ERSEERE{E 53R GROUP DISABILITY CLAIM FORM

ERS{RESEHS Group Policy No.

F_8Mn - TZBRERSE mEIvBLER  FAERRRES/RE/REASTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own
expenses.)

A. 5% AE 1] PARTICULARS OF PATIENT

1 AER Name of Patient

2 FHE BRI Age and Sex

3 B{piE/ #EBSRAES 1.D. Card/ Passport No.

B. ERFPREiY CLINICAL DETAILS

1 AAZEBERIRTIEHZE We can trace the medical record of patient back to
F Year A Month H Day
L 1]

| L 1 I

2 BRUYIRMAEHE P34 B HA Date of the symptoms first appeared
F Year B Month H Day
L |

3 WABRARILRE 2 K2 HEA Date of first consultation for this condition or related illness
F Year B Month H Day
|

L 1 L 1 |

5 RARTHEMBEEN ?UIE  FREZBEZHEZ R - Is the patient referred by other [ = Yes [1 = No

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

6 RZIE Diagnosis

7 fAIR5HER2 When was the diagnosis made F Year A Month H Day
L I I I | L | |
8 a) FRIRHmABRAKREELIERHI Please give the date the patient first £ Year 2 Month 5 Day
absent from work
b) MEHETIFAES] - FFIZ A AT RIETERIE B Please givethe = yq, B Month B Day
expected date the patient to resume work

9 a) FHEMRAMTERRRZEFZEMERTEFEERE AR 2 TERFEL Please state in details on how the diagnosis prevents the
patient from resuming work

b) MATEHEEMAYIEZE Could helshe engage in any other occupation?
O Fakt No [0 &% 6 Yes,from T Year
c) BE%EEEN LAYPR I Limitation to occupation activities.

A Month H Day
| L |
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ERS{RESEHS Group Policy No.

B. E&AZE 1} (48) CLINICAL DETAILS (Continued)

10 DURAXRBSRIESiZE s - sFaFiilb =N S ¥ E AL Bearing in mind the declared duties/occupation of this patient, please
indicate the impact of the accident / disablement:

O s sFaTrEsmEE can perform any kind of work and duties
O Fesntsamess >4 THE Cannot perform partial duties of his/ her own occupation
O Fesntssmzss > F@IE Cannot perform all duties of his/ her own occupation
O Feest =0 @sEae0 T sk Cannot perform any kind of work and duties
AR EERER S TIEREIRYNSE Please state period of incapable to perform some of his/her duties

B From F Year A Month H Day
ETo F Year A Month H Day
AR H ISR Z AT YERE SIAYRSE Please state period of incapable to perform some of his/her duties

B From F Year A Month H Day
Z To F Year B Month A Day

1 FEHFNTERATIESESIRRA Please state the cause of total disability

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

13 FrAMARREREZEE BEREER - AEEOHBERLRE ZEZHIRESTE] Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis

C. WAIRIGZf2FEAR CURRENT HEALTH CONDITIONS OF THE PATIENT

1 FER{8¥RE Progress of recovery
[[] ©=2%1& Recovered  [] BEEP Improving [] &niEeE Static [] BR&E(E Retrogressed

=¥ Remarks :

2 HEFREET Current state of mobility
[]7#sm Ambulatory [ 2% 5 % Home confined [C] #EAF Ben confined [] &R=1E Retrogressed

=¥ Remarks :

3 REREETEFM RALELRZHEHET - oIE5MK F5IZEIE? Can the Patient perform below listed “Activities of Daily Living” without
the use mechanical equipment, special devices or other aids and adaptation?

LR A5 FA44E Transfer to get in bed and out of bed or chair Oais can O xarit cannot
1T7E) Mobility O gl Can O A8 LL Cannot
ZF1x Dressing & can O xap cannot
FER KA Bathing & Washing D L Can D R Cannot
# & Eating Oams can O xarit cannot
Y0H] Toileting =it can ] &Ikt cannot
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ERS{RESEHS Group Policy No.

D. B FZE XS R PROFESSIONAL COMMENT

1 SRREXREESE()EREZE - HREMEUER BRELERZHEE  SNQ)EBEAEMKRAR? ML - FiRIHAMZABAEHR
JAEERE1A - 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 Yes O =no 52 A HH8 Date of diagnosis/treatments  4E Year A Month H Day
B (BIERE R E /M E R4 R) Details (including diagnosis/ treatments/ investigations and results)

2 WAZRIESLASIEMRA R LLICAEREE? Is there any patient’s family history which would increase the risk of this illness?

3 FRIRHRIETERI - Please state the prognosis of the condition

4 EEEAANBRERBRSBAER? IsitHIV related?

E. HfthB&% % OTHER MEDICAL HISTORY

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

[0 % Asthma [ ks cardiac problem [C] #R %% Diabetes Melitus
[0 ZZ2AF3% Hepatitis B [ =/ Hypertension [ == =Fiii Previous operation

B2 ZZ Drug abuse [ =&tk Family history of cancer [] Z#%sE Unfavorable family history
[0 W EESEA None [[] Efthzs - #RER Other disease, please specify

2 ZRACSEEELMERIEMRSERIESBENBERIGE? M7A - 75RAAFF 15 - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.
O #Eves [ 585 No0 #2588 H Date of diagnosis/treatments ~ £F Year A Month H Day

¥ J% Disease

AR /1EBRAE1E Details of Treatment / Hospitalization

B4 0% /B2 PR 2 78 Name of Physician/Hospital

B #f Dates 7% Disease AR/ EREFE Bhaua/Bhals

F Year | A Month | H Day Details of treatment/hospitalization Name of Physician/Hospital

3 BIRHEEUE/RIEZEEEE Please provide details of drinking & smoking habit

HEE (SZ/8/1/f) Daily consumption (piece/ pack/ bottle/ can)
Z1E ¥4 8 Drinking/ Smoking start date since £ Year B Month H Day

E. 2B 4 E R PARTICULARS OF ATTENDING PHYSICIAN
RAGEUERR - AR AFRFIPAE - EARARENERIGAEE 228 - WHEB R - | HEREBY DECLARE that all the information provided by

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

FoBRENR BE

Name of Attending Physician Qualification

ik BB ERE

Address Contact No.

FTBAEBENBNR/ZMERE F Year B Month H Day
Signature of Attending Physician Efﬂ

and Stamp of Hospital / Clinic ate
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