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Part Il - Attending Physician Statement (To be complefed by the insured's attending doctor at the insured's cos]

AARE FESHERE Fi 1451
Full name of Patient HK Identity Card No Age Sex

k35E % Consultation Information

PHEH f z
Treatment Period from to
1. RRZE

2.

Diagnosis of conditions

Lz EHREERIBE RRFIAERAR |
Investigations, treatment, therapy, surgical procedures done and result during the above mentioned freatment period:

B LR ZER History of Consultation

1.

ARAKZAHE FABEEARAEZEMZAER AR LT 08  RARBABXZL

Prior fo this consultation, did patient first consult you for the related signs and symptoms? And when was the first consultation?
E B E-RKZABKE
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YES, the first consultation was since

RARE—RREZIERE M ?

What sign(s) and symptom(s) was/were the patient aware of at the first consultation?

A btz AR 2B ESMTEE - If the sign(s) and symptom(s) mentioned above were caused by an accident,

i) BNBERS F/A/B  EY 1 E

Accident Date (YY/MM/DD)  Time Place of the accident happened

i) EEHABSEOMELE -
Please give the circumstances of the accident in details.

i) FMBEEERKEE  REHUEENRBEME
Any external visible signs of bodily injury were revealed at the 1st consultation? Please give details.

BRABML  EARBERZAIHEASA? [

According to the patient, for how long had such symptom(s) persisted before the first consultation?
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In your opinion, prior to the first consultation, such symptom(s) had persisted for
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Was the patient referred to you by another doctor for further management? If so, please state name of referral doctor:

S B BEER H#NEh
D NO a1

YES, the name of referral doctor is Reason of referral:

M ERAER  RABEER?
Was hospitalization required for the abovementioned diagnosis?

= A 23 S

R REAE
YES Hospitalization Period is from to Reason for this hospitaliztion:

& RATRRERRTA
NO The patient does not require to stay at hospital for treatment
WEBNFENDA, FRUSNBE 2 ERaRFE:

If you have recommended the patient for specialist's opinion (other than attending Physician), please give specialist name and nature of treatment provided:
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2]
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During hospitalization period, did the patient have any home leave taken? YES, the home leave period is from to Reason is

. R AR TR TG

Please indicate if the medical condition and its subsequent treatment are associated with the followings:
= B FRUTERER  TEARE = B FRER  GRRE
YES / NO Congenital anomalies, infertility or sterilization YES / NO Dental care or General Check-up
= & RERSENYE = g & BR - RERERERE
YES / NO Under the influence of drugs or alcohol YES / NO Rest cure, rehabilitation, convalescence or extended care
= & THENEFRET T2 ARGRABRTA = B D - R
YES / NO Selfinflicted injuries or suicidal attempt while sane or insane YES / NO Mental, psychiatric problems
= & B2 ML B2 AR = T B 1 BREIMNF
YES / NO Pregnancy conditions or any related complications YES / NO Cosmetic / Plastic Surgery

BERE B/ BEEHD

Signature of Physician Hospital / Physician Stamp

B it #EZ0H

Physician Name in Block Date Signed

s

Clinic Address of Physician
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