBEZEMENTEAAELIEARNR 2 TR Please state in details on how the disability prevents the patient
from resuming his/her own work

13 FEARRERZEZAE HBEREHER BREOHBERLREZEZHIREFTE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis.

C. BT ZE%E R PROFESSIONAL COMMENT

1 =RRZEEREERER  EBEHMKRRARM ? NI - FIRIMAMZAHERIAEFE - Isthe diagnosis ]
arecurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.

#2a B 88 Date of diagnosisitreatments F Year A Month H Day

B (BRI SR/ E R4S R) Details(including diagnosis/ treatments/ investigations and results)

2vYes & No

2 WAZRERETIEMREA S EIEERIEEE? Is there any patient’s family history which would increase the risk of this illness?

HK-CL-ICLA12/202412-01 P.20f3




fREEIRES Policy No.

C. BN ZE %S R (%) PROFESSIONAL COMMENT (Continued)
3 7®1ETE The prognosis of the condition

4 REBEEANEREMREBRSBHER? IsitHIV related?

D. E{thEFE %S OTHER MEDICAL HISTORY
1 WABEBEBLUTHIE/ZE Does the patient have any medical history or habit as indicated below?

[ 5% Asthma [] W% Cardiac problem [[] # PR 4% Diabetes Melitus

D O BYFT 3% Hepatitis B D 1= [ /8% Hypertension 82 3% F 1l Previous operation
[] %22 prugabuse [C] &BE2342 Drinking [] ®(E2=218 Smoking

[0 zi&tsreaE Family history of cancer ] %1% Unfavorable family history

[ M LEESE% None D H A% - 55208 Other disease, please specify

2 ZRACGERBZLAEERNEMBRERRESBENERGE ? MIFE - Filis15 - Had the patient [0 2ves [N
previously been treated or hospitalized for the above disease or other major disease? If so, please give details. =

H &R Dates %75 Disease AR/ EREE Brnz/Eha
F Year | H Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 BIRHEUE/RIEZEEEE Please provide details of Drinking & Smoking habit.

{844 B Drinking/ Smoking start date since F Year B Month H Day
L | | L | |
S HFRE Daily consumption (z/E3/18/HE piecel pack/ bottle/ can)

E. F2EB4LE N KA ATTENDING PHYSICIAN'S PARTICULARS AND DECLARATION
RAGELLEERR - RAAAFRAATE - FHEBEAARENENIOREE 22 - WHEB S - | HEREBY DECLARE that all the information provided by me in this form is

true and correct to the best of my knowledge and belief.

EREENS AE
Name of Attending physician Qualification

ik W48 B

Address Contact No.

T BEEERER/BHES - e || Bl | By
Signature of Attending Physician and 5 ’

Stamp of Hospital / Clinic ate
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