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https://cs.chinalife.com.hk

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

SRABDRE/ FERSEAS 1.D. / Passport No. of Insured

$5RIFER Special instruction (5523 Please select)

O sxzEer LHEARERR - SEERAASINEERE (REEE ) & - This
claim will be processed under above Individual policy first, the balance will be claimed under our Company Group policy.
O 2xzmEansArTInEE@ReE (RERE ) IR BRERERN LAMEACRERIE - This claim

will be processed under our Company Group policy first, the balance will be claimed under above Individual policy.

fREEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

RBRE T AL Name of Insurance Intermediary

REED /T A4RSE Insurance Intermediary Code Ht 4% & 5E Contact No.

EE/A4] IMPORTANT NOTE

FEUERESAPHEE - TAERNNBEENR  SRAREFENREANBEEERINAEZEEZIEE - Please complete this formin BLOCK
LETTERS All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

KBBERFFABZ "AAT ., 5 "ERE ) 2FRMIEPEASREEINKRHBRAT] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

KBEFREFOUWERZHRAREFENREANER  UBRERE=TRXRRNEREHRZEBREREREZEAZERARAT -
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.

MZRABTN\RESLU L RREARGRERFEANERBERKEZELRRFER  UREABT\EMUT  KPBEREHFREFBA
RZRAZEEHENERRZE - IRRANREFAEARGEARESR HEARBUARERARFREET - WRHBEGSE
AR BE4-5EHR - If the 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 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.

EXRAREFBENREADEBEZEZNEE  WEH—NURBATURS  RRAZBAERNSERAREERNRERFELZENE
RARBRFREZANSH ZA - 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.
SRANREFBAIREBAZEZZENEERKRNNT Z4#EHEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

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

MERMES  FE B INHURBIN ABENRERASE FARFEEAR(852) 39995519 B - EEXMNFRB AR A SEERET
EFE 313 EJ‘%EP B A= KJE 24 12 - Ifyou 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.

KATIBEBRENILRFR - UERHBERFTERNLNTERNBFER - HEARLST AL www.chinalife.com.hk 2128 K ™ & &3 Ak
ZK - 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.

WHEXIRABE B AT ZE - ML XAREEE - If there is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

|
SEABRIR G5 ROFRAT (AR 8 ARIHEERALL 2 REHRLT) LR TR
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 4B A& Hospital Income
2 R{EPFEHA Type of claim [0 &%=/ NewClaim 0 ®=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 ZEEPFEEOIENZEIER 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=5MERT FOR HOSPITALIZATION DUE TO ACCIDENT

1 EIMEERHIRIER Date and time of the 2 Vi 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
EZ M Fh Police Station TEZE 4R 5k Case Reference No.

O=2vyes O &No

it A EERRE/RBEIMRE/OHA/EERRSRENA -
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

m u m
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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 2 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 B8 =/ B8 B2 78 Name of physician/hospital

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

3 APBzHEA Date of admission % B #A Date of discharge
F Year A Month H Day F Year A Month H Day

4 ZHEABERERBEFBERING 2 05 - BHIBRINE RREZ BEAREEE - Has the Insured taken [0 5ves [ 25N
any home leave during the hospital confinement? If yes, please state the starting and ending date and time. >
N EFITF

F Year H Month H Day ¥ Hour 73 Minute
AM/PM

4h it B 8 K 5 Starting date and time

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

5 EMEZIIMBLEEERBEREEZFESFRANREREANREANRBEDR T ABEDIR% FB5UBA 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. #83A = PAYMENT METHOD

AEMERIEERFEE-IRERYMAN - IARBHRER  EEZETIRZEBIBRE T AEIE - Please select one settlement
options for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance Intermediary.

1 BEIABRR DIRECT CREDIT

[ #BERr FPS*
EREFAARBEBZEEMEZ RSO To a registered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder

#8172 %8 Name of bank #R1T7 4% 5% Bank No. 317 4% 5% Branch No. #R1TBR P 9R=A5 Account No.

L | | | L | | | L | | | | | | | |
IRPRBALR(FX) (MWBERREFTBEAN) RERBASBREEN) WERRERBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

[0 EBREAUIRITZETEO TRANSFER TO HKD ACCOUNT IN LOCAL BANK*
EREFBEAREBRMIIMAE TS To a HKD account set up in Hong Kong held by the Policyholder

#R172 78 Name of bank ER1T4R5% Bank No. 317 #m 5% Branch No. ER1TRR B SRAE Account No.
L 1 | 1 L | 1 1 L | | | | | | | |
RPFEAAGR(PY) WARBREFTBAN) RPEFEBAAGZENY) WABSREFBEA
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)
] o u
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{REEARSE Policy No.

F. SEF5 =(48) PAYMENT METHODS(Continued)

ZE[E TELEGRAPHIC TRANSFER *

O g A https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T~ & 48 B8 X #& Please download related application form from
https://www.chinalife.com.hk/customer-service/forms-download/individual-claim
(*) &% Remark:
1. IRITIRPEFBANERIREFFA A - Bank Account Holder must be the Policyholder.
2. BRIRHEFEIPXXY  MHBEEFEAUR/IZTERRSIRBHNIRTR/A4E/FHE - Bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no. is required.
3 MARBENERNBERRITREFEABREFANREASEBCRERINBEEAR - ABERIESUEIRETZEZR LD - If
there is insufficient information to identify the ownership of bank account belongs to the Policyholder/Claimant or direct credit is failed for any reason, the
payment will be issued by crossed cheque in HKD.
4. YNEEEFDL TEEIR , HER - BBERUTEIE ¢ Ifyou choose to receive the payment by  “FPS” |, please note the following:
41, "HER RBEAREMNEBSETIARENSBE 82X 5E FIRABITEARER 1,000,000 “FPS" isonlyapplicable
to the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
42 FIEANEEBEEEFERANARERE - Please note that CNY currency is only applicable for CNY policy.
43. REARAMBIL - WEAMTHHBES T "R, MEMBROIRITIRS - PEFIFFDARIRITER - Only applicable to the
local bank account which registration is completed successfully for “FPS” binding service. Please enquire to the relevant bank for application details.
44, ERIRFESREERNRITMAEE - PiEAIRTOARIRITER - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.

5. WEIEL TEREAMIBIT 2EBTAO L ANER - RERARAMFEIIRETTS O - If you choose to receive the payment by “Transfer]
to HKD Account in Local Bank”, only applicable to the HKD bank account registered in local bank.

6. ANTHIERE N AN EARILBIRERE - Our company reserves the right for final decision of the claims settlement option.
2 KiiR1TEI4 7= HK LOCAL CROSSED CHEQUE

S TUE BSEIE Preferred Settlement Currency

s oo BERERPBEASRE(EINKRNDBRATZREZEE R IRKETE)

O Ress FelEy e O Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

[0 #MEZZEFR#HB$OIREL Collect Cheque at Customer Service Centre in person (M{REERERA LHBEHESNBE - MREBFHBAGR
B MRE  RIEANZER AN  UHRERFAATESNHBERANEREAATNEEBE LR P OUENZEE - 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 s =21t 48 A)5EEX Pick up cheque in person by authorized person

KEBEAEZ RBAMEEE KBABHD B HRS
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[ 217 wan Chai [ *= fth3th 24+*Other Location:

*zA % www.chinalife.com.hk B " B8P L > TR TR0 L BEREBIEREMINEERE S F/0\(ENAB) - *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).
FE EIRE SN LE Mail to correspondence address registered in our Company

i

IR R A EIE Deliver via Insurance Intermediary

i

Oooa0

KIRTTEXEBEE BIEERTOITREN AB) Deliver by bank officer (Please state the branch and bank officer)

#84717 Branch #23 A 8 Bank Officer

3 EfhfEFA OTHER PAYMENT METHODS
[0 #BURERHE EBRRE—REFSAAZTENZRE - FEERERS - HNREFSEERERE - ) 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.)
{REESRHS Policy No.

[0 =t - 355R8A Others, please specify
*EEIFRIART S EE - TR} hitps://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection R &f " 4FBIZBEN A N EERE T 4 °

Please download “Special Payment Arrangement Request Form” from https://www.chinalife.com.hk/customer-service/forms-download/payment-collection if apply for
Uncrossed Cheque or Demand Draft.

m u m
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{REEARSE Policy No.

G. RIEFRHEXHEE CLAIM DOCUMENT CHECKLIST
v BRI Basic Documents ; @ PfifIISZ#F Additional Documents ; x A3 Not Applicable

RIEFMEXH(XHENZBIEATRAATNE SRS DO IIE) 548 FRAR
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Hospital Benefit |Hospital Income
O sETEZUEE S ABERE LS Partl of this form completed and signed by your good self v v

O RFEZEEERTHEZE RS ZARBEFRE _FB7 Partll of this form completed and signed by attending

v v
physician with chop

HAREZEH ZERA/RBRA/BERPEERANRTEEREIEFE T Bk 2 4bR) 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)

ERRRACHEPEE  REER  ERRE  B/)E  FIZRERERERBE (BRNTEH
[0 A2 R) Medical records including: Admission summary, hospitalization records, Discharge summary, v v
outpatient records and statement of account (applicable to hospitalization in Mainland China)

v
O kB E AR EEEABANZR Original hospital receipt and statement of account v (RFEIZE)
(Copy required
only)

B ZZE AR E (10 RIERS - BOWE - EBEFRHERERENERES - 08
OO0 B - BEKRRER X X3RS %)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 =iz AS etk 2 ERRAAZ Settlement advice from other insurer/ party(ies) o x
O SEARRBEBEAZESHEBEAAZEIER) D of Insured and Policyholder (Certfied True Copy) 4 4

H. {8 AZ UL EZE AR PERSONAL INFORMATION COLLECTION STATEMENT

RANBEMERCEERAR "PEASRR (585 ) ROBIRAE ) WRERAERZR - BRASMAREHKRERASREZR -

AR https://www.chinalife.com.hk/zh-hk/privacy-policy &S @FEIA SRR (85 ) RMHBRASTIZEEL - I/We confirm that l/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/privacy-policy or is made available upon request.

| EFEZ=IEZH(EEEN DECLARATION FOR ELECTRONIC RECEIPT

O xAEM SRANRERBANRBAZLBRERER Y EFZHAE—WE - HHEZARBRIIAME R ZNE LR
FEBEILEMEIEARUIE - I/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.

ANEM RANREBFBENREANBRRRERE AT - MzERSBREKZRERMEN - IW2AREMRR AT
HABETTE B RIE - /We, 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  RABRBREEATMZERNBRKE 22 8IRE - WHIES
2 —tEREE - IWe, the Insured/Policyholder/Claimant, undertake that if the above statement is incorrect, l/iwe are willing to refund the full claim
payment for the said receipt(s) to our company and bear all related legal liabilities.

J. WKER{E A B fRE #E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHMEEWE : ERATMRRELEERERUFEDNSUREFBAMFTENBAURERHNK "REHE , (ME "HE, ) AFW
MHHEREEHELITZE - RREEERMILIRBERES - SEFNXMRESESERNOBBENREFBEAENAARLE
HERHWER - BEWEEHENFES - FABPRAS(BINRNBRATNRE
https://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-levy = 1/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. IAmay 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 https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

m u m
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{REEARSE Policy No.

K ZHARIZHE DECLARATION AND AUTHORIZATION

2 #E Authorization

ANEM DRANREFBANREAN  KFBANHEFARERBAEZZRAB)ZLFEE (1) EOES - EMaEE - Bk 28 Rz
AT~ R1T - BUGHAE - BUSEBFT - SiEM%E - BT - MBS EBEIBRAARNEMEARRE ZRERA ZCH - BEsE R
PO EREE  BNRERLPEASZRE (8% ) ROBIRAS (ITEE "848, ) ; 2 EAESEUEIEEZE
BB EREEIERFT - MARERPFE RN M REEZRERNETHE ZEETS R - (ERERANE MR
FI7RRAZREARDR - BWEEHANBAZEAARRZBARBORS ; BIERANRKMLETHBTH/ENRS - WERESDHEYS -
IR EENF AR EARIBREMNA -

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 China Life Insurance
(Overseas) Co. Ltd (“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 0B Declaration

ANEHM 2RANREFBENREAN  ERBBRRER() LA —VREREBHOAEEE  FARESANRMBFAE - BAA/FHAM
FRENFAME - IRBEZEMURERN ; AN/RMBERARNTA-EEEER  AANHMORGESEEAPHERLSRA ; QXA
IRPEEDTAFREL ZEAER - REABFRDERHELERE EATRRMMEN - EATARZHAR - HHEBA L FEERM
FORPERFABNER - SRR A REEZREIRARERE -

I/We, 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. EEFEZEZEZBRIE LFEE) 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.

F Year | H Month H Day £F Year | H Month H Day F Year | H Month H Day

HHA Date

*REAERFANRESAARRG

*Relationship with Insured/Policyholder

m u m
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E_EMy - EZBERESE @mIsBLES  FAEBRAESEANRESAENRBABRTER
PART Il — ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own
expenses.)

A. JAAER PARTICULARS OF PATIENT

JRALR R A E 2/ 1Bl / RAB 378 /EIRIREE
Name of patient Agelsex of patient 1.D / Passport No. of patient
B. i2/AE#} CONSULTATION DETAILS
F Year B Month H Day
1 BAZEERCERTIENZE We can trace the medical record of patient back to / /
2 BREIRFE B ESNE4 HEA Date of the accident occurred or symptoms first appeared / /
3 WABRAERIILIRI Z K52 HEA Date of first consultation for this condition or related illness / /

4 EFEMRIE RIS ZBARFIFIE Please describe the symptoms and complaints at first consultation.

5 WMASEHEMBEEN?ME @ FHRUZBEZHZ MU Is the patient referred by other
physician? If yes, please give the name and address of the referring doctor.

EABEHZ Name of the referring doctor BB Address of the referring doctor

O 2 vYes O =no

6  Z2HR Diagnosis B PR 5 9% 3 #B 4w B85 ICD 10 Code

C. {EBRE R} HOSPITALIZATION DETAILS

1 E&FR&#E Name of hospital %F Year B Month  H Day
APt B # Date of admission / /

tHi e H #A Date of discharge / /

AERBEFRRYEES
Period in Intensive Care Unit

2 F{li&EM Surgical Procedure Details ZF1iif B H#A Date of surgery / /

ZF1i5 %278 Name of the Surgical Procedure BREREMERES CPT Code

3 (FREBEZAE - - BEREER AEEAHBERLRE 2B ZNIREETE] Treatments, investigation procedures, results, and/or any
complications during hospitalization and post-hospitalization follow up plan.

4) WABEEREREBFERING ? 115 - B5IRNNE KRB 2 B KB/ - Has the Insured taken an ]

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

AYes [ %BNo

F Year A Month H Day fF Hour 2> Minute LF/TF
AM/PM
4h it B 8 K 5 Starting date and time
| L L | L | | L L I} L | I} L | | L L |
#[B] H H#A K 5 [ Ending Date and Time
| I I Lt 7 1 | L°L_1 | | |
| u |
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D. B FZE#EER PROFESSIONAL COMMENT

1 ERWME - ARERERAIHMNA) 28E LZEHAEEMGMESBRMERREBERER?

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?

2Yes O FnNo
NE - FEEFL If No, please provide details (#: S EHRAZEKERR? E.g. Was the hospitalization requested by patient?)

2 BWERFMOIEEMZ BEFiMid0#1T? Can the medical test(s) and the operation procedure be done on an outpatient basis/ at day

surgery centre?

2ves O &nNo
WMNE - EREARER IR E RS - R BT AYEE B R R A 5 iR B BR AR (S HHHEE): If No, please indicate the clinical risk(s) , medical reason(s)
for hospitalization and current Health Status (Co-morbidity) :

3 FiliRENEETERMEETETT? The surgery could only be performed under general anesthesia?

2Yes O & nNo
WMFMEEER T MmbF#ETT - #A5EBAEBIEE For surgery under Monitored Anesthesia Care, please specify the reason for hospital stay.
4 RIBE - REREREEESEZE? Is it a case of emergency?
El 2 Yes El 7 No
M2 - FBEEFMIIREEE Please provide details:

5 RRREFZESEV)ERER FQEMERER REERZFRIE SEQEBETEMKRRARM ? M2 - FiRtAMAZEEH
RAERETE - Is the condition (1) a recurrent episode or (2) a complication of any chronic illness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

O 2 ves O =N 5258 HH8 Date of diagnosis/treatments  4F Year H Month H Day
B (BIEZ /A E /8B R4S R) Details (including diagnosis/ treatments/ investigations and results)

6 RIEERZIRAER Whatis the underlying cause of such illness?

7 ®1BETERI K 888 2 Ol A The prognosis of the condition and any possibility of having a relapse?

8 FRELHEEEERBEZINNRN - Is the iliness associated with the following?

[] seX 1% Congenital condition [[] &% Self-inflicted injury [[] F&345 Infertilty or sterilization  [] #&+#Z%&L Mental disorder
EZESANE Abuse of drugs or [] 145% Venereal disease [] 3R H#BIE Corrective aids or [] &%&/%%& Rehabilitation/
alcohol treatment of refractive errors convalescence

[] =&s%H// 67 Cosmetic or [] &= Develop-mental [] 22 eki4i88h/558) Hazardous  [] 3E1E 1 %5% Hereditary condition
plastic surgery abnormality sport / activity

[ —#a58etas/BE5Es Body [ Eumsi \tenmamsmn [] %2 - #EReBTEE Pregnancy, please provide expected date of delivery
check vaccination & immunization 7v AIDS or HIV related illness
injections

E] Hithgem - 5555 Other disease, please specify E] P _E 575 None of the above

| u |
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F EfthE % ®E OTHER MEDICAL HISTORY

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

[ =% Asthma [] 05 Cardiac problem [] #& /R # Diabetes Melitus

[ Z RT3 Hepatitis B [] =M Hypertension [ &= ==1f Previous operation
[] &2 Drug abuse [ & tm=aE Family history of cancer [ %1% Unfavorable family history
[ LEE%% None [] EfthEs - 5558 Other disease, please specify

2 HRASBREEZLMERSEMREERESBENRRAGE ? A - FBHMAFEE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.

O Aves [J 585 No 25205 Date of diagnosisftreatments 4 Year B Month H Day
#=9% Disease

AR /{E Pt 5% 15 Details of Treatment / Hospitalization

B4 042 /B2 P72 78 Name of Physician/Hospital

3 AIRMHEE/RIEZEF1E Please provide details of drinking & smoking habit

HAE (3Z/8l/18/1#) Daily consumption (piece/ pack/ bottle/ can)

ZE¥4 8 Drinking/ Smoking start date since FYear  HMonth  HbDay

G. E2EBAEER PARTICULARS OF ATTENDING PHYSICIAN

FoBENR BE
Name of Attending physician Qualification
L BHEES
Address Contact No.
fF Year | B Month | H Day
FTZEBERE/BREE g
Signature & Stamp of Attending ’
Physician/ Hospital DS
[ |
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