EEHE - B3
RS RMBER CHINA LIFE
BRES -

https://cs.chinalife.com.hk

feEBERBER-ORA/EikEIk(FER)F i/ =ik 8 Ak 5% il
CRITICAL ILLNESS CLAIM FORM - HEART ATTACK/ CORONARY ARTERY DISEASE
REQUIRING SURGERY / ANGIOPLASTY

{REEFFA A& Name of Policyholder Z{RA L E Name of Insured fREE#RSR Policy No.

BRTAEEEA O h E A S | ;@
} I/

SRAB1DRE/ FERSEAS 1.D. / Passport No. of Insured

{RiEP 7T AE R INSURANCE INTERMEDIARY INFORMATION
IRBRE T AL Name of Insurance Intermediary

REEDP T A4RSE Insurance Intermediary Code Mt 48 & 55 Contact No.

EZ/AA IMPORTANT NOTE

- WERBERAR "BEL % T RERIE . INREREZEEREE © This form is applicable for Dread Disease or Major Diseases benefit riders.

- BUEBESARBERE - TUERNUTNEENR  SRAREFBEANREANBEERHVAEZEZIEE - Please complete this form in BLOCK
LETTERS All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KBBERPFAZ "ARAE, 5 "EAE . ZRMIBETEAZRECEINKDBRAE - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- AEFREHMOVEAAREARERFAANREBAER  THERERE=-TAANERERAZEBKHRBREZ ERAERARAT -
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.

- MRRAST\RSIU L 2RARREFEALERBEBAZERAPBEER  NRRAS TN  KBBFRERFEEFAA
RZRAZEEZHREZENEBAEE - IRRANRESFBAARGEARESR  HEAHBUARERABRBERAET - TIRHEGRSE
BB R B84 8 - 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.

- BERRANREFEEANREALBEZENEE  HWAEARA—NURBATURRE - REAZBABRIEARERRRERHERZENE
RABBFREZEANSH ZA - Ifthe 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.

- ZRANREFBENREAZEZNEBRKRAT Z4EEHEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

- AREERFREBRISZNERRIETREFTBAIZRA - The Company pays the claim settiement to the Policyholder/Insured based on contract
provision.

- RPN ATIRTEXLSWEIRBPBERL ARER AT EUWE - Receipt of this form by your Insurance Intermediary or bank officer does not
constitute receipt by the Company.

- MEBERUEN - FE BINRRBRTN ABESBREERATE SRS E47(852) 39995519 B35 < IHEMN RIS KB X HBESEEEET
#FEFFE 313 slﬁqj B A= KB 24 712 - 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.

- APEEREBREHMILRRER  UTESFERRTERA LT ERNEREE - BEARA ST www.chinalife.com.hk 218 & S &R
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.

WP ETRAB IR AT ZE - AP SXARZEE - [fthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

| | |
FEAFRE (B RBERA[ (RPEARKNBIMAL 2 RHBBRLR) IlII " |I|""""||I|I Ill
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) 4012000201
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{REEHRSE Policy No.

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

A. Z{RAER PARTICULARS OF INSURED
(MNZRABREBFBEABR—A - EEHELEERD) (Complete if Insured and Policyholder is the same person)

1 FE BRI Age and Sex of Insured

2 [48EEEE Contact phone no.

3 I (MIEER) Occupation (Compulsory) T (A BIE ) Business (Compulsory)
4  FE{EHFEER Type of claim [0 ===/ New Claim [0 === Further Claim
[0 #53RB22 Pending Claim [0 =#t/%# Review/ Appeal

5 [E%§ / HE Nationality / Region
[0 & chinese O ZEUS. [ Eith Others(355ER8 please specify)

6 BRIBE{EHE({E A) Current Residential Address(Individual)

1 City B2 Country

7 BAIKA ({8 A) Current Permanent Address (Individual)
(M E AKX M (A )E2 B AT B fE i (B A) AR - IEF LE4H) (Complete if different from Current Residential Address (Individual))

T City B2 Country

8 Bt Mailing Address
(i@ ik B B B E(E i HE (BLA) R @ - SEE LEH#) (Complete if different from the current residential address (Individual))

T City B2 Country

B. {REHR AEMR PARTICULARS OF POLICYHOLDER
(MNZRABREBEFAABAREA - SHELEER{D) (Complete if Insured and Policyholder is NOT the same person)

1 FE#R KRB Age and Sex of Policyholder

2 4REEEE Contact phone no.

3 EZE(XEIER) Occupation (Compulsory) fT# (Wh7EIEE) Business (Compulsory)

4 [E%E / MIE Nationality / Region
[0 & chinese O =&us [ EHfthOthers(355ERA please specify)

5 HBRIEEMUEA)/ BRIt (E% 8 4) Current Residential Address(Individual) / Current Business Address(Business association)

W City EE 2 Country

6 BRIKAMAEA)/ BRIt TS Z s S R it it (B SR AR ) (4N B AR (3t it (fRLA)/ B B s sth b (RS SR 4B 480) R 1R - SERSLEAR)

Current Permanent Address (Individual) / Registered Office Address in the Place of Incorporation (Business association) (Complete if different
from Current Residential Address (Individual)/ Current Business Address (Business association))

W City EE 2 Country

7 @R Mailing Address (¥03E&R ithilt £ B A [E 4 ik (B A )/ B pu 2 2t d1t (RE 22 40 48 A B - 3E X ILEH#) (Complete if different to the
current residential address (Individual) / Current Business Address (Business association))

T City B2 Country

|
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{REEHRSE Policy No.

C. 7RAEEE KB RIE ! NATURE OF ILLNESS AND RELATED INFORMATION

1 fRAERTE Name of iliness
2 AWIAEAR Please describe symptoms
3 EARIRFRAYA LR ? When did these symptoms first appear? £ Year A Month H Day
L | | | I} | I I—
4 I BE/BIRAVER The physician/hospital first consulted for this injury or illness
sK52 B #A Date of consultation: F Year A Month H Day
L |
B2 4 /B2 P 2 F A 33k Name & Address of Physician/Hospital
5 HttZE2AIESBEHEMNRRANELE/ERER Other physicians/hospital consulted for this or similar conditions
k72 H 8 Date of consultation: F Year B Month H Day
- L | | | I |
B2 4 /B2 P 2 # A 33k Name & Address of Physician/Hospital
6 RBTREEEMREASIRELNGRE? 55 @ FIZHEFEMAEN - Are you insured with other

=
insurance company for similar benefits? If yes, please give details. O 2 ves O =
{RBE/NS)ZTE Name of Insurance Company  fREEEEHE Policy No. IRIEEERI R IRFEEEE Type & Amount of benefit

D. #E™M 7T\ PAYMENT METHOD

FEMEREERFEE—EEESMAN - RAFRETR B ZETIESZERRBERET /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

B E)ABE DIRECT CREDIT

O

BER FPS*

EREFBAA/ZRARBEBEEEMNEZREN To a registered Faster Payment System (FPS) account set up in Hong Kong held by the
Policyholder/Insured

#8172 %8 Name of bank $R 474w 5% Bank No. 21T4R5% Branch No.  #RTTHER 5% 4S Account No.
L | | | L | | | L | | | | | | | | |
IRPRFBAER(PX) (MBRREFTBEAN/ZRAN) IRPRBABREX) (MWBRREFTBA/ZRAN)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

BIEEAHIRIT 28 7TF O TRANSFER TO HKD ACCOUNT IN LOCAL BANK
EREFBEAN/ZRAREEBRMIIAE TS O To a HKD account set up in Hong Kong held by the Policyholder/Insured

#8172 %8 Name of bank $R 474w 5% Bank No. 27T#4R5% Branch No. #RTTERFE5%AS Account No.
L 1 | 1 L 1 | | L 1 | | 1 | | 1 ]
IRPRFBAER(PX) (MBRHREFTBEAN/ZRAN) IRPRBABREX) (MWBRREFTBEA/ZRAN)

Name of bank account holder (Chinese) (Policyholder/Insured Only) Name of bank account holder (English) (Policyholder/Insured Only)

ZE[E TELEGRAPHIC TRANSFER* T/ https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim "~ & 48 B8 2= 4%
Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim

(*) & Remark:
1. IRITRPFHBALERREFBAIZRA - Bank Account Holder must be the Policyholder/Insured.

2. RIRHIEFHEBAXY  WNHBRFEEAUR/ZEERFIRBHIIRIT /B4 E/7FH - Bank account document(s), such as bank

card/monthly statement/ passbook with account holder name and account no. is required.
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D. B X (A8)PAYMENT METHODS (Continued)
3. MABEHERNBRRITRPHAABREFBENREASEBCRERINE ALK - BERIERLUAG BTSRRI EL - 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 HKD cheque.
4, YEED TEER, HER - BEARLITEIE : Ifyou choose to receive the payment by  “FPS” | please note the following:
41. TEZR, REARENEEAEBITHNARBNESE  BERXSTEH LRBETTUARE 1,000,000 - “FPS” isonly applicable
to the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
42 FIFRAREBHBEEEARAREIRE - Please note that CNY currency is only applicable for CNY policy.
43 REBERARAMBL - WERINYHBEE R " EEIR ) MERZERIRITIRS - BBAF 5RO ARIRTTERS - 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, ERIEREBSEEERNRITMAEZE - PEAIALABRIRITEH - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.
5. WIEED TEEFRAMIRITZEITEO L ARER - RBARKMBIIANEITED - 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. NATHIBERESZ AR HERRALRIRERE - Our company reserves the right for final decision of the claims settlement option.

At $R1TEI4 2= HK LOCAL CROSSED CHEQUE

2
BE TG HEIEIE Preferred Settlement Currency
- _ BEIRPBEASREBE(BINRNBRASBRAZEE R BREKEE)
{REEEHE Policy Curency ] L

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

HBEEEFRFE DT/ IEEL Collect Cheque at Customer Service Centre in person ({MRE2EBE LNBREHEARNEE - MREFEABK
TEREMNFE  RERENSZERAEIN  UHEREFEATESHRBXHREAATNEEBE SRS/ OUELSZE - ) (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.)

S =& (1 %8 A\ )ZBEY Pick up cheque in person by authorized person

O
O

O

REALH RANBAEER REAS G FRRSHRES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
[ 2 wan chai [J ~Efthith2*Other Location:

*zA 1 www.chinalife.com.hk B " BE#&F M L > THEAE S0 L BEREEBIREAREMIMMEEE FE D /0\(2N7) - *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).

O #=zRes@:fimi Mail to correspondence address registered in our Company
O &Rkchs AEE Deliver via Insurance Intermediary
O mRrexsEy GBiEeRTHTRE AS) Deliver by bank officer (Please state the branch and bank officer)

#84717 Branch £ A 8 Bank Officer

3  HhsEF5 T OTHER PAYMENT METHODS
[0 #BUREREE EERARE—REFAEAZBTENZFRE  FREERERE - ENRERSEERERE - ) 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.

[0 =fth - 55588 Others, please specify

*EBFEIFEIR T = EZE - T KY hitps://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection & 45 BISBEN A N EFFE R 1+
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.

E. B AZEiUZEE2RA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEICHBERBL "PREASRE (8% ) ROBRAT ) NIRERAERER - BEENRETHORERAEREZR - o)
https://www.chinalife.com.hk/zh-hk/privacy-policy &3k [EFEIAERER (/BN ) BRHBRASTIZEE - 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/privacy-policy or is made available upon request.

| [
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F. UZEREI A SPE{RE = E COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

ANHMECUE : ELATNRBRERESERUBEOBURERAAMGENANREHNK "REHE , (T8 "HE, ) RBWIHNEE
HEEHERITZE - REEEERMNODURBERES - SAFRNIXNRIESRESERAOEBNRERSAABNARL AR E WS -
BREWHEERNFHE  FABTEAS(BIINROHBRATNER

https://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-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 https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

G. RI&FFFBE XIS E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifIISZF Additional Documents ; * A3EF NotApplicable

RIEFABXH(XHMNZBEARTREATNE B IR T OHIE) EEIEE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical iliness claim
O s FERnEE v ARea7ERSE 04 Part | of this form completed and signed by your good self 4
u| AFZBHIES VEEBRBERE _MBHEZEEIREE Claim Form Part || - Attending Physician’s Statement to be completed by the v
attending physician
| B8R/ X ¢/ BREIFR #AOEMR O EE BEREMERERSNEAZE) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. / Pathological v
Reports (if applicable)
FiiWS (BF SREIERFM KERRR M/ L ZRIEAR B AR M BARGH AR B BRIl s SR I 2 B AR A
[ smesam =i @mmEmm2E) Surgery report (including: Coronary Artery By-Pass Grafting/ Balloon Angioplasty, Percutaneous Transluminal ®
Coronary Angioplasty (PTCA), Atherectomy or Similar Intra-Arterial Catheter Procedure)
[0 (ResiEAal (R e85 sk B2 0E 2 (U0 5RAE IR £4{F 88 IE ) Original Policy or Policy Lost Declaration (if unable to provide original Policy) ®
[0 sE e ReEa)1> B3 BAE= A& (2018 M) Seli-Certification Form(For Claims) for Common Reporting Standard (CRS) ®
O =RARREZBAZSHBBXHAZEIESR) ID of Insured and Policyholder (Certified True Copy) 4
H. ZBA K% DECLARATION AND AUTHORIZATION
5 Authorization

RANFEM  REAGREFBNREAN ARFANFEFRERREZRFEAMB)ZEIEE (1) HOEE - EMEE - Bk - 25 - ®RAT -
ER1T - BUSHRE - BUFELPT - S EthiS - ABEA L - NHERNEBROERARANRMEBRMEZRRAZALE - RENERE - 90RZ
SERREM  BRRERABTEASRR (OB ) ROBRAT (UNEHE "848, ) ;| 2 EATHAUEEEZEREHDERRESEN
B8P - OIMAREBRFERNBRMAERAREZZRAETHBEZEBEIGE LT  FRERAANRABAREZZRAZEERDR - 5%
BHANFPIZEEAANREBARBRNR ; BIEANHFETRETRENRN - WRESDENT) - WRESHFIREIERIBERSENN -
| /\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 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.

5 0A Declaration

ANEHM - 2RAMREFBANREA - BEBRAER() L —VRAREENFIAESE - FAHREEANRKMBFAE - BAAFFREIRT
F HASEZZHURERN , SAHMBPRRRMNEC-IREEEE  FANHMBUAERESEERPFRLRA ; QFAFEMABETA
FREE ZAEERR - IREARPFR DERNEERE EATBRRMMAEN SATAEREANR - EHEAA T ABEREEURPFRAFNE
B BEASIREE I AREEZREIBAREERE - 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.

I EFEZEZE B RS EZEE) SIGNATURE (Please DO NOT sign on BLANK form)

ZIRA(FFH2 18 BRELLL) REFHA | REA REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

2 Name

B3 :8/F€8R5%55 1.D. Card / Passport
No.

F Year | H Month H Day F Year | A Month H Day fF Year | A Month H Day

H #f Date

*REANEZEANRERB ARG

*Relationship with Insured/Policyholde

| [
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FEEMY - TZBEREE HRHEZBLEEE  FIAERARAZRRA/REFSEA/REABITEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. A E ] PARTICULARS OF PATIENT

1 %% A Name of Patient

2 F#E KRR Age and Sex

3 B{pik/ FEERSEES 1D. Card/ Passport No.

B. ERFRE Y CLINICAL DETAILS

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

F Year B Month H Day
| I I I E— | I E— I E— |
2 BHRYIRMHEE 4 B EP Date of the symptoms first appeared
F Year B Month H Day
| IS I I — | I E— | I E— |
3  BABXRERILRIE 2 K52 H 4 Date of first consultation for this condition or related illness
F Year A Month H Day
| I I I E— | I E— I E— |

4 FFARIPEREZE ZEARTNFRIE Please describe the symptoms and complaints at first consultation.

5 WASEHEMBEEN?ME  BREZBEZH BRI - Is the patient referred by other [12 ves E

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

6 2 Diagnosis

7  {GKFFERZ When was the diagnosis made £ Year B Month H Day
L | I L I

8 MWARODEEANRE? MN7A - FEFui EL4F5E - Did the patient complain of chest pain recently? If so, please ey e

describe the characteristics of the onset of the chest pain. = es °
9 FRRFIMBROANEERINERYIEN - Please describe any change in cardiac enzymes.
10 FEFREASEAEEOEREZE Please describe any change in ECG
11 FilTE R Surgical Procedure Details

15278 Name of the Surgical Procedure =F1iif B H#A Date of surgery F Year A Month H Day

|
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12 JRIEMS RMBLE AR ENAR ? SBiIR M BIRS RERENIRRIREEERE ?
Which arteries are involved? What is the degree of narrowing/ obstruction in respect of each involved artery(ies)?
L]z ik eaRaT5E 3 B LAD: % [l &=L LCA: %
[l zmneanik Lox: % [ #=ireEnR Rea: %
O =1tk EHAR Others coronary arteries : %
13 MRLERZER BRI SR ERR _E i 53R ? What diagnostic tested are used to confirm the above findings?
14 FRIRHAERARZENRIGAYZHET Please provide the full details of the procedures performed
15 HittARORRZAE BERHER  BETOHBERLIRE B2 IRESTE - Other treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the heart attack

C. B FZE%EER PROFESSIONAL COMMENT

1 RROER/EREIBIFEEEREZR  RBFHMRTEH? N2  FiRHBAMAZEEPRAEFES -
Is the heart attack / coronary artery disease a recurrent episode or related to any previous conditions? If so, please provide D = Yes D % No
details of the diagnosis and treatments.
#2iaHH8 Date of diagnosis/treatments £ Year B Month H Day
I I I E— L1 | L1 1
1B (BB /A% /A E R 45 R) Details(including diagnosis/ treatments/ investigations and results)
2 WAZREEERIEMEAR EIIERIERSE? Is there any patient’s family history which would increase the risk of this illness?
3 ®1ETEH The prognosis of the condition
4 ZEEBANBEEHRIERSAR IsitHIV related?
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{REEHRSE Policy No.

D. EfthE& %" & OTHER MEDICAL HISTORY

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

[] ## PR Diabetes Mellitus
[] &322 =1f Previous operation
[] ®iE=&B18 Smoking

[ s Asthma ] 0B Cardiac problem

[0 ZZAF3% Hepatitis B [[] =m Hypertension

[0 %2 prugabuse [] &#&EZ18 Drinking

[0 =zt Family history of cancer ] %% Unfavorable family history

[0 M EEHZ% None [] Bt - #5REA Other disease, please specify

2 ZWASBRBLEERSEMRERREIBENEREGE ? NE2E

hospltallzed for the above disease or other major disease? If so, please give details.

FEIlEE1E - Had the patient previously been treated or

H A Dates %% Disease AE/M(ERFE BEYUR/BREE
£F Year | B Month | H Day ) Details of treatment/hospitalization Name of Physician/Hospital
3 FRIRHERE/RIELZIEFF 15 Please provide details of Drinking & Smoking habit.
ZE1BYA B Drinking/ Smoking start date since F Year A Month H Day
L | I L Il |
£ H F £ Daily consumption (2/€1/18/#E piecel pack/ bottle/ can)
E. 28B4 E R ATTENDING PHYSICIAN’'S INFORMATION
TEBENSE BRE
Name of Attending physician Qualification
ik PR
Address Contact No.
F Year | A Month | H Day
TLBEHEE/BEREE ir
Signature & Stamp of Attending -
Physician/ Hospital pats
| [ |
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