y EEAE |5 4)
S SMAE{E 53R ACCIDENT CLAIM FORM CHINA LIFE

fREESREE Policy No.

E_HMA-TLBERSEBILBLES  FAERABSREARERAAREABTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder / Claimant’s own expenses.)

A. A AEi PARTICULARS OF PATIENT

RAKR R A2/ 14 Rl / WA B8/ RS
Name of patient Age/sex of patient 1.D / Passport No. of patient
B. #2JAE R CONSULTATION DETAILS
1 ESMEE4E HHJ Date of Accident £ Year S Month A Day B Hour 23 Minute EFITF
AM/PM
L 1 ] ] | L ] ] L | | L | | L | | L | |
2a)  mAEER - EIZHHERER % Year A Month  H Day B Hour 4 Minute /T
Period of hospital confinement if hospitalized AM/PM
L 1 ] ] | L ] ] L | | L | | L | | L | |
2(b) ESPR 78 Name of hospital
3 REEBFXRIEZHEZ B Date of first F Year B Month H Day
consultation for this injury O £ Am O r~Fpum

4(a) EHIMEEHELZIB Circumstances of accident

4(b) BBE{5ZERMI Part of body injured

4c) ZSEBIFNEE Type and extent of injury

4d) BEATREXREZZBAK - HERARURZRHEISIE ? 1175 - AR - Is there any visible contusion, cut or wound on the exterior
body part at your first consultation? If yes, please describe in details. D% Yes [ & No

5 HR#&E52HEA Date of last consultation F Year B Month H Day
| IS I — L1 1 I E—|

A\ A Z 81BN Status of recovery

6 FRIRMEATAEAERB(BIMEAR - Filf - YIBAE - X 3¢ - 15RIZEE X4 E) Please provide all treatments details (such as

hospitalization, surgery, physiotherapy, X-ray, special diagnostic procedures and investigation etc.)

F Year | B Month | B Day JAE 1R Treatment details R B 4a R/ /AT Hf Result/ Treatment duration
PEIASRE G870 ROBRLRE (RAPEARANBEEMAL ZBROBROR)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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fREESRES Policy No.

. $2AEH} (#8) CONSULTATION DETAILS (Continued)

7 RREARLBREBIINZE  ARESHMEBLEE ? 175 - i555HA Any other physicians who treated =v 0 =N
Insured for the same injury? If yes, please give details = 168 °
£F Year | B Month | H Day B& 422 Name of physician(s) B 55 A M3t Telephone No. & Address(es)

8 ZRZEESERTIEM—EMEBMREERE? MTAEM—IER"E” - FBLAFE Was such injury induced from or affected by any of
the following which may contribute to and/or lengthen the period of disability? If any of the below is “yes”, please give details.

(@) BZEeErmE / 5 RES Physical defects / congenital anomaly O £ vVYes O & No

(b) BB RER T2 Unfavourable past medical history O £ VYes O & No

(€)  3B{b M8 Degenerative changes O £ VYes O % No

(d)  z45%55 45 By drugs or alcohol O 2 Yes O & No
9 FARAHEMRARTEREEE ? MNE - FAFERIRAZELRERNA) O =2 Yes O & No

Was healing complicated? If yes, please state details & any special treatment given.

10 MURAXENIEXEENR - BFAEEIN S8 EAY52E: Bearing in mind the declared duties/occupation of this patient, please indicate
the impact of the accident / disablement:

O sesn=mmTrEsm can perform any kind of work and duties

O Fecesamzess 554 TE canot perform partial duties of his/ her own occupation
O Feesameess > @I canot perform all duties of his/ her own occupation
O xecttsammnm T cannot perform any kind of work and duties

AR EE B8 T (EAE SIRYISRT Please state period of incapable to perform some of his/her duties

B From F Year A Month H Day

To F Year A Month H Day

E
[ S T B L (I

EIRHER I T FAE 18985 Please state period of incapable to perform all of his/her duties

F From F Year B Month H Day
I S N E—| L1 1 L1 1

To £ Year A Month H Day

ES
IS I — L1 1 L1 1

11 BRERAZEZE - ERZSUOF L K B EE % 2 B S H#% Bearing in mind patient’s occupation, how would the injury prevent the patient
from performing all the duties of his/her job?
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fREESRES Policy No.

B. #2/AE 1 (4)CONSULTATION DETAILS (Continued)
12 EFREELEREH L  FHEETRARAREIREEILZREE - If an absence from work for more than two weeks is necessary, please
describe in details why you think the patient could not return to work earlier.

13 MEREIEBZRAKAIEE - (B G S5EE B RINEEFTE M K A AR E (BL%ERT) If the accident caused any permanent disability

to the patient, please assess the loss of body function permanently caused by the injury, expressed in percentage.

14 RAEBERINER  2EECRELEMEFBERFE ? Is the patient now/ Was the patient at the time of this accident suffering/suffered from any
iliness, disease or infirmity?

02N [0 % #6545 Yes - Please provide details.

15 BIRHURAMESHER/EE £ Year 5 Month A Day
Please state when the patient can resume duties or N N R — [ E—
the recovery date

C. E2BLEE I K EA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

AANFEUIERR - SAAPTHFRE - CEBRAARENERIISEE 2280 - WiEEEHL - |HEREBY DECLARE that all the information provided by me in this form is true
and correct to the best of my knowledge and belief.

TBENR BFE
Name of Attending physician Qualification

HUP M:I HE
biich
R Contact No.

£ Year A Month H Day

FBLERERER/ZhERE

HEA
Signature of Attending Physician and Date
Stamp of Hospital/Clinic
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