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CHINA LIFE
RHERERBARE/IEIEEERBER
WAIVER OF PREMIUM / PAYOR BENEFIT / DISABILITY CLAIM FORM
fREEIRES Policy No.

E_EMY - TZBEREE HEZBLEEE  FIAERRARRA/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 fFH KB Age and Sex

3 B{nk/ £MRSEES 1.D. Card / Passport No.

B.7&FE & =2 HISTORY & DIAGNOSIS

% Year HMonth  H Day

1 WAZBEECHRTIENE We can trace the medical record of patient back to / /
2 BHREIRRE B ESME4 B EA Date of the accident occurred or symptoms first appeared / /
3 WABRARILREE 2 K32 B A Date of first consultation for this condition or related illness / /

4 BEEARPEREZZEZEARFIHRIE Please describe the symptoms and complaints at first consultation.

5 WACREHEMBEEN?MZE @ FiEEZBEZEZ R - Is the patient referred by other [ = Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 EXE2ETHH The date when the diagnosis was given F Year A Month H Day
L | | | | L I |
7 REDEISERREGHERIE The final diagnosis of the condition and its complications
8 RAFREIRZEE - FROI403 K A)I%R The academic qualification, qualified knowledge and training declared by the patient
9  JRAZIRE - BIKEEE The patient’s occupation, exact nature of occupational duties before disability
10 a) FHiREWABRKELIEBH F Year B Month H Day
Please give the date the patient first absent from work L1 1] [ ] ]
b) MEWETIEREN - FiRMMm AT KRE T FAYHER F Year B Month H Day
Please give the expected date the patient to resume work [ 1 1 | | | ]
PEASRKRE (80 BROBRLRE (RPEARZNBEEMA L ZBRHBERAR)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREEIRES Policy No.

B.JRFE K :Z kR (48) HISTORY & DIAGNOSIS (Continued)

11 a) AHNFEANTRERRZEZEMENTE2AEELERKR 2 TEREL Please state in details on how the diagnosis prevents the
patient from resuming work

b) WA DIEWSEHMAYEEZE Could he/she engage in any other occupation?
O Fa No [ a8 & Yes,fom  F Year 7 Month H Day
c) B%EIEEN LAYPR &I Limitation to occupation activities.

L1 1

12 BURATBWIESisEmam - At EId S2EE AT E: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

O sesoe =@ T rEsums can perform any kind of work and duties

O e s mmzexs > 5% T4 Cannot perform partial duties of his/ her own occupation
O Fesntsamexs > T @I 1E Cannot perform all duties of his/ her own occupation
O Feeste s Eamne T EsiisE Cannot perform any kind of work and duties

AR EE B0 T EAE SIBYRSRT Please state period of incapable to perform some of his/her duties

B9 From F Year A Month H Day
= To F Year A Month H Day
BRI A2 I T {EAEIAYIRE[E Please state period of incapable to perform some of his/her duties

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

13 FRFFIE R ERA T EAENIRE Please state the cause of total disability

14 BRAEHRMEEXILEREND BTRAEXBERIGERHESKX? Ifthe patient is still totally disabled, how long will such disability be expected
to continue ?

15 FARRIEZEZEE WMERHER - AREOHBERLREZEDZSIRESTE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis

C. WAIRMS 2 f2EHAT CURRENT HEALTH CONDITIONS OF THE PATIENT

1 SR Progress of recovery
[] 222 &1& Recovered [] E&F Improving [] ERiEE Static [] &Rk Retrogressed

=¥ Remarks :

HK-CL-ICLA13/202412-01 P.20f3



fREESRES Policy No.

C. MRS ZREARN (#48) CURRENT HEALTH CONDITIONS OF THE PATIENT (Continued)

2 BHE;EENER Current state of mobility
[] 7854 Ambulatory FEETEX ® Home confined [[] &M Ben confined [] "=t Retrogressed

=¥ Remarks :

3 RBEEETEREMG - WAEARZEHENT - ol&5 T5UEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

TR A5 F44E Transfer to get in bed and out of bed or chair Oa can O ka7 cannot
#78) Mobilty O =1 can O xa1 cannot
ZF1X Dressing O gl Can O ATl Cannot
YEiR RATHE Bathing & Washing O L Can O =371 cannot
#E Eating & can O ka7 cannot
YN Toileting [CJa can [ <=1 cannot
¥ Remarks :

D. EfthE#& 7% OTHER MEDICAL HISTORY

1 WABEBELUTRIE/ZEE - Does the patient have any medical history or habit as indicated below?

O 0% Asthma O /LB Cardiac problem O &R % Diabetes Mellitus
D BN 3% Hepatitis B D 1= [ /8% Hypertension D 2 1% %% F 17 Previous operation
D ESZE Drug abuse D BB 1E Drinking D RYEZZ1E Smoking
O =i&i4msE Famil history of cancer [ x5 unfavorable family history
[0 M EES27 None HAth#=5% - 555208 Other disease, please
specify

2 RRASEHEELMERIEMBREERESBERERAE ? NM2E - 554515 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H s o 2 Bs BE [ <7 33
H 48 Dates 7% Disease AR/ RS Birnz/Eha

F Year | H Month| H Day Details or treatment/hospitalization Name of Physician/Hospital

3 FRIRMHERH/IRIEER¥15 Please provide details of Drinking & Smoking habit.
Z 1B YA 8 Drinking/ Smoking start date since £ Year B Month
| L

H Day
|

| I E—

2 H FA £ Daily consumption (2/61/18 /%€ piecel pack/ bottle/ can)

E. 25451 KEAA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

AANELER - SAAFRHIFAE - ERARARMNEIISEE 2280 - WiRE ML - | HEREBY DECLARE that all the information provided by me in this form is
true and correct to the best of my knowledge and belief.

ToBRENR =17

Name of Attending Physician Qualification
itk B48 &S
Address Contact No.

fF Year | A Month | H Day

FBEREREBR/ZRER
Signature of Attending Physician and
Stamp of Hospital / Clinic

HER
Date
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