T HEAS |-
O f:':uNA LIFE | i G
EHI/m R ES{E 8553 LONG TERM SICK LEAVE CLAIM FORM
fREESRES Policy No.

F8in - EBEREE (HEZBLEER  FIEERABERRA/REFBEA/RZEABITERE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. 55 AE 1Y PARTICULARS OF PATIENT

1 AL Name of Patient

2 FERMB Age and Sex

3 B{p:%/ F#MRSKTE 1.D. Card/ Passport No.

B. ERFRERl CLINICAL DETAILS

1 BAZEBERHRTIEWZE We can trace the medical record of patient back to
£ Year A Month H Day

2 BHRUIRHEEHEASE4E B ER Date of the symptoms first appeared
F Year A Month H Day

3 WABEXRFBER LR 2 K52 HEH Date of first consultation for this condition or related illness
F Year A Month EI Day

4 FEEMFRIAEREZIEZEHRTRI Please describe the symptoms and complaints at first consultation

5 WASEHEMEBELEN ? NI FiRMHZEE 2B R - Is the patient referred by other |

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

= Yes O & No

6 72Ef Diagnosis

7  fOlR5H#E2 When was the diagnosis made F Year A Month H Day
IS I N E— | I E— | I E—

8 LURAZXBMI(FoiisEmam - FAFditEs SEEEAISE: Bearing in mind the declared duties/occupation of this patient, please
indicate the impact of the accident / disablement:

O s EEmTEsim can perform any kind of work and duties
O Fesntsamzss >4 THE Cannot perform partial duties of his/ her own occupation
O Fesntsamss > F@TE Cannot perform all duties of his/ her own occupation
O FeesesEaEae T EsBE Cannot perform any kind of work and duties
BRI TS R AR TEREJIAYISRE Please state period of incapable to perform some of his/her duties

B From £ Year A Month H Day
| IS I I E— L1 1 | I —
= To £ Year A Month H Day
| IS I I E— L1 1 IS I |
AR EE R R T (EAE S RYISRT Please state period of incapable to perform all of his/her duties
B From F Year B Month H Day
| I I I E— | | I | I E—
= To F Year B Month H Day
| IS I I E— L1 1 | I
FEIASRE C85) ROBRAT (RPEARANBEZMR L ZRHABERAT)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
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{REEIREE Policy No.

B. E&RAE Y (48) CLINICAL DETAILS (Continued)

9

AR SE 2 AT ERE R E Please state the cause of total disability

10

BTRRERA ZRREREEL/ BAREAICLIE ? Do you expect a fundamental or marked change of this present condition in the future?
O svs O = no

ME - SRARMIEZEEERT TIE ? If yes, how long do you expect the Insured will take to perform duties?

1"

PR AE SR T ESkiZEmaR - AR S 85 1% 8 T {EAE/1? Bearing in mind the declared duties/occupation of this patient, how long do you
expect the patient can resume working capability?

1 —@3rs within 1 Month
(1 —==@B& 13 Months
[l ==x@8% 36 Months
[l x=+=@8n 6-12 Montns
(] =»+=E8 >12 Months
O &K Never

12

AR ANTEEREEFZEMEN T2 FEEERR 2 TIEREI Please state in details on how the disability prevents the patient
from resuming his/her own work

13

FrERRREZEI Z2AE - BREREER - AGTOHBERLRE ZEZHIRERTE] Any treatments, investigation procedures,

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

C. B FZ2E% S R PROFESSIONAL COMMENT

1

ERZEHEEERESR  NEBEHMRRNARH ? T - FiRHAE2 A RIAES - Is the diagnosis ]
arecurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments.

328 B 88 Date of diagnosis/treatments F Year B Month H Day
S N N — I E— IS E—|

F 1B (BB /A% /1B K 4 R) Details(including diagnosis/ treatments/ investigations and results)

2vYes [&ENo

MAZRESLAEIENAEA R LLEAERIEFE? Is there any patient’s family history which would increase the risk of this illness?
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{REEIREE Policy No.

C. BT~ ZE%E R (#48) PROFESSIONAL COMMENT (Continued)

3 7% 1ETEH The prognosis of the condition

4 SEEREANBEREREBERSHR?

Is it HIV related?

D. EfthE& =% & OTHER MEDICAL HISTORY

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

[ = Astima [] s Cardiac problem [] #&FR % Diabetes Melitus

[0 ZBU5F 3 Hepatitis B [[] =m/ Hypertension [] & 1= =1 Previous operation

[ %2z Drugabuse [[] &v&=B1& Drinking [] ®1&=218 Smoking

[0 xR Family history of cancer [] x5 Untavorable family history

[ WM B3R5 None [] Eft#7s - EREA Other disease, please specify
2 ZRASEEBLAERNEMBREERIESBENERAE ? MEE - FFHiFFE - Had the patient 0 2ves [I=No

previously been treated or hospitalized for the above disease or other major disease? If so, please give details. =

Hf Dat :4\"~ e 232 B BR 7
H &f Dates %% Disease . n:u)§/1$|3m¥l§. o EEE%%/%BJ‘E%*QI
F Year | B Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 BIRHEEUE/RIZEZEEETE Please provide details of Drinking & Smoking habit.

218 %4 B Drinking/ Smoking start date since £F Year A Month H Day

L ]

EHHE Daily consumption (z/E2/18 /% piecel pack/ bottle/ can)

E. FZ2B4EER K EHRR ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION
AANEUIERR - MAAFRHFE @ AR ARENERNIIRSE 22 - WiEEHEH - | HEREBY DECLARE that all the information provided by me in this form is

true and correct to the best of my knowledge and belief.

TRBENS &
Name of Attending physician Qualification

b WS ER

Address Contact No.

FTEBERERER/ZMER o % Year | A Month | H Day
Signature of Attending Physician and D ’

Stamp of Hospital / Clinic ate
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