y FENE |15 5h

ERS B EE(E B3R GROUP DISABILITY CLAIM FORM CHINA LIFE

EBE{REIREF Group Policy No.

FE_EMp - FLBERSE BILBLES  FAERAHES/HE/REABTEE
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own

expenses.)

A. 7% AE Y PARTICULARS OF PATIENT

1 58 AE Name of Patient
2 FHE KR Age and Sex
3 B{psE/ #ERSERE 1D, Card/ Passport No.

B. E&AZE R CLINICAL DETAILS

1

R Z BB O3B Z We can trace the medical record of patient back to

F Year B Month H Day
L |

| L | |

BR LR E B #2254 H 45 Date of the symptoms first appeared

F Year A Month H Day
L |

1 L | |

% A B R AR RGE 2 5K 52 H BA Date of first consultation for this condition or related illness

£ Year A Month H Day
L |

| L 1 |

BRI R E 2 Z K AR IE Please describe the symptoms and complaints at first consultation.

RASEHEMBLEEN ?NE - BIRMZBEBEZEZ R - Is the patient referred by other =
" . : [ 2 Yes O &N
physician? If yes, please give the name and address of the referring doctor.

#2 [ Diagnosis

fa] A5 FE52 When was the diagnosis made F Year B Month
| L

H Day
|

| L1 1

a) AR ABRAKEELIERH Please give the date the patient first £ Year 5 Month H Day
absent from work L1 [ T
b) MEWETIEEEN - FBIR M R A TR 1E T {ERYH 2B Please give the 8 Vs B Month H Day

expected date the patient to resume work

a) AR ANTERRZEZEMENTEREEERR ZTIEREMI Please state in details on how the diagnosis prevents the
patient from resuming work

b) WMATTERSBEHMAYEEZE Could he/she engage in any other occupation?
O FaLt No 1 - & Yes,from  F Year
c) EEZE5EE)_EAYPRHI Limitation to occupation activities.

A Month H Day
| L |

| 1 1 |

China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability)

FEAWRS 5 ROBRAT (RSN RRNBERALZRHERAT) ||" |||"|| ”""” ||| |||
5012101501
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EBS{RE SRS Group Policy No.

B. E&AZE 1 (48) CLINICAL DETAILS (Continued)

10 MURAXSMIEEEMR - BRI S E A2 Bearing in mind the declared duties/occupation of this patient, please

indicate the impact of the accident / disablement:
O s =T @I e Can perform any kind of work and duties
O Fesnesamzss 2804 THE Cannot perform partial duties of his/ her own occupation
O Fesntsamsss > F@THE Cannot perform all duties of his/ her own occupation
O FeesesFaEae T EsiBEE Cannot perform any kind of work and duties
B IR IER SRS T EREJIAYISRE 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
AR EE R =R T (EAE S RYISRT Please state period of incapable to perform all of his/her duties
B From F Year A Month H Day
| IS I I E— | I — | I —|
= To F Year A Month H Day
| I I I E— | I — | I —
1 FEHFSEERATIEGESIRERA Please state the cause of total disability
12 BERABRMEERIEEN  BTREZBERIGEREZXA? If the patient is still totally disabled, how long will such disability be
expected to continue ?
13 FhARARRERZEZEE  BEREER AEEOHBERLRE 2 EFZHIREETE] Any treatments, investigation procedures,

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

C. MAIRIG Z 2K CURRENT HEALTH CONDITIONS OF THE PATIENT

1 FEE{E3EE Progress of recovery
[[] 2522 %%& Recovered [] %% improving [ BRiEE Static [] #R=1E Retrogressed
&F Remarks :
2  BHEREMER Current state of mobility
] 7#sEm Ambulatory ] &&&% P Home confined [] &5 Ben confined [] ®R®1t Retrogressed
&¥ Remarks :
3 RBEEEEFEHEMS - RAERZEHET - ol&5 A F5UZEIE? Can the Patient perform below listed “Activities of Daily Living” without

the use mechanical equipment, special devices or other aids and adaptation?

ERREHEAF T 4HE Transfer to get in bed and out of bed or chair O gl Can O ATl Cannot
1T7%) Mobility D g}l Can D AT Cannot
ZF1X Dressing D gl Can D ATl Cannot
W58 KA Bathing & Washing O T Can O =37 cannot
#E Eating O gLl Can O A8JL Cannot
Y10 Toileting 3 can [] F=1L cannot
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EBE{REESRES Group Policy No.

D. B FZE%ES R PROFESSIONAL COMMENT

1 BRAREHREZE(NEREER - HREMEMER BERRZFRE FQ)EBEHEMRAAM?ME - FRHEAMZABHER
JAREEF1E - 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 Yes O =nNo 5258 HH8 Date of diagnosis/treatments  4F Year H Month H Day
1B (BIER A E /BB REER) Details (including diagnosis/ treatments/ investigations and results)

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

3 FRIRMHIRISTES - Please state the prognosis of the condition

4 ZBEEANBEBREBHRERFZAR?Isit HIV related?

E. EfthE% ™~ OTHER MEDICAL HISTORY

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

[ i Asthma [] vk Cardiac problem [] #R% Diabetes Melitus
[0 ZZuAF 3% Hepatitis B [0 =m/E Hypertension [0 =1 Previous operation

'& %% Drug abuse [ &t Family history of cancer [] =& Unfavorable family history
[ M EE8% None [ =thss - #5388 Other disease, please specify

2 ZRACEEELAERIEMREERIESEENBIRIAE? M5 - BRABEF1E - Had the patient previously been treated or

hospitalized due to the above disease or other major disease? If so, please specify details.
OO % Yes [0 525 No 25888 Date of diagnosisitreatments ~ £E Year H Month H Day

= J% Disease

AT /1EPrEsE15 Details of Treatment / Hospitalization

B4 17 /B8 PR 2 78 Name of Physician/Hospital

H 48 Dates %75 Disease AR/ RS Brua/Ehai
F Year | B Month | H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 FEIRHEUE/RIE I 1EE¥15 Please provide details of drinking & smoking habit

HEZ (SZ/8/1/%) Daily consumption (piece/ pack/ bottle/ can)
Z1E ¥4 8 Drinking/ Smoking start date since F Year A Month H Day
E. XFR2EB4EE R PARTICULARS OF ATTENDING PHYSICIAN
KAEIERR - AAPFRHFE - EBRAANRENERISEE 228 - WEB AL - | HEREBY DECLARE that all the information provided by

me in this form is true and correct to the best of my knowledge and belief.

TELBEER BE
Name of Attending Physician Qualification
ik B4R ERE
Address Contact No.
PRERERER/ZHER " £ Year B Month H Day
Signature of Attending Physician E'ﬁ
and Stamp of Hospital / Clinic 49
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