< ; REA S | g Gk
BEEEREE- AR T HIEE CHINA LIFE
CRITICAL ILLNESS CLAIM FORM - CARCINOMA-IN-SITU or EARLY MALIGNANCIES

fREEIRES Policy No.

E_BMh - TLBEHEE RILBLEEE  MEAERARZFA/REFSAEA/REABITEIE)
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 AR Name of Patient
2 FE BRI Age and Sex
3  B{3:8/ #HRERES 1.D. Card / Passport No.

B. ERFRE Y} CLINICAL DETAILS

1 WAZEBERLFOE
F Year

Ei# Z We can trace the medical record of patient back to
A Month H Day
L

2 BHREIRRE BRI HEB Date of the symptoms first appeared

F Year A Month Ei Day
| L | |
3 BABXRAFRIILRIE 2k 52 HER Date of first consultation for this condition or related iliness
£ Year A Month H Day
L | | L | |

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

5 WAREHEMBLEEN?WNZ -

EIRHZBE 2R R - Is the patient referred by other [12 Yes [ % No
physician? If yes, please give the name and address of the referring doctor.
6  :2[E Diagnosis
7  {aBGHERZ When was the diagnosis made F Year B Month H Day
L | | | | L | |

8 HIRMBARKEE 2RI KAYZZE Please provide the organs involved in the patient's diagnosis of carcinoma in situ:

[0 %= Breast [ i&stsiz Vagina or vulva [ # Lung

O ¥= Uterus [ <% &&E Colon and rectum ] & Liver

[] =08 Nasopharynx [] ra% Penis [[] 8R&3%& Stomach and esophagus
[0 &4 Tests [[] sns R/t 850% Ovary and for Fallopian tube

[ B{EEE None of the above [[] Efth - 5&RAA Others, please specify

9 LitisE 8 BMARAIERABIAFELEKE (RRIRF=%E) What is the staging of Carcinoma-in-situ of the diagnosis made in Question 8?
(For Cervix Uteri only)
Cleinm

Cong O o 1 =4 Others:

10 FEIZHATSIARYE 2 fRIE 55 4 Please provide the staging of malignant tumour of the prostate

Cria O Ome Oen O s others:

1 BIRHBEZREREREZRIES H Please provide the staging of malignant melanoma of skin
L Alcc E_# 2@ Malignant melanoma of skin of AJCC stage Il or;
[ Alcc 55— #As I FA93FE & % R 58 %% Melanoma skin cancer of AJCC stage Il or:
L =4 Others:

FEASRKRE OB BROBRAR (RPEARKNBEMALZRHABERAR)
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fREEIRES Policy No.

B. ERFRE I (A8)CLINICAL DETAILS (Continued)
12 EBEEECFHEEEMANGANARSIREAS? M2 - FBIRHEFMER - Was there invasion of adjacent tissues? Is so, please provide
details. 12 ves & No

13 AEBRREFEREEZLRE WRERHER ASEAHBERLRE ZBZHNIRESTE) Brief treatment summary (including

treatments, investigation procedures, results, and/or any complications and follow up plan regarding the cancer)

C. BN Z2E#%ER PROFESSIONAL COMMENT
1 WAZREEEERIGNREA R LLEAERIER? Is there any patient’s family history which would increase the risk of this illness?

2 J%1ETER The prognosis of the condition

3 REBAEREREBRSBER IsitHIVrelated?

D. EL{thE&5E % OTHER MEDICAL HISTORY
1 BABEESEUTIHIE/ZIE ° Does the patient have any medical history or habit as indicated below?

[ =% Asthma [] /05 Cardiac problem [] #& % Diabetes Meliitus

D BT 3% Hepatitis B D 1= [M /8% Hypertension 82 1% 5 F 1l Previous operation
[ %22 Drugabuse [] evE&18 Drinking [ ®E218 Smoking

[0 &R Family history of cancer ] x#%&&5% Unfavorable family history

[ BAEESRE None D Hthm - 555708 Other disease, please specify

2 ZMACSERERLMERIHMBREERESBEYBRGE ? 12& - 7515 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

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

3 AIREEUE/RIEZIBEF1E Please provide details of Drinking & Smoking habit.

31844 B Drinking/ Smoking start date since F Year A Month H Day
L | | L Il |
2 H F3 £ Daily consumption (2/81/18 /%€ piecel pack/ bottle/ can)

E. 25451 KEAP ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

AAGEIERR - BUAAFRHFTE - EMBEAARBHNENIBEE 2T - WHREBE S - | 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 PR

Address Contact No.

THBERERER/ZPRES o % Year | A Month | H Day
Signature of Attending Physician b ’

and Stamp of Hospital / Clinic i

K-CL-ICLA28/202511-01 P.20f2
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