O FEAE |54

CHINA LIFE
CERBESRFR-IEEINEF 7 CRITICAL ILLNESS CLAIM FORM - BRAIN DAMAGE

fREEIRES Policy No.

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

A. 5% AE 1} PARTICULARS OF PATIENT

1 5/ AR Name of Patient

2 FHE R MR Age and Sex

3  B{3:8/ EWBERES 1.D. Card / Passport No.

B. ERFREiY CLINICAL DETAILS

1 WAZEBERIRTIEHZE We can trace the medical record of patient back to

F Year A Month H Day
L | | | | L | |
2 BEREIRFE EHAEE 4 B H Date of the symptoms first appeared
£ Year A Month H Day
L 1 | | I} L | |

3 mABXRFRILLRIAE Z k52 HEA Date of first consultation for this condition or related illness
F Year A Month H Day

L 1 1 1 | L 1 |

4 FEFFRABEREZE 2 EARFNIRIE Please describe the symptoms and complaints at first consultation.

5 WASEHEMBEEN?NZ  FIRHZEE IR - Isthe patient referred by other [1= ves [ % No

physician? If yes, please give the name and address of the referring doctor.

6 FZER Diagnosis

7 {G#FFER2 When was the diagnosis made F Year B Month H Day
| IS I I E— | I I | S

C. B FZE#SR PROFESSIONAL COMMENT

1 B M ZISE MR FTA92%E Name of the brain surgery performed

AR A ER M FHTRYETTE AR

) F Year B Month H Day
Date of the brain surgery performed
S S E— S — | I E—
FBIR L F1l75¥1E Details of the brain surgery performed
hEASRE 0850 ROBRAA (RPEARKNBEZMRLZROERDA)
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{REESRES Policy No.

C. BTZEXEER (#&) PROFESSIONAL COMMENT (Continued)

2 ZESEIMIFRERERARRINMEFTEIETT? Is the brain surgery required as a result of any event of accident?

O 2 - ESMsE1B: Yes, details of the accident is:

O A2 - EBRETHIEEFMAIERER No, the underlying cause(s) leading to this brain surgery is/ are:

3 ZIEEHFNEEEZBMEE T ET? ARAFIER? Is general anaesthesia used during the brain surgery? What was the reason?

4 R AIREFERE KK ? What was the prognosis of the patient?

5 ME - BREEEHARRAE BRERHER BEAEOHRBRERLERE ZEZHIRESTE If so, please provide treatments,

investigation procedures, results, and/or any complications and follow up plan regarding the stroke)

D. EfthE& % OTHER MEDICAL HISTORY

1 RWABEAEBLUTIRAE/Z1E - Does the patient have any medical history or habit as indicated below?

E] 0% Asthma E] U\ % Cardiac problem E] 2R J% Diabetes Mellitus

[0 ZBAF3 Hepatitis B [] & m/ Hypertension [] &35 Ffi Previous operation
[ %22 Drugabuse [] &vE=21E Drinking [0 "®EZ1E Smoking

[ =r&tmes Family history of cancer [[] x#%#% < Unfavorable family history

[ W EES8% None [] Eftees® - 757788 Other disease, please specify

2 REAZSEREEBRLAERIEMBREEFRESBELBEEE ? 2% « 4GS - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H & Dates S AE/(ERRFERE BEuR/BRaE
¥59% Disease . N - .
F Year | B Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 FEIRMEE/RIEBERETE Please provide details of Drinking & Smoking habit.

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

1 1 1 B E—

£ H A= Daily consumption (Sz2/E3/48/ 1 piecel pack! bottle/ can)

E. XZ2E4E R KEHR ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

KANFELIER - AAFRHFE - EHARNARBNEIIREEZ 2 - WHEE 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.

FoBRENR BE

Name of Attending physician Qualification

ik A48 25

Address Contact No.

TYBERERBR/SAES ganteany ot | Il
Signature of Attending Physician [i;ﬁf

and Stamp of Hospital / Clinic
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