AR IREE A < T hEAS | g 4p u

19 2 2% (8 6 35 IO CHINA LIFE

EHERE -
https://cs.chinalife.com.hk

R E R R E IS (S 5553 WAIVER OF PREMIUM / PAYOR BENEFIT CLAIM FORM

{REFFA AL Name of Policyholder ZRAIEFE Y Z Name of Insured / Payor  {REEAR SR Policy No.

SREN/ERE BME/ERBSRES 1.D. / Passport No. of Insured / Payor

{RBEDP 7T AE Rl INSURANCE INTERMEDIARY INFORMATION

IRBRE T AL Name of Insurance Intermediary

REEDP T A4RSE Insurance Intermediary Code Jt 4% & 5E Contact No.

EZ /A4 IMPORTANT NOTE

- BUIEBERSASRBEER TABENNEENR  SRAREFENREANBEELNMNEZEZIEE - Please complete this form in BLOCK
LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KEBRTFBZ "ARE, 5 TEAE ) 2RIMEPEASRBREINKRHBRAT] - The expressions “the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- KEBRF-MOVERSRAMREFAAREANESR - This form must be completed by Insured/Policyholder/Claimant.

- MREAB TR L SEARGREFBEAVLERBESARELAPHES  URGARTN\REMUT - XBBFEREBAREFBEA
RZEAZEEZHRENEBREE - IRRANREFBAARGEARER  HEABRBUARERSARFERRET - TIRHFAGSE
BB R B4R - 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.

- BERRARBRBNREALEESENZEE  HWER—URBATURE - REAZEAENRERAREBEARERHRZEME
RABBRBEZEANBH 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.

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

- MBEEHUER FE A NHREBP N ABBERNER AT R FRAEEAR(852) 39995519 B - HZHNRE KB HFFETEEET
B8 313 S A S KE 24 42 - 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.

- RPEEEBERENILREFER  UEISEBRTE AR ERNEBELE - 5 & AR ASIAIL www.chinalife.com.hk 215 K T & &R
7K - 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.

- WPERABEAIRER AT ZE - BAPSXCARZE - Ifthere is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

F—HH - REEN @BRREA/REFEA/RBAER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. BBEEE N Claims Details
1 R{EE4ER) Benefit(s) of claims [] A%F 2 Waiver of Premium [] 73k A 24 %212 & Payor Premium Waiver

2 R{EHFETELE Type of claims [ &% =& New Claim [ %3282 2 Pending Claim [0 === Further Claim
[ =#t/2E# Review / Appeal
3 ETABRE—SHEWEOREMREATRE? MR - FREZFEATRERRERS -
Did/Will you make a claim against any other insurance company for the same incident? If yes, please indicate 2 ves O &no
the name of insurance company and policy no..
REE/AS]BTE Name of Insurance Company {REESRAS Policy No.

HEABRE (550 BOBRAT (AhZARANBEMA L REERAT) TN
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) 4012000501
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fREE#RI% Policy No.

B. ZRA/MAREFZERTEF1E ACADEMIC QUALIFICATION AND WORKING DETAILS OF INSURED / PAYOR

1 BETZEE - RBulH# K4 Your academic qualification, qualified knowledge and training
2 )\EI/{Ex % Company/Employer Name E TSRS Telephone No.
it Address
3 EBEURESGES)R—ERE, 55I8AFT A1 5 i3 =)Position and duties of present occupation (if more than one, please state all).
3 RBETESE{EEXEHEEMIR Did you file your sick leave application to employer? £ Year B Month A Day
[ 525 No O 5 ves A From
£ To
7818 5 5 Resumed duty on
4 WMMEKRES - BREFEEHERBHE -

If you are still on sick leave, please provide the expected date to resume duty.

C. MBERFIMNER - FBFFMUNT : IF DISABILITY WAS DUE TO ACCIDENT, PLEASE STATE:

1

=z x H ? .
Eﬁ.FEsEEl,‘HEH—:FEﬁ Date and time of the £ vear BwMonth  H Day = Hour s yinge EFEF
accident AM/PM

BAMSE A BE R 4838 Location and details of the accident

AHIEIINZEIMIRISELEERI Please describe the part(s) of body injured and the type of injury.

B TEGIRE ? N1F - FFIRHELITER Did you report to the police? If yes, please provide the following information
EZ 24 Police Station TEZE4R5% Case Reference No.

O aanNn O 5B Yes

i AN EERRE/RBERIMNRE/OHA/ BRI RS REE -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

BTEEMREIINLEENZE/S L EDBFER ? Did you apply for compensation from Social Welfare Department / Labour Department for the
same accident?
O AN [O B #EeEE/EE2EB Yes, please provide Social Welfare Allowance / Labour Assessment Certificate
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D. MNISEEERER - FBFEMINT : IF DISABILITY WAS DUE TO ILLNESS, PLEASE STATE:
1 IBHFREFRREMERE Indicate the illness and give a brief description of symptoms

2 A)ZRA/EFRE R OIBSFA IR/ S @ 45K 52 When did the Insured/Payor first consult a physician for this illness/ injury?
F Year A Month H Day
I

b) &5 HFA LR oKE2 2 B8 £ i 2 K BE B A ith ik Name and address of all physicians/hospital treated  for this illness/ injury?

Bing / BraE ik A &
&2 Hf Date of attend
Physician / Hospital Address Pz Bk el 2 ik e Disease or condition

% Year | B Month | H Day

E. REAERNIEZIRA/IRERA A)INFORMAITON OF CLAIMANT (Other than Insured / Policyholder)

1 Z{E&AEZ Name of Applicant SEE R IR Age and Sex
2 B 785555 H.K.L.D. Card No. B2 8858 Contact phone no

3 EZRAIEFERI% Relationship with Insured / Payor

4 3B Mailing Address

5 (% / #E Nationality / Region
[0 & chinese O ZE Us. [ Efth others(EEEERA please specify)

F. #8775 T PAYMENT METHOD

AEMETREERFEE-EEESNARN - ARARER B BT ER ER B R P 7T ABIE - 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#ARR DIRECT CREDIT

[ s2tx Fes*
EREFAANREEBERWEEIRE O To aregistered Faster Payment System (FPS) account set up in Hong Kong held by the Policyholder

#R17 4278 Name of bank §RAT#RSE Bank No. 31T #5% Branch No. $R7TRR B 5HS Account No.

L | | | | | | L | | | | | | | |
IRPHEEASR(PX) WRABREFBA) RPEAAGRENY) WRARREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

[] @REAHRTT 2ETF O TRANSFER TO HKD ACCOUNT IN LOCAL BANK*
EREFBAANREERIIMEITE O To a HKD account set up in Hong Kong held by the Policyholder

#8175 78 Name of bank #R1TARSE Bank No. 3 1T#mS% Branch No. #R1TREE 5545 Account No.

L | | | | | | L | | | | | | | |
BRPFAALR(PY) WEABREFBA) BRPFAAUREENY) WABREFBEA
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

] =E TELEGRAPHIC TRANSFER *TJ 2 https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T &5 48 B8 2= 45
Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim
(*) & Remark:
1. IRITEFFBEANBERRERABA - Bank Account Holder must be the Policyholder.

2. BIRMHIRFHEIANG - MHBREFAAKR/EHEKREIRIBAIRITR/B45EE/718 - Bank account document(s), such as bank
card/monthly statement/ passhook with account holder name and account no. is required.

3. HARBEABRBRRITRAFFBEARRERFBANREASRESARBERINE AR - BRAIEFUBGE TR A%
[ [ n
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F. #8773 =V (48) PAYMENT METHOD (Continued)

i - 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, WNEEIEDL TEER , ARER - FHEELITEIE | Ifyou choose to receive the payment by  “FPS” | please note the following:
41T EYR SEARENEBSEBTHARBNRFE SERX5TH LRAETH AR 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, BIFEANREEEEBANARIRE - Please note that CNY currency is only applicable for CNY policy.
43, REBEARAMELL - WEMINBIEE R T BRIk | MERBRIRITIRE - BFEFIEHOARMIRITER - 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. BRFRESEEREERNRITMAER - BERIBTOBRIRITE © The actual time to receive the payment may vary among
banks. Please enquire relevant bank before application.

5. WEED TEREAMIRITZEITEO ) ARER - RBRARAKIMEAIIAETSEO - Ifyou choose to receive the payment by “Transfe

to HKD Account in Local Bank”, only applicable to the HKD bank account registered in local bank.

6. KNTEIEBESI N EBRALRRER - Our company reserves the right for final decision of the claims settiement option.

2 KihR1TEIZE TS HK LOCAL CROSSED CHEQUE
Stime i th A SRS (S TN = Sy b Ty
00 maesee polioycureny ] e et of i L Tt (oversca) orpany)
[ #r= =2z a0@ At Mail to corespondence address registered in our Company
[0 &2 77 ABEIE Deliver via Insurance Intermediary
[ #5214 1748802 = Pick up cheque at Branch in
person
O 853/ = R0 SEIZE Pick up cheque at Customer Service Centre in person
[ 1Re84575 A S8HY Pick up cheque in person by Policyholder
[ s =2 (1t48 )48 Pick up cheque in person by authorized person

2172 F /4% 5% Branch Name/Code:

REALE RANEAE B REAG DB SRTE
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
1¥ Wan Chai [ = thith2+Other Location:

*3B A www.chinalife.comhk B9 TEAAEFM L > THED L L EREBEAEMMENE B DL (MA) - *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).

3 Efth73= Other Methods

[ =1ti(355188) Others (Please specify)

*EFEIEBIAR T ZEOFEZ - T A} https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection T &i" 45 Bl $BEN A N EFFB % 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.

G. R{EFRH {45 E CLAIM DOCUMENT CHECKLIST

v’ B Basic Documents ; @ Fi/NSC4E Additional Documents

RIEFARXH(XHNZBEARTUREFATNE B IR P OHEE) R/ HERERBRERE Waiver of

Claim Document (Documents can be certified at our Company’s Customer Service Centres) premium / payor benefit claim

HE BRI FHE 2 ABPFERE B Part | of this form completed and signed by your good self v

HFEZBHIER VB EPRFRSE B2 ELHREE Claim Form Part Il - Attending Physician's Statement to
be completed by the attending physician

B8/ X Y6/ BT MARMR OEE BEEREEREEESNEAZE) Laboratory/ X-ray / CT Scan / MRI/
E.C.G. / other Pathological Reports (if applicable)

HF 2 e EAREREERZ Sick Leave Certificate issued by your attending physician.

18 = 38 1 2 fm {ER 78 RR{E (N #& A3) Employer confirmation letter for sick leave period, if any.

B2 THEIEARS 2L E ZRIA (R #E AR5 3E % 40) Original Death Certificate or certified true copy for
the Payor. (for Payor Benefit only)

o (0|0 | X

BEAEFACHZE ZRIAN(RBRARHRE R 8)) Letter of Administration / Grant of Probate (Certified True Copy)
(for Payor Benefit only)

HE R AER  BFHFEIAFRE Self-Certification Form for Common Reporting Standard (CRS)

g RBRINRE | OHAT Police Report / Traffic Accident Report / Statement
m

SZRAMRNREANSHRBSLGHZEIEZR D of Insured/ Payor/ Claimant (Certified True Copy)
| [ | ||

O000 0O0o0o0 0o

\|jo|O® ©®
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H. {8 AEi &R PERSONAL INFORMATION COLLECTION STATEMENT

ENEMEREREEBERBE "TEASRE (89 ) ROBRAT ., WREBAENER - BERMREANWIREBAERER - gR
https://www.chinalife.com.hk/zh-hk/privacy-policy ™ &akmE ASRE (85 ) ROBIR AT RE -

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.

I. UHR{E A SR E & ZE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RNHMEEWT  EATMRBELRERSERUEEOZURESEAMBENBRNRERK "REHE , (T8 "HE, ) - AFW
HNEHEREEHERTZE - REFEERNILRBHEBERS  SERNXNRERRESERRABEENERESEAEBIITLA
HERHWER - BEAWEEENFE - FHERBEASBINROBRATNEE

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.

J. EHAK % DECLARATION AND AUTHORIZATION

2 HE Authorization
ANEHM  SRAMREFBANREAN - ARBFAREBREEZZRAIREFBENREAIB)ZEILERE (1) £EEE - sHfffhE - &
Bt ~ 2P0 ~ tRERAE] ~ $R1T ~ BURHEARE - BUFEIPT - sSiELME - ABEA T - NAESNEATUARARNE M RERREZZHRA
IRERANRBAMA) 2% - BENERE - HUBZEERRM - FMREILATREASRE (B ) ROBIRAE ( LUMNEHE
FERE. ) ; (2 ELEHUEEEZBREENBEEMESHERAT - M AREPBEERANKEMRERMEZZRAIRERSS
NZREAMBETHR ZBETIE A - (FREZAANRMARGREAEZZEAMREFBAIREAMB) 2R - IREY
ANBOZEERANRRZEARBAORA ; AIERAANRMLTHRITRENS - WREEDENS - BEREENEINAREEAHERSE
MA -
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/Policyholder/Claimant under 18 years old (if any) 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/Policyholder/Claimant under 18 years old
(if any) 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

RNEM  2RAREFAANREAN  ZLBBERERQ) LE—EREREBENREEER  AREERNKMEFAE - AR AF
FREIPRE - RSB EZ 2 WBERM ; AARMBBERNET-RZEEEE  AANRKMIARESEELRPHFRLSENR,; QFA

FORPBERFABIER - EASTOBER LA EEZREIRARRERE -

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.

K. #EB(FEZEZEBKRIE L E) SIGNATURE (Please DO NOT sign on BLANK form)

2ZRAERE RERFAAN | ZEX" FEEA
Insured / Payor Policyholder / Claimant* Witness

%5 Z Signature

2 Name

B3 :8/7€8R5%551.D. Card / Passport
No.

F Year | B Month H Day £ Year | A Month H Day £ Year | A Month H Day

B #A Date

*REANEZSFRAMMRER G
*Relationship with Insured/Payor
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E_BMD - TZLBEREE HREZEBLEEE  MAEABRZRA/REFEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. & AE ) PARTICULARS OF PATIENT

1 % A5 Name of Patient

2 FHR1ER Age and Sex

3 B{n&/ $#IEI%HES 1D, Card / Passport No.

B.7&AFE K =2l HISTORY & DIAGNOSIS

fF Year A Month H Day

1 WAZERERETIEZE We can trace the medical record of patient back to / /
2 BRHIRME BRI E 54 HEA Date of the accident occurred or symptoms first appeared / /
3 RABRARUILKRIE 2 K2 HEA Date of first consultation for this condition or related illness | /

4 FBHEARPERE2EZBARFIFRAE Please describe the symptoms and complaints at first consultation.

5 WMASEHEMBLEEN?NR  BHREZBEZHZ R - Is the patient referred by other [12 ves [1 = o

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

6 B RZETBHEI The date when the diagnosis was given F Year A Month
|

H Day
|

L 1 |

7 REDEIERREGHEEIE The final diagnosis of the condition and its complications

8 JRARTEIRZERRE - FRul Al KA 4R The academic qualification, qualified knowledge and training declared by the patient

9  JWAZIR# - B KIEE The patient’s occupation, exact nature of occupational duties before disability

10 a) BIRHEHBABERKEEIIEBEA Please give the date the patient first £ Year A Month H Day
absent from work I L |
b) MEKETIEREN - FIREHEA T KIE L ERIE HB Please give the £F Year A Month H Day
expected date the patient to resume work [ 1 ] ] | | |

11 a) BEHARAMTERRZEZEMER T2 AEOERIR 2 TEREL Please state in details on how the diagnosis prevents the
patient from resuming work

b) IRMATIERBEMAYIEZE Could helshe engage in any other occupation?
0 =®arkl No 0 =L &# Yes, from & Year H Month |E Day

L | | | L

c) BZESEEN_LAYBR &I Limitation to occupation activities.
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B.JRFE K :Z kR (#8) HISTORY & DIAGNOSIS (Continued)

10 BURAXSBIIESkiZEmam At =N S22 EAYS2E: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

BEZO M B E o TYES B8 ZE Can perform any kind of work and duties
O Feenesmmzers > 25T cannot perform partial duties of his/ her own occupation
O Feentsmmeexs > F @I cannot perform all duties of his/ her own occupation
O Fecstsmmmnm T s cannot perform any kind of work and duties

AR K0 T IERE SIRIASE Please state period of incapable to perform some of his/her duties

A From (dd/mmiyyyy)  E to (dd/mm/yyyy)

BRI A 2B T ERE SIRIASRE Please state period of incapable to perform some of his/her duties
FH From (ddimmiyyyy)  Eto (dd/mm/yyyy)

1 EEFNSEEELTFEENIREE Please state the cause of total disability

12 HRABRMEBELIEREND  BTRAEZXBRIGEHFEZXA? If the patient is still totally disabled, how long will such disability be
expected to continue ?

13 FiAARREZEZAE  WBBEREER - AR EOHEERLMRE 2 B2 IRESTE] Any treatments, investigation procedures,

results, and/or any complications and follow up plan regarding the subject diagnosis

C. WAIRNG Zf2ERAA CURRENT HEALTH CONDITIONS OF THE PATIENT

1 EE1E# R Progress of recovery
] 22 && Recovered [] %% improving [ BRiEE Static [] ®R&¥(t Retrogressed

=F Remarks :

2 BEEENER Current state of mobility
] 7& & Ambulatory [] #&%E% P Home confined [] &\ Ben confined [] ®R&®(t Retrogressed

=F Remarks :

3 REEBEEEEHM - WAELZEHET - of&5A F5UZEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

LRSS FAARE Transfer to get in bed and out of bed or chair O gl Can O ATl Cannot
17&) Mobility D g}l Can D AGLL Cannot
ZFTX Dressing D g}l Can D AGL Cannot
538 AR Bathing & Washing O L, Can O =311 cannot
R Eating D g}l Can D ATl Cannot
YN Toileting 3 can [ A cannot
=¥ Remarks :
||
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D. E{thE %58 OTHER MEDICAL HISTORY

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

O e asthima O s cardiac problem O s piavetes Melius
O ZBIRT K Hepatitis B O = [M/E% Hypertension O #2317 Previous operation
O B3 ZZ Drug abuse O BB ZEME Drinking O IRYEZME Smoking
O =5 Famiy history of cancer [ x5 unfavorable family history
[ MUEESR7A None Hihg=% - 555208 Other disease, please
specify

2 ZWMASEERLAERIHMBEEERESBENERAE ? M2F - FBEF1S - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H 45 Dates 7% Disease AE/M(ERFE BanE/EREE
F Year | A Month | H Day ) Details or treatment/hospitalization Name of Physician/Hospital

3 FRIRMHEUE/RIEZEEES Please provide details of Drinking & Smoking habit.
1B 8 Drinking/ Smoking start date since F Year A Month
|

H Day
|

L | | IS E—

2 H F £ Daily consumption (z/E2/18 /% piecel pack/ bottle/ can)

E. 2B 4 E R ATTENDING PHYSICIAN’S INFORMATION

TEBEYR BE
Name of Attending Physician Qualification
ik BB EE
Address Contact No.
£ Year | B Month H Day
FTEBERE/BERES B2
Signature & Stamp of Attending - t
Physician/ Hospital ate
| [ | |
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