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SHIEERRR - 80

Private & Confidential fAA &R

Policy Number
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TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
HTZEERE » TR/ F BN G TRE

Important note EFEEIF
Your patient is insured with us and to enable us to assess the claim, please complete this report with as much details as you can possibly provide. Your kind
assistance will help expedite the claim settlement.

B THIRARAATNIZEA B TR AR R TRER M —UANER - DEANSEZILRE - B TR IER AT REREEE -

2. HKID Card / Passport No.
EEE D | LIRSS

1. Name of the Patient (Insured)

WA (ZERA) 4

4. Place of Death
SR HEL

3. Date of Death
ZECHHA / /

(dd/mmlyyyy)
(HIRIE)

5. Immediate Cause of Death
HEEURR

Date of accident
EANHEA / /

6. If Death due to accident, please describe the
accident in details.
HRBINEEGEC » SherilEs el -

(dd/mm/yyyy) Place
(HIRI%F) biUt

Accident details
FONES

~

First consultation date
HIoK2 HIH / /

Details of the first consultation related to the
last iliness.
AR BRIRHTE K2 a1 -

(dd/mml/yyyy)
(H/R14F)

Chief Complaints / symptoms
LR

[ee]

. How long, in your opinion, had the patient
suffered from the last illness prior to his/her
first attendance?

HHEIRIVE R - WA EIORZH] » s%Bd& R
TREFRFEZ A ?

©

Was the death secondary to a recurrent or O Yes (please provide details) 2 ( #5HRELEER) O No &
chronic condition?

PSR TR R S s S MR L g 3 2K 2

10. Were there any precipitating factors which O Yes (please provide details) % (Z5i{EEls) O No &
may have contributed to or hastened this
death?

R AERRRRESEEETIET ?

11. Had any of the patient’s immediate family O Yes (please provide details) 2 (F5f2{taER) O No &
members suffered from similar or related
illness?

WAZ EAZF B EE Y EA SRR
95 ?

12. Had the patient previously referred by other O Yes (please provide name & address of the doctor) & ( S5HE{EEE 4k 44 Kol ) O
physician?

TN A B AR 2

13. Was there any usual physician of the O Yes (please provide name & address of the doctor) J& (zEHR{LEE 442 Rt ) O
patient other than you?

RS A HAEE KR4 ?

14. Do you know whether the patient was O Yes (please provide details) 2 (5L ) O No &
suffering from any other major, chronic or
congenital disease?
IREEHIER NG EA A HMERE - 8t
BRI ?
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15. Did the patient have any of the following O Yes (please provide details) 2 ({5 O No &
habits - smoking, drinking or drugs taking?

iy - O Smoki 54, O Drinki 48l O Drug taki i
RAREA LT EE - BIE - BICH S 2% moking - Vzfe rinking 7 rug taking i %)
w2 Duration Consumption per day
FREN SRR
16. Please list details of all medical history that Consultation date Complaints/Symptoms Diagnosis Treatment given
the patient had ever consulted you with. Kz B FIT 2 FrrzftiasE
ST A B Y [F IR K 2 R B R
17. Please provide the patient’s hospitalization Name of hospital Confinement period Surgical procedure & Date
records, if any. Bhe LR THGHER & H i

SRt A ERGCH (WH) -

18. Any additional information you consider
relevant to this claim.

HAt LR KRR EABARTE R -

Declaration E¥HH

| hereby certify that | have personally examined and treated the patient in connection to the above condition and that the facts as given above present
my opinion of his/her condition and all are true to the best of my knowledge and belief. | hereby declare that no information has been withheld by me at
the request of the patient’s family or the policy beneficiary.

RNGEME I Y A B AR R AF G - DL IHE R AR NEER ARYEL R R R, > FrAE % SR APTRIFR(E » 39 R e S il
Tt - AR > LA EMTR AR B SRR Z 13 NERAR AR T & -

Name in block letters of Attending Physician / Specialist and Qualifications Address and Contact No.
2 | BRI AR ERE bl R B 4& EE EE RS
Signature of Attending Physician / Specialist with chop Date (dd / mm / yyyy)
T2 | RSB LR EN H¥A (51 A1 4F)
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