CHINA LIFE

BEE(E B ER-BBFAE CRITICAL ILLNESS CLAIM FORM — AUTISM
fREESRES Policy No.

G rEAE |55

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

A. B AE 1 PARTICULARS OF PATIENT

1 55 A3 Name of Patient

2 KB Age and Sex

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

B. ERFRE Y CLINICAL DETAILS

1 WAZEBERCIHTEIZE We can trace the medical record of patient back to
F Year A Month H Day

e S E—|

2 BHREIRFEEHPEE 4% BEE Date of the symptoms first appeared
F Year A Month H Day

e S A ) AN A— |

3 AW ABRBEIILTRAE 2 K2 HEB Date of first consultation for this condition or related illness
£ Year A Month H Day

1 1 1t 1 1 |

4 FEHMRIBEREZE ZERFNFRIE Please describe the symptoms and complaints at first consultation.

5 BAREHHEMBEEN?NZ  BRHZEBEZHZRIUIL - Is the patient referred by other [ 2 Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 52 Diagnosis

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

L | | |

H Day
I}

C. BT ZE%ER PROFESSIONAL COMMENT

1 WARBBRAUTZERENREFGERER EHROHEE - F5 - BENTERRENLRREELEIRTIER
Is the patient having severe emotional disturbance of childhood resulting in impairment in reciprocal social interaction and in communication,
language and social development?

() *t3IBENERFEQualitative impairment of social interaction

A TEZEFESTAHTEHLRBENRE - FESTAEECRRBIRESR  BERE  SREDREESRBENLR G2,
Marked impairment in the use of multiple types of non-verbal behavior such as eye to eye gaze, facial expression, body postures, and gestures to
requlate social interaction;
O=ves O= No

B. EZAIRBCEAKFEMRERAERRE, Failure to develop peer relationships appropriate to developmental level;
O=ves O= No

C. MZBHSHHERIASLZLHE - EEMSEAMEEN (AN - TRZRIR ~ FH e L RERAOSEY; Lack of spontaneous seeking to
share enjoyment, interests, or achievements with other people (e.g., by lack of showing, bringing, or pointing out objects of interest);
O=ves Oz No

D. MRZTHRSNEIBERIGEN M Lack of social or emotional reciprocity.

O=zves O= No
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fREEIRES Policy No.

C. B FZE#EER (%) PROFESSIONAL COMMENT (Continued)

(Il) FB3@RE N ERFE Qualitative impairment of communication
A BERENRZHBBEEE (RAAERBEMERER - MBRISENESILIFERFFE ) Delay in, or lack of, development of
spoken language (not accompanied by an attempt to compensate through alternative modes of communication such as gestures or mime);

O=zves 0= No
B. MAB EMFE=HE - (BERRARR S Bifih A\ SEECRREEFNAEITRREEAYBE T, In individuals with adequate speech, marked impairment in the
ability to initiate or sustain a conversation with others

Ozves Oz no
C. ZImMEBFEARKB DN IERENET ; & Stereotyped and repetitive use of language or idiosyncratic language; and

Ozves 0= No
D. REFZEHBKFEREENRE  RZAZ RN ABEEIERILRLERL Lack of varied, spontaneous make-believe play or social
imitative play appropriate to developmental level.

O= ves Oz No

(In) ¥ E B ZIRAY9T 4 - B K SE El Restrictive and stereotyped patterns of behavior, interests, and activities
A EHEFTENZIENERY - EBENRZARWEESE N HESRBERZIKES Al-encompassing preoccupation with one or
more restricted, repetitive, and stereotyped patterns of interest that is abnormal either in intensity or focus
O=zves O= No
B. RIMBE— LS EREENERITHIETL Apparently inflexible adherence to specific, non-functional routines or rituals
O=ves O= No
C. BEENMFEL—L/NEE (A : FRFI/LETHRALESHE - HEESEBEALE ) Stereotyped and repetitive motor
mannerisms (e.g., hand or finger flapping or twisting, or complex whole-body movements);
O=ves O= No
D. FHEURBEIEMREIEELD Persistent preoccupation with parts of objects

O=zves O= No

2 WARGEEEEITLUT A% Does the patient currently require the following treatment(s)? 12 - EIE 5% B 47 If so, please provide
start date:

A BARRREZEEABETSEZ D NER

The patient condition have continued without interruption for a period of
at least six (6) months after diagnosis, since

B. ERNEMETE  WRAFWER:
The patient has started treatment of psychosocial interventions, since F Year H Month
| L

C. BHHUE  WRHREKEE:
The patient has started treatment of special education, since 4 Year B Month
| L

£ Year B Month H Day

L 1 1 | | L 1 | L | |

H Day
]

H Day
]

D. TRAE WRHMAKAH:

The patient has started treatment of behavior therapy, since £F Year B Month H Day
| L ]

AP AERBER VB ETRNFIEARBBNHITRAE
Please list out all psychosocial inventions and/ or special education and/ or behavior therapy have carried out.

3 WAWNRBEEEEMEESGASENEIEREBRERRM ? IRE - FIRMHFFHE R Was the patient’s condition related to Asperger
Syndrome and/ or Atypical Autism? If so, please give details.
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fREEIRES Policy No.

C. B FZE#EER (#) PROFESSIONAL COMMENT (Continued)

4 FARMEAZBIRILRAEMKZAFIBERR - EXTEEFRAVERF ML -
Please give the name and address of all consultants, specialists or hospitals that had been attended by the Patient for this condition before.

S RARESERRART? What was the prognosis of the patient?

6 WA FRERHBEAEXAE BERHELER AREOHBERLIRE 2 B2 IRESTE If so, please provide treatments, investigation
procedures, results, and/or any complications and follow up plan regarding the stroke)

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

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

[0 ZEUHF3% Hepatitis B [C] &/ Hypertension ] & #2515 Previous operation
[0 &% Drug abuse [] &0&EB18 Drinking [] ®yZ2218 Smoking

[0 =zi&tRERE Family history of cancer ] 5%k Unfavorable family history

[0 MU B85 None D E % - 755708 Other disease, please specify

2 RARASRRERLMERIHMBESESERESBENBERAE ? MEE - BT - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H &A Dates 7% Disease AR/ RS Brua/BlRai
F Year | H Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 FRIRIHENE/IRIZEZIEF1E Please provide details of Drinking & Smoking habit.
Z 1B YA 8 Drinking/ Smoking start date since £ Year B Month
L

H Day
|

|

5 H F3 £ Daily consumption (z/E3/18 /1 piecel packl bottle/ can)

E. X324 E R RERR ATTENDING PHYSICIAN'S PARTICULARS AND DECLARATION

RAGEIERMR - BLAARTHANE - 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.

ERBENE HIE
Name of Attending physician Qualification
ik BB EE
Address Contact No.
ERBERERBR/UHEE - =2icer | Lk | B
Signature of Attending Physician and D t

ate

Stamp of Hospital / Clinic

HK-CL-ICLA30/202412-01 P.30f3



	1: 
	2: 
	fill_3_4: 
	comb_1_4: 
	comb_2_3: 
	comb_3_4: 
	comb_4_4: 
	comb_5_2: 
	comb_6_2: 
	comb_7_2: 
	comb_8_2: 
	comb_9_2: 
	fill_4_4: 
	fill_5_4: 
	toggle_2_5a: Off
	physician: 
	fill_7_4: 
	fill_8_4: 
	comb_10_2: 
	comb_11_2: 
	comb_12_2: 
	toggle_2_5a1: Off
	toggle_2_5a2: Off
	toggle_2_5a3: Off
	toggle_2_5a4: Off
	comb_4: 
	toggle_2_5a5: Off
	toggle_2_5a6: Off
	toggle_2_5a7: Off
	toggle_2_5a8: Off
	toggle_2_5a9: Off
	toggle_2_5a10: Off
	toggle_2_5a11: Off
	toggle_2_5a12: Off
	comb_1_4a1: 
	comb_2_3a1: 
	comb_3_4a1: 
	comb_4_4a2: 
	comb_5_2a2: 
	comb_6_2a2: 
	comb_7_2a3: 
	comb_8_2a3: 
	comb_9_2a3: 
	comb_7_2a4: 
	comb_8_2a4: 
	comb_9_2a4: 
	fill_1_5: 
	fill_2_4: 
	fill_3_5: 
	fill_5_5: 
	fill_6_3: 
	fill_6_3a1: 
	fill_5_5a1: 
	fill_6_3a10: 
	fill_6_3a2: 
	fill_5_5a2: 
	fill_6_3a11: 
	fill_6_3a3: 
	fill_5_5a3: 
	fill_6_3a12: 
	fill_6_3a4: 
	toggle_3_4: Off
	toggle_4_4: Off
	toggle_5_3: Off
	toggle_6_3: Off
	toggle_7_3: Off
	toggle_8_2: Off
	toggle_9_2: Off
	toggle_10_2: Off
	toggle_11_2: Off
	toggle_12_2: Off
	toggle_13_2: Off
	toggle_14_2: Off
	toggle_15: Off
	undefined_10: 
	fill_11_3: 
	fill_12_4: 
	fill_13_3: 
	fill_14_4: 
	fill_15_4: 
	fill_16_3: 
	comb_4_5: 
	comb_5_3: 
	comb_6_3: 
	fill_10_2: 
	fill_10_3: 
	fill_11_4: 
	fill_12_5: 
	fill_13_4: 
	fill_114: 
	fill_115: 
	fill_116: 


