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CHINA LIFE INSURANCE (OVERSEAS) CO.,LTD.

MACAU BRANCH
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PERMANENT DISABILITY ATTENDING PHYSICIAN’S STATEMENT (WP /PB)

Note This statement should be fully completed and signed by Attending Physician. The expense must be paid by insured if necessary.
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Name of patient: 1.D.#: Age: Sex: Occupation:
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1. Date on which you first saw the patient for this illness or injury.
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2. What symptoms did the patient complain of at this first consultation?
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3a. According to the patient, how long had he/she been experiencing these symptoms or 3b. How long do you feel the symptoms had lasted ?
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4. Please state the cause of the permanent disability.
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5. Please state how the disability prevents he/she from resuming work in details.
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6. Please give details of all consultation and treatments given as far as your records go back.
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E Complamts & symptoms Diagnosis Type of treatments Given
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Duration of such Treatment
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7. What is the present condition of his / her disability ?
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8. Was the patient referred to you by another doctor ? If so, please indicate his/her name and address.
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9. (a) Names and Address of hospital admitted during this disability.
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(b) Period of hospitalization FROM e TO e
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(c) Name and Address of other physicians consulted during this disability.
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(d) Is further Hospitalization / Surgery necessary ? If so, please specify.

RPRE W R R 2 2T s

MM/E] YYI=




10. Results of investigation such as neurological examination, laboratory tests, X-ray, etc.
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11. Was injury / illness induced from or effected by any of the following which may contribute to the accident / illness and / or lengthen the period of disability ?
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(a) Physical defects / congenital anomaly (B) Y S ittt bbbttt bbbt [INo
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(b) Unfavorable past medical history [0 I 553U [INo
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(c) Degenerative changes (€)Y B ittt bbbt [INo
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(d) Alcohol or drugs (o) I 53PS [INo
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If any of the above is yes, please give details.
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12. (a) Please give the date the Insured was first absent from work.
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(b) If the disability was interrupted, please give date insures went back to work.
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13. If he/she is still totally disabled, how mush longer will such disability be expected to continue ?

PR (] R 4

14. To the best of your knowledge, how the patient ever been treated for the same / related conditions or for any other serious disorders ? If so, please state when and
the names of any other hospital(s) and /or doctor(s) attended.
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Dates Disease/Disorder Details of treatment(s)/hospital(s) Doctor’s/Hospital’s Name(s)
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I, the undersigned, hereby declare that |1 was the doctor in attendance during the last illness of who was
insured in China Life Insurance (Overseas) Company Limited Macau Branch under Policy No. and that the
foregoing answers are each and all true to the best of my knowledge and belief.
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Signed : Name of physician (w/ Hospital chop) :
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Qualification : Address :
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