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CHINA LIFE

] 58 1 B & F il Bg (S B i5 3% GROUP HOSPITALIZATION & SURGICAL CLAIM FORM
EIBEfRERES Policy No.

E_EMn - ERBERETE BE2BLEE  FAERESRANREREANREABTER)
PART Il - ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own

expenses.)

A. A AE#} PARTICULARS OF PATIENT

WAL RAF /1R / RAS 18/ E RIS
Name of patient Age/sex of patient 1.D / Passport No. of patient

B. i2)A& 1 CONSULTATION DETAILS

F Year A Month H Day

1 WAZEEIIRTIENZ We can trace the medical record of patient back to / /
2 BHREIRRE B E M54 BEA Date of the accident occurred or symptoms first appeared / /
3 HWABRBFALLRIE ZKE2 B Date of first consultation for this condition or related illness / /
4  mAREBLZLHE(RBERARESRFE)Date of last menstruation (Only applicable for maternity benefit) / /

5 FEARPPEREZIEZEHRFISRIE Please describe the symptoms and complaints at first consultation

6 MEEIMERR - FFIREEINETE For hospitalization due to accident, please provide accident details

7 RARTHEMBEEN ? NI - BIEHZBEZEZ Rithil Is the patient referred by other
physician? If yes, please give the name and address of the referring doctor.

ENEEHE Name of the referring doctor B AEHNIE Address of the referring doctor

O 2 vYes O =no

8 22 Diagnosis B PR 9% 9 #E 4R B& ICD 10 Code

C. (B K Fili&E# HOSPITALIZATION & SURGICAL DETAILS

1 E&PR/ZZFR&%8 Name of hospital/clinic %FYear HMonth  H Day
AB/F952 i 5 H#A / /
Date of admission/day surgery
Hibe HEA / /
Date of discharge / /
AfE KB RD A RS
Period in Intensive Care Unit / /
2 F{i5E T Surgical Procedure Details =iy H £ Date of surgery / /
1728 Name of the Surgical Procedure BER%MTEELRAS CPT Code

FEIASRE 850 ROBRAT (RAEARKENBEZTMELZBHBERAR)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)
HK-CL-GCLA-03/202511-01 3 5012100301




EBEfRERES Policy No.

C. R K FflgE R (48) HOSPITALIZATION & SURGICAL DETAILS (Continued)

3 (FRRFMHIEZAE WHEREHER A EAHBERERIFNE 2 B2 IRESTE Treatments, investigation procedures, results,

and/or any complications during hospitalization/surgery and post-hospitalization/post-surgery follow up plan..

4 WAEARR/FiAEE=ERSEMIEREZABEIKZ ? A - FIRAARREEE -
Had the patient been treated or consulted for this condition in past 3 consecutive months prior to hospitalization/ undergone surgery? If yes,
please provide details.

O =ves O =sno

B2 4% Name of the physician E2PR2 78 Name of hospital
SAEEER Treatment date JAEREE Treatment details

5 WABASREREBFRIMNG ? M7 - B5URSMNE KIRE 2 HERKE™E - Has the Insured taken any home leave during the hospital

confinement? If yes, please state the starting and ending date and time.

D. B F 25 %5 % PROFESSIONAL COMMENT

1 BRWBE - LBERRERBHAUNER) SEE LEZHAEERGZMESERAAERBABERER?
Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically
necessary and recommended by you? O Z Yes & No
N7 - AL If No, please provide details (#: 275 H R A ZEKEPFR? E.g. Was the hospitalization requested by patient?)

2 EZBERFHUEAEMZ | BREAFMTD.0#EIT? Can the medical test(s) and the operation procedure be done on an outpatient basis / at day
surgery centre? D = Yes D 7% No
WM - FFEERRER RS - EERNERERE REFRIRISEERT (SHHE): If No, please indicate the clinical risk(s) , medical reason(s) for
hospitalization and current Health Status (Co-morbidity) :

3 FHREWET=BREET#ETT? The surgery could only be performed under general anesthesia?
O=zvs O = No
MFMEER T MERETT - 55ERAERTEE For surgery under Monitored Anesthesia Care, please specify the reason for hospital stay.

4 BERBE . REREREEESEZE"Is it a case of emergency?
Ozves O %N
M2 - AR MER Please provide details:

5 RURESZESE()ERESR  SQEMERER REERZHRE Q) EBEEMKAAR ? L - FHiRHARMZAEH
KaER#1E - 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 vYes O & No #2585 Date of diagnosis/treatments  £E Year H Month H Day
B (BIER A/ B R4 R) Details (including diagnosis/ treatments/ investigations and results)

HK-CL-GCLA-03/202511-01 P.20f3




EIF2{REESRES Policy No.

D. BT Z2EXEE R (4) PROFESSIONAL COMMENT (Continued)

6 RIEERZIRAERE What is the underlying cause of such illness?

7 RIBTERIK 185 2 Ol A The prognosis of the condition and any possibility of having a relapse?

8 BELBREERARZINR - Is the illness associated with the following?

[] seX 4% Congenital condiion ~ [] E35% Self-inflicted injury [] R&=i485 Infertility or sterilization [] #&#% 35 &L, Mental disorder
EZESANE Abuse of drugs or [] 147 Venereal disease [] ‘RABEIE Corrective aids or [] %&/% % Rehabiltation/
alcohol treatment of refractive errors convalescence

[] ===z 4% Cosmetic or [] 5B 2% Develop-mental [] 28 rak 48 81/558) Hazardous  [] #E1& 14 5% Hereditary condition
plastic surgery abnormality sport / activity

[ —#&sets/BhEsT Body [ Bums A eeatiiEmsn  [] 152 5RBTEZEM Pregnancy, please provide expected date of delivery
check vaccination & immunization ;7'_3 AIDS or HIV related illness
injections

[] Ettthss - #5188 Other disease, please specify [] b EE5F None of the above

E. HfthE% %S~ OTHER MEDICAL HISTORY

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

[ =% Asthma [] k&5 Cardiac problem [] # =7 Diabetes Melitus
[0 Z 85 3% Hepatitis B [ =mPE Hypertension [ &%= =1 Previous operation

B %% Drug abuse [ xi&ter=sE Family history of cancer [ =i Untavorable family history
[ W EEs8% None [ st - #5358 Other disease, please specify

2 ZWMASBREELMERIHMBREERIEZBENERIAE ? M5 - BiRAAFFE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.

O BYes [J 2B No 252858 Date of diagnosis/treatments  £F Year B Month H Day
#= 9% Disease

A /1P A% 1B Details of Treatment / Hospitalization

B2 41 7 /& PR 2 78 Name of Physician/Hospital

3 EIRHEUE/RIEZBEF1E Please provide details of drinking & smoking habit

HFE= (3Z/8/1/f) Daily consumption (piece/ pack/ bottle/ can)

Y4 B Drinking/ Smoking start date since FYear _ HMonth  HDay

F. £:284L & PARTICULARS OF ATTENDING PHYSICIAN

ARANGELLERR - BIARAFRHFRS - DR AARHNERIGREE 2250 - WiEEBHEA - | HEREBY DECLARE that all the information provided
by me in this form is true and correct to the best of my knowledge and belief.

TEBEYR BE
Name of Attending physician Qualification
bl B4R ERE
Address Contact No.
FoBERERER/ZREER 58 £ Year | B Month | H Day
Signature of Attending Physician B t
ate

and Stamp of Hospital / Clinic

HK-CL-GCLA-03/202511-01 P.30f3
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