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{% Px B3 {& 9 55 3 HOSPITALIZATION CLAIM FORM
{REFFA AR Name of Policyholder Z{RAEZ Name of Insured {REEHRSR Policy No.

SIRAZDE/ #Z8IRE5 1.D. / Passport No. of Insured

REEd 7+ AZ R INSURANCE INTERMEDIARY INFORMATION

IRBRE T AL Name of Insurance Intermediary

REEDP T A4RSE Insurance Intermediary Code Mt 48 &5 Contact No.

Z/AH IMPORTANT NOTE

FUIERIERARFR - FUERMINEEN  KRAREFBENREALAEEXNMUERZFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.
RBFRPAZ "ARAT ., & "ER/T ) ZRMEFPEASRR(EINKRIIBIRAT - The expressions “the Company” or
“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.
REBREBADVDERZRAREFBEANREAER  UERERE=TRNEREHRZEBKEREREZIER
ERARAF] - Part| of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date
of discharge with original receipts and discharge note.

MPFRABTN\ZEEL L REARGREFBEANVBERBERRREABFE  URERAG T\ - RPFERED
REFAARZRAZREHAEGEZEZEANERBAZE - IRRANREFSEAREEAEER  EEREBURNKER
KPFEREERT  WIRHRBGEIPREEERR - Ifthe insured is at or above age 18, the Insured and policyholder must complete and
sign this form by his or her good self. If the insured is under age 18, this form should be completed and signed by policyholder and the insured's
parent/ legal guardian. In the event that the Insured/ policyholder is physically incapacitated and prevented from signing, this form may be
completed and signed by an immediate family member with relevant relationship proof and physician's statement provided.
EXRANREFBNREAUBESNEE - WREH—URBATURR - REAZBAENRSARERERRER
ARRZENERARFEREZZEANSH ZH - If the Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a
witness. The personal particulars of the witness will only be used for the purpose of processing this claim and verifying and confirming the
identity of the signatory of this form.

SRANFREFBNREBAZEZZNWEBEARNT 24 #4EE - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

RPN ASERITER SRR RBFRLARFTAASISUE] - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute receipt by the Company.

MEHUEN @ FE B NREP T ABESRNER LT E PR EAR(852) 39995519 B3 ° IHEZMRBKAEXGH
TEBBETEEFE 313 SR A S KE 24 F1& - If you have any queries, please feel free to contact your insurance intermediary
or our Customer Service Hotline at (852) 3999 5519 for details. Completed form(s) and required document(s) should be sent to China Life
Insurance (Overseas) Co. Ltd., 24/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong.

AR EEBREMILPRR  WESFEBRFTEARTIERNBFR - BEARLRTMIE www.chinalife.com.hk 2EE
K NE &R - The Company has the right to update this form from time to time and to accept or to reject the form if the Company's
requirements are not fulfilled. Please visit our website www.chinalife.com.hk to view and download the latest version of the form.

WP R IRAB T AREH AT ZE - BRI SCRSZE - If there is any discrepancy or inconsistency between the English version
and the Chinese version of this form, the Chinese version shall prevail.

|
PEABRI (59 ROFRAT (RA8ARAAMER 2 2 B HERLD) UL LI
4012000702

China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability)
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{REEARSE Policy No.

E—HMD - REEN @HSRA/GESAA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{FAE R PARTICULARS OF INSURED

1 SIRAEH KR Age and Sex of Insured B4R EEEE Contact Phone No:

B. —AZE il GENERAL INFORMATION

1 EEREHERI Benefit(s) to claim [0 #BRE% Hospital Benefit [0 B A& Hospital Income
2 R{EPFEHA Type of claim 0 &%= NewClaim OO0 ®=E=E Further Claim
[0 #2EE Pending Claim [0 =itt/&# Review/ Appeal

3 BFMEaEE—SHIREQEMFRBATIRE ? IR - FRUZFREBAS BB RIRER -
Did/Will you make a claim against any other insurance company for the same incident? If yes, please [ £ Yes O =no
indicate the name of insurance company and policy no.

R /AS]) B/ Name of Insurance Company {REESRES Policy No.
4 ZEEPFEEOUIENZERIZE Request return of certified true copy receipt(s) O 2ves O &no

5 ERARBBUNEECESR—EME FSIRMAMLREE) Position and duties of Insured’s present occupation (if more than one,
please state all)

6 REAQTITEEZE Kt Name and address of Insured’s business or employer

C. E=5MERR FOR HOSPITALIZATION DUE TO ACCIDENT

1 EIMEERHIRIER Date and time of the F Year B Month A Day B Hour 43 Minute IR
accident AM/PM

2 EIMEEEMEL R ARIB Location and details of the accident

3 EEILENRETMAKRZEER Please describe the part(s) of body injured and the extent of injury in details

4 BTEERE?UNE - FIRHEGHEAFEAZER Did you report to the police? If yes, please provide information on the right
LZ M Eh Police Station EZE 4R Case Reference No.
O=zves O &nNo

it A EERRE/RBREIMRE/OHA/EERRERENA -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. ¥R {EPE FOR HOSPITALIZATION DUE TO ILLNESS

1 AR E / ik Please describe the symptoms
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{REEARSE Policy No.

E. A% :¥15 TREATMENT DETAILS
1 FI2BE/BRRAIER The physician/hospital first consulted for this injury or illness.
F Year A Month H Day B2 4 /B2 T8 Name of physician/hospital

L | | | | L | | L |
Ba4/B& MRt Address of physician/hospital

2 EBABRMNSLEER / BthZ2ALlRBERERTAEEER The doctor who referred the insured to hospital / other doctors seen
for this or similar past condition
£ Year A Month H Day B2 /E2P7 278 Name of physician/hospital

L | | | | L | | L |
Ba4 /&Pt Address of physician/hospital

3(a) APz HHA Date of admission Bz B #f Date of discharge
F Year A Month H Day F Year A Month H Day

3b) RRABERERHBBRIMNG ? 1178 - FBHIASMN RIREZ BEI RSB - Has the Insured taken [ 5 ves [ 5 o

any home leave during the hospital confinement? If yes, please state the starting and ending date and time.

EFIF

F Year A Month H Day ¥ Hour 43 Minute
AM/PM

4h i B 8 K 5 Starting date and time

3 [B] H H#A K 5 [ Ending Date and Time

I | | | L | | L | | L | | L I I L | I

4 EMEZIMBLEEERBEREEZFESFRANREREANREANRBEDR T ABEDIR% - F85U8A 2 - Is there any relationship between

the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance Intermediary? If so, please
state the relationship.

F. ERA R (GEEE—EEESZ (Y5 3() PAYMENT METHOD (Please select only one of the settlement options)
1 BEIARR DIRECT CREDIT
ARMEARPEIEXX Y - MEARFHAASRB/EHEARPRBNIRIT RABEGRE - HAAZHERNBERRTRFFEAASRES &
NZREASEBRERINEEBAR - BRMIEZLUEIRZZA 0L - Please provide bank account document(s), such as bank card/monthly
statement/ passbook with account holder name and account no. If there is insufficient information to identify the ownership of bank account belongs to
Beneficiary/Claimant or direct credit is failed for any reason, the payment will be issued by cheque.
OO0 =REf£EAREEZRHNERMRS O To a registered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder

#8472 % Name of bank #R1T4m 5% Bank No. 24T #m5% Branch No. ER1TEE BSEHS Account No.

L | | | L | | | L | | | | | | | | |
REFBABR(PX) (MWERREFBAN) IREFBEASEREN) ( WEARRERFBEAN)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

THEER, FPORBEAREBENBRELBIIARBNSE  BERXS LRABTIARE—BEET #FIEARBBEEEARAREBR
B - "Faster Payment System” (FPS) is only applicable to the payment in HKD or CNY. The maximum amount of each transaction is HKD/CNY1,000,000.00. Please note
that CNY currency is only applicable for CNY policy.
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F. SBF5 = (48)PAYMENT METHODS(Continued)

OO0 zResaAREEMIIHETSO To a HKD account set up in Hong Kong held by the Policyholder

#8172 78 Name of bank #R1TARSH Bank No. 7317 4® 5% Branch No. $R17BR B SEHE Account No.

L 1 | | L | 1 | L | | | | | | | | |
REFAAGR(PX) (MWARREFAAN) REFAABREXY) ( WARREFAA
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

E[E (TIAY https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim "~ 48 B8 3R 1%)

Telegraphic Transaction (Please download related application form from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim)

2 FimERITEISRSZZE HK LOCAL CROSSED CHEQUE

FEFREHEEIZ Preferred Settlement Currency

[1 2=5% ol ] BEERPBEASREB(BINROHBIRASBAZEEZBELE)
RERE Policy Curency Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

[0 #MBEZZ=FER#HBP ORI Collect Cheque at Customer Service Centre in person (MIRE R BB L HBREHEHNBE - MREFAAGR
TEREMFE  UERENSEERAIZN  UFEREFEAFRSNHEPEXERBEALATNEEBEFRE PO UESZE ) (Ifthe Policyholder
purchased the policy online or via direct marketing, and has not completed the identity verification, the claim payment will be made by cheque. The Policyholder
should collect the cheque at our Hong Kong Customer Service Centre by presenting the identity document.)

[0 ssmes=21t48 A)4EEX Pick up cheque in person by authorized person

REALH AR ER A EVN= Sy - DR
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[0 2% wan chai [ & fth3th 24+Other Location:

*5B B8 www.chinalife.com.hk B9 " B#48 M L > TS 0 ) BEREEBREAEMMMEENE S D /0(HFA) - *Please visit our website www.chinalife.com.hk
“Contact Us” > “Our Customer Service Centre” to obtain information of other Customer Service Centre location(s) in HK (if any).
R B (R E B ARV BN HLE Mail to correspondence address registered in our Company

O &®chs AEE Deliver via Insurance Intermediary

RIRTEEBEE (BIEERIT DT AL AE) Deliver by bank officer (Please state the branch and bank officer)

#84717 Branch #ea A 8 Bank Officer

3 HE{th48775 I OTHER PAYMENT METHODS

[0 BARERHE EERRE—REFAAZTENZRE - FEERERE - BENREFCSEERERE -) Offset the premium and Levy
(only applicable to inforce policy under same Policyholder, please specify the policy no.. The Premium Levy has been included into the Premium Payment.)
{REBSRAE Policy No.

L L | | | L L L L | |
[0 =t 55368 Others, please specify

*EEIFRIS T ZSHEE - TR hitps://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection N & "4 RISEEVA N EEE R 1 °

Please download “Special Payment Arrangement Request Form” from https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection if
apply for Uncrossed Cheque or Demand Draft.
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G. RIEFRFEXHEE CLAIM DOCUMENT CHECKLIST
v B A Basic Documents ; ® FfifIISZF Additional Documents ; * Ai@EF Not Applicable

RIEFMBEXH(XHNZERATRAATNE SRS IOPHE) 548 FRAR
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit |Hospital Income
O smTEZUEE o APERE LS Partl of this form completed and signed by your good self v v

O RFEZEBEERTHEZE RS ZARBEFRE _F3D Partll of this form completed and signed by attending

o v v
physician with chop

HAREZE ZERARBRA/BERPEERANRTEEREIREFE T Bk 2 FbR) Discharge
O slip/sick leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals of the 4 4
Hospital Authority of Hong Kong)

5/ N4 G FE R TP B E A 2 1 F52) Discharge summary (applicable to hospitalization in Mainland China) 4 v
v
PR B8 W IE IE A R HIRERRARE Original hospital receipt and statement of account v (RFEX)
(Copy required
only)

EREAE 2 2 ETRIE IR S (W RIS - RS - EETFRH/EMEEMENIRES - 08
O B3R - BERRER X X E Z)Diagnosis report and test report during hospitalization (such as pathological ) )
report, blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)

O =R A > s ERE4AR Settlement advice from other insurer/ party o x

H. B AZEiUEZERA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMERCEEBERBE "TEASRRER (8% ) ROBRLASE . WIRERAEZERNER - BRERMTAREANWERAERERR -
aJ A} https://www.chinalife.com.hk/zh-hk/privacy-policy &3k @ B A E Rk (5850 ) BRHBBREATIZEET - I/We confirm that I/we have read

and understood the Personal Information Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of the
PICS, it can be downloaded from https://www.chinalife.com.hk/zh-hk/privacy-policy or is made available upon request.

|. EFEIRERIEERR DECLARATION FOR ELECTRONIC RECEIPT

O xAEM SRANRERFBEANREAZLBRERER Y EFZHAM LIS - HEZHBERIIEME K ZRE LS
HEERHEEIEARUIE - /We, the Insured/Policyholder/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are
the sole receipt(s). The clinic / hospital of this visit has not ever or repeatedly issued the original paper receipt(s) for the same visit.

RNEM SRAREFBENREANBRRFRERE AT - MizERBREKEZRIERNEN - I2AREMIRR AT
HABETTEBRE - IWe, the Insured/Policyholder/Claimant, declared and guarantee that apart from our company, l/iwe have not filed/ will not file the
duplicate claims against other insurance companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s).
ANEM HRANREBFBENREANFGEN LARBBALERE FRABRBREEATMZERNBRKEZ 22 8IEE - WHKIES
2 —tERET - 1IWe, the Insured/Policyholder/Claimant, undertake that if the above statement is incorrect, l/we are willing to refund the full claim
payment for the said receipt(s) to our company and bear all related legal liabilities.

J. UZERE A S BE{RE = E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RANEMEEWT  EQATNMRREEERERIZEOBUREREAMSGENENREGW "REHE ., (TH "&HE.,) - MW
BHWEHEREZHERTZE - REEEERTULUIREBARRS - KEENXIRESESEREKOHBNRERBEABNIRILA
HERWER - BREBEEERNFE - FABPBAS(EINRHBERATHAE www.chinalife.com.hk/levy/ «

I/We hereby notified that: China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from
policyholder on behalf of the Insurance Authority ("IA") and report to IA. IA may take legal proceedings against policyholder in respect of any outstanding Levy as
civil debt and may impose pecuniary penalty. For details of the collection of Levy, please refer to the website at www.chinalife.com.hk/levyi.
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K E5AA K iZ# DECLARATION AND AUTHORIZATION

2 #E Authorization

AANEM - SRANREFANREA - ARAANRARERAEZZHRANB)ZIEE (1) £OEE - ZMAsE - 8Bk - 2 RRAE -
IRIT ~ BUGHAE - BUFERPT - siEMthigE - BESA LT - NAESBEAEABEEARNEMERMEZZRAZACH - REHERE - 90 %
SEREMS - FNRBRETEIASRRE (8% ) RHABRAS (LINEE "E28, ) ; (2 EATESEEIEE 2 BRHEpBEEME S
EB8PN - O ARERFERNNHMIERRFEZZENETHR ZBEIE R - (FRERANEMERMEZZRAZBENRR - 1H1%
BHARNHMZEEAAREZBARBARD ; BIEAANRMETHETRENR  IWEESNEYS - WREENT AR ERITIEEENN -
I/We, the Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (if any) HEREBY AUTHORIZE (1) any employer, registered medical practitioner,
hospital, clinic, insurance company, bank, government institution, government department, or other organization, institution or person, that is aware of or has any records,
knowledge or information of me/us/the insured under 18 years old to disclose, release and transfer such information to the Company; (2) the Company or any of its appointed
medical / para-medical examiners or laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/ ourselves/ the insured
under 18 years old in relation to this claim. This authorization shall bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A
photocopy of this authorization shall be as valid as the original.

2 BA Declaration

ANEM  SRARBEFABANREA - ZHBRARERQ) LA —TRTEREBENAEESR - AHE2aANRMARFMS - SR AFAFFTAFT
5 BASEZEHUEERN ; AANRMAPRMKRANET-IEREEE  AAHMIREBESEEABRFER LHRA | QARNEMABE[A
PRYEH Z (EAIERR - MREARPHR TERSMNERE SATERMAEN ERATARZHAR - EREA T AEREEORBFRMBNE
B BT OERIASEEZREEARERS © IWe, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements
and answers to all questions whether or not written by my/our own hand are to the best of my/our knowledge and belief complete and true; I/We also understand that in the
event of doubt as to whether a fact is material, it should be disclosed here. (2) The Company is not bound by any statement which I/we may have made to any person unless
it is written or printed here and is presented and approved by the Company. If any relevant persons fail to provide any information requested in this claim form, it may result
in the Company'’s inability to process and deal with this claim.

L ZFEFEEZEZBFTRE L% ZE) SIGNATURE (Please DO NOT sign on BLANK form)

SRA(FE 18 mELL) REFAAN | RIEEA- REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%2 Signature

%8 Name

B {7 38/FE8R5%5 1.D. Card /
Passport No.

£ Year | B Month H Day £ Year | H Month H Day £ Year | B Month H Day

HHA Date

*RIENEARRANREFBE ARG
*Relationship with Insured/Policyholder
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E_EMY - EZBERESE BmILBLES  MABRRESRANRESANREABTER)
PART Il — ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own

expenses.)

A. TR AER PARTICULARS OF PATIENT

RALER R AL/ 1Rl / A B8 /RS
Name of patient Agelsex of patient 1.D / Passport No. of patient

B. i2;8E1 CONSULTATION DETAILS

ZF Year B Month H Day

1 WAZEERCIFTIENZE We can trace the medical record of patient back to / /
2 BREIRFEEEEESNE 4 B E Date of the accident occurred or symptoms first appeared / /
3 WABRARIILIRIE Z K72 HEA Date of first consultation for this condition or related illness / /
4  FEHFMFRPE RG22 EIRFIFRIE Please describe the symptoms and complaints at first consultation.
5 WASEHEMBEEN?MI  FiREZBLEZEZ R Is the patient referred by other [ = ves 1 = o
physician? If yes, please give the name and address of the referring doctor. =
EABAEHZ Name of the referring doctor EABEAERIE Address of the referring doctor
6  Z2HR Diagnosis B PR 5 9% 3 #E 4w B85 ICD 10 Code
C. {£BR&E# HOSPITALIZATION DETAILS
1 E&Pr&#E Name of hospital % Year B Month  H Day
ARt B #A Date of admission / /
ti e B #A Date of discharge / /
2 F{li&EM Surgical Procedure Details =it HHA Date of surgery / /
ZF1il5 278 Name of the Surgical Procedure R 2 $84RIE CPT Code
3 ERRBE-ABERERABMA)SEN LHZEAEEAGMESBEAMBERHABLERER ? B8 A2 - Were the treatment(s),
the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically necessary and
recommended by you? If no, please specify details.
O 2 vYes O = no
4 WABRAREREBERERIMNG ? 15 - B5IASNNE ZBE - FERIREE - Had the patient taken any home leave during the hospital

confinement? If Yes, please state date, time and reason of the patient's home leave.

O 5 Yes [ 25N

D.

HFRiRE BRIEF DISCHARGE SUMMARY

1

R ZAE - BRHER - EEEOHBERLRE ZEZHIRERT 2 Treatments, investigation procedures, results, and/or
any complications during hospitalization and post-hospitalization follow up plan.
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E. B T Z2E%ER PROFESSIONAL COMMENT

1 BRREREGBER()ERER  HQEMERER BREERBZHFRIE NQEBEEMBRER ? M2 -

conditions? If yes, please provide date of diagnosis and treatments details.

ARHAER

BamER1E - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous

Z2aEH

O 2 ves O =nNo #2585 Date of diagnosis/ireatments £ Year B Month H Day
B (BIEZ /A E /8B R4 R) Details (including diagnosis/ treatments/ investigations and results)
2 REERZIRAER What is the underlying cause of such illness?
3 RIBETEHAIREEE 2 Ol 8E The prognosis of the condition and any possibility of having a relapse?
4 BHEHEEEERARZIKNR - Isthe illness associated with the following?
[] %X 15 Congenital condiion ~ [[] E3%% Self-nflicted injury [ <&zu485 Infertilty or sterilization  [] #5 %35l Mental disorder
B HEEY AN E Abuse of drugs or [] 1% Venereal disease ] ‘R AEIE Corrective aids or [] %8/ % Rehabilitation/
alcohol treatment of refractive errors convalescence
[] z&=i2A2 4% Cosmetic or [] 5B 2% Develop-mental [ 25kt 88/558) Hazardous  [[] 3B & 144 Hereditary condition
plastic surgery abnormality sport / activity
[0 —mstens/maEs sy [ BarsiAEeriiEmsn [ =% #EREAEEL Pregnancy, please provide expected date of delivery
check vaccination & immunization v AIDS or HIV related illness
injections
[] Etthss - #5388 Other disease, please specify [ b EE5F None of the above

F EthEE&mE OTHER MEDICAL HISTORY

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

[ i Asthma [ 2B cardiac problem [] #&R7% Diabetes Meliitus

[] Z B3 Hepatitis B [] =mP Hypertension [] &5 =i Previous operation
JBSZZ Drug abuse E] KR MEEEAE Family history of cancer E] K IEFASE Unfavorable family history

[ W87 None [ 2t - 553558 Other disease, please specify

hospitalized due to the above disease or other major disease? If so, please specify details.

2 HRASBREEZLMERSEMREERESBENRERAGE ? A - FBHMAFEE - Had the patient previously been treated or

O Aves [J 585 N0 25205 Date of diagnosisitreatments  £E Year B Month H Day
9% Disease
JAE/1EPRE5E15 Details of Treatment / Hospitalization
B4 = /B8R B8 Name of Physician/Hospital
3 FRIBHERE/IRIEBEFFS Please provide details of drinking & smoking habit
HFE= (Z/81/%/#) Daily consumption (piece/ pack/ bottle/ can)
BB Y88 Drinking/ Smoking start date since F Year A Month H Day
G. EZEBLEER PARTICULARS OF ATTENDING PHYSICIAN
TBRENR EFE
Name of Attending physician Qualification
3k Ih4EERE
Address Contact No.

o = g F Year | B Month | H Da
TP BESE/BRES - i
Signature & Stamp of Attending -

Physician/ Hospital DELE
[ | |
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