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CHINA LIFE

2HWLHRIEE(EPBEZR LADYVITAL FEMALE PROTECTION CLAIM FORM

fREEIRES Policy No.

EEMY - TZBEREE HEZBLEEE  FIAERARARRA/REFEA/REABITEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. B AE 1 PARTICULARS OF PATIENT

1 5% AL Name of Patient

2 FERMR Age and Sex

3 B{pEE/ :£IR5EHS 1D. Card / Passport No.

B. ERFRE Y CLINICAL DETAILS

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

1+t 1 1 |

2  BRUEIRFE HEAEE 4% BEY Date of the symptoms first appeared £ Year A Month
L

S S I —

H Day
|

3  WABRERILRAE 2 K2 BEf Date of first consultation for this condition or related illness
F Year A Month H Day

1+t 1 1 |

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

5 WMASTGHEMEBLEEN ?MI @ BiRHEZEBEZE BRI - Is the patient referred by other [ 2 Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 ZIRAR_EHER/IER MK 2 RS b/ B8 & /52 Fir /B8 B 148 The Hospital/Doctor/Clinic/Institution that has attended to the above condition

H 8 Dates 7% Disease AR/ RS Brnz/ERa
F Year | H Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

7 %26 Diagnosis

8  {dJA5TEE2 When was the diagnosis made F Year B Month H Day
|

9 FAMREEZE ZAE  BEREER ASEMIHEERLMRE Z2BZEIRESTE] - Any treatments, investigation procedures,
results, and/or any complications and follow up plan regarding the subject diagnosis.
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fREEIRES Policy No.

C. BN ZE#%E R PROFESSIONAL COMMENT
1 EREESEERERE  S(EBEHEMKFREAR ? NS - FiRHBZ2IABEARIAE1E - Is the Cancera [12ves [1=No
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =

28 BHA Date of diagnosis/treatments F Year A Month H Day

HIB (BRI /A% /8B R4 R) Details(including diagnosis/ treatments/ investigations and results)

2 WAZREEATIENMREAER LILEERIEBS? Is there any patient’s family history which would increase the risk of this illness?

3 J®IBTEHI The prognosis of the condition

4 REEANERRERBERSBER IsitHIV related?

D. E{thEFE %S OTHER MEDICAL HISTORY
1 WABEBESLUITHIE/ZBE Does the patient have any medical history or habit as indicated below?

[ e Asthma [] ks Cardiac problem [] #%5R % Diabetes Meliitus

[ ZB!AF3% Hepatitis B [] = m/ Hypertension & $#2 F1ii Previous operation
[ %22 Drugabuse [] &&E2218 Drinking [] ®iE2=1& Smoking

[0 =&tresE Family history of cancer [[] x5 Unfavorable family history

[ BAEESRE None H EL 5% - 7372 RB Other disease, please specify

2 ZWAGEREEILAERNEMBREERIESBENBERAE ? IEE - FFEizE1E - Had the patient [12ves [1=nNo
previously been treated or hospitalized for the above disease or other major disease? If so, please give details. =
H #f Dates A/ ERFERE BEuR/BRaE

7% 7% Di . T . .
F Year | B Month| H Day i e Details of treatment/hospitalization Name of Physician/Hospital

3 AIRHEUE/RIEZEFF1E Please provide details of Drinking & Smoking habit.

{844 B Drinking/ Smoking start date since F Year A Month H Day
L I | L I |
BHHAE Daily consumption (Sz/€1/18/E piecel pack/ bottle/ can)

E. 245 K EEAA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION
RAEIERM - BLAARTHANE - LR AARENERNSRSZE 22 - WiEEHEA - | HEREBY DECLARE that all the information provided by me in this form is

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

TEBEHS BE

Name of Attending physician Qualification

b B4 &S

Address Contact No.

TUBEEERER/LTEE - kil Waliioni R
Signature of Attending Physician o t

and Stamp of Hospital / Clinic ate
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