EfE A SRS {E 55 GROUP LIFE INSURANCE CLAIM FORM

EBS{REE SRS Group Policy No.

E=EMy - ERBLERES HELBLER  FIEEABHREABTEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT(To be completed by attending physician at the Claimant’s own expenses)

A. 5E&F & PARTICULARS OF DECEASED

It g BETE
FEE R Name of Deceased 5 {1/ S
1.D / Passport No.

B 0515 1 Deceased’s Address at time of
death
BHi53R 8B 2E Occupation REIEBHE £E Year B Month B Day
at the time of death Last date of working / /

5% B 58 Date of £ Year H Month H Day
B3t 25 Place of death death / /

BEE Cause of death

EERCLNBEETRE ? A - BIRHEZIEREBEMIRESFHIZ - Whether an autopsy report will be or has been done? If so, please
provide the date and a copy of autopsy report.

£ Year A Month H Day
00 %ABNo [0 FEEEUncertain [ % BH Yes, date / /

B. i2/AfES CONSULTATION INFORMATION

1 BETHBFEEZESZAT ? How long have you been the medical
physician for the Deceased?

2 EHRELEILRR B Diagnosis and =2t Diagnosis F Year A Month H Day
Date of your first visit /

3 ETAARENREZAAHESNREMRBZ&REEMR ? Had you attend the

deceased during his/her last illness related to the cause of death? D i Yes D % No

C. AESMERZ L DEATH CAUSED BY ACCIDENT

F Year A Month H Day B Hr »
1 E45MEEBFNIERS Date and time of accident / /

=
=

IR AW PM

2 ESMthEE R E#15 Place and Details of accident

D. HERE S DEATH CAUSED BY ILLNESS

2 Diagnosis F Year A Month H Day

1 FEREERVZEERRERKZ BE The first / !
treatment date of the for the last iliness

2 FEBHERERZHEEFESX? How long did the deceased suffer from the last
illness before seeking medical treatment?

3 SAESE Medical Treatment Summary

4 FBEIRELHEMBAENEREN? N7 - 5:RAAETS - Had the Deceased been previously referred by other Physician / Hospital? If so,
please specify details.
O eaNn O 5 Bracmnes

Yes - Name of Physician / Hospital
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ERS{RESEHS Group Policy No.

D. %R E M5 H1(#8) DEATH CAUSED BY ILLNESS (Contlnued)

5 BMRREEHERERNEMSE/ REERAR? M7A - BRAAEE - Was the cause of death secondary to a recurrent or other
chronic / critical condition? If so, please specify details.

O seaN O & vYes BRKEZ First consultation F Year A Month H Day
BEREGAEIR Symptom onset F Year B Month H Day

#=9% Disease

AR /1E PR RE 1B Details of Treatment / Hospitalization

B2 /B PR2%E Name of Physician/Hospital

6 FEEEEALUTEERE - EiEEES|I3 3 MEI5ET-? Was the Deceased’s death directly or indirectly due to or aggravated by the following?

O %2 n O = #essmns IS5 RIEHEEE  Yes, please tick where it is appropriate and give details
O smme unfavorable family health history O %x/mEuEn congenital / inherited condition
[ BUE | B | B | Y O BREBNHRZE | BEREBNHRZERBNLRSIE
alcoholism / alcohol / narcotics / drugs AIDS / AIDS related complex disease
OO0 #s338 mental disorders O am/ 51 pregnancy / childbirth
SEBMRVEIES | JEE) | Bz
O = ’ - . O &% 1 8RE= sucide/ selfinflicted
engaging in hazardous sport / activity / occupation
O o5 se == (B BE X 3E B F&)poison / gas / fumes (voluntarily or involuntarily)
O wmast . 5#588: others, please specify:

E. ELfthE8 %% OTHER MEDICAL HISTORY

1 SEERVERE/IRIEZE Details of drinking & smoking habit of the deceased
HEZ (SZ/8/1/f) Daily consumption (piece/ pack/ bottle/ can)

Z1E Y4 8 Drinking/ Smoking start date since £ Year HMoth  HDay

2 FHEZFETESEFMECEZEEIEAK ? Did the drinking habit contribute to the death of the Deceased? O=ves Oz nNo
3 MEZHTESEHERIEZBERM ? Did the smoking habit contribute to the death of the Deceased? O=vs O = no
4 REEFHEREYZBIE?NE - ERAEY Z2ER - SHRERMUEHFZVE - Didthe O=ves O = o
Deceased use of any drugs? If yes, please state the type of drugs used and also the no. of years of this habit.
HFAEE Daily consumption 48R Type of drugs
FAZ29A 8 Using drugs start date since F Year A Month H Day

5 BHIHMEENEEEREESHZHEHER  SETEZHMBIBRERE - Please state any other special cause, direct or
indirect, for the death in the habits or occupation of the Deceased.

6 HthETRETEBFMIFRUEEE ZZ R - Any further information which, in your opinion, will assist us in assessing this claim.

F. X284 &R PARTICULARS OF ATTENDING PHYSICIAN

KAELERR - BiAAFRAME @ EEARAREWERISSEE 22 - WHES ML - | HEREBY DECLARE that all the information provided

by me in this form is true and correct to the best of my knowledge and belief.

TRBEMS HIE

Name of Attending Physician Qualification
Ihik B4B B
Address Contact No.

. e 2 e £ Year A Month H Da
EPBEBERER/2FEE - Y
Signature of Attending Physician B t

ate

and Stamp of Hospital / Clinic
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