APS/1911

BIVBRER - TOBERE(LRAERRAZEZREER)

Accidental/Medical Expenses — Attending Physician Statement (To be completed by the insureds attending doctor of the insured’s cost)

AR BEGNERSE

Full name of Patient HK Identity Card No.

. mREUTRRRREH

2a.

2b.

2c.

2d.

2e.

About the medical conditions. Please state

E2zilEE: 2 z
Treatment Period from to
REDH

Please state the exact final diagnosis

BY LSO RAREE ?

What are the cause of the above final diagnosis?

TR HBEEEX 2 RE ABETIRE RER

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

FRTEIERACHERAMLD - ERIEZ TR 2 BRLERFHE -

Please list all medical consultations, hospital confinement, surgical procedure and course of medical therapy relating to the disability/illness.

F /505 TERERR #iE
Date/Period Type of medical Treatment Details

. miREUTREAREEH

About the medical history. Please state

ERRKYRHA - RABDEGRAR ZOM/BRDGEH RN 28k 7 108 - MABBAEXD ?

Prior fo this consultation/hospitalization, did patient first consult you/your hospital for the related signs and symptoms? And when was the first consultation?

L& No L 1A Yes £k BEIAE the first consultation was since

BAEFR—IRKD 2 ETRREAM 2

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

RERABL - ERERBELDAHREA?

According to the patient, for how long had such symptom(s) persisted before the first consultation?

EE-RkoR  RECHET = A
Prior fo the first consultation, such symptoms(s) had persisted for day(s) month(s)

BmARTHA—UBE/BREN SREE— SRR T IR - FHILHE

Was the patient referred fo you by another doctor/hospital for further management? If so, please state name of referral doctor/hospital:

[ ]& No LA Yes » %% /E A the name of referral doctor/hospital

years(s)
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Q3. L2 EMREMEIFTEE - AR MR

If the sign(s) and symptom(s) mentioned above were caused by an accident, please provide details

APS/1911

B8 Accident Details

3a.

3b.

3c.

3d.

{ER=31E Hospitalization Details

4a.

4b.

. LR/ BINTRERR - RRMFR

E & HE Accident Date (YY/MM/DD) i Time 12 Place of the accident happened

FBEHLEINEIAEE o Please give the circumstances of the accident in details.

FREEEERIDR  XEBUAAR RREINMG ?
Any external visible signs of bodily injury were revealed at the 1st consultation? Please give details.

FRBEERLDE  REPURAFLAIRZRE  BORER?

Any evidence of external bruise, wound or abrasion was revealed at the 1st consultation?

FBEZEHABE S| BERHEIE ? Did injured area accompany with any complications?

If the illness/injury required to Hospitalization, please provide details

{£F% B H Hospitalization Period if F from £To

RAEGREEERRER
Was the hospitalization/treatment medically necessary?

[ ]%& No [ 2 Yes 112 - EBRER If yes, reason for this hospitalization
EERHRE - mABEBRIN ?

During hospitalization period, did the patient have any home leave period?
[ ]& No [ ]2 Yes - #B5MEER the home leave period is F from £

FBRRER Home Leave Reason is

. N HRETIIER AR - e -

Please indicate if the medical condition and its subsequent treatment are associated with the followings:

[] ERMAERERTERBEER Congenital anomalies, infertility or sterilization

(] FRbA% - S81BE Dental care, general check up

(] EERENZZ Under the influence of drugs or alcohol

[] k% - BESEEEIR Rest cure, rehabilitation, convalescence or extended care

(] TrssEBRan T e AR BERERTA Seltinfliced injuries or suicidal attempt while sane or insane

[ ] 0 - ##ER Mental, psychiatric problems

[ ] B2 mta% 2 MmN Pregnancy conditions or any related complications

L] BROMIFA Cosmetic/Plastic surgery

[ ] 72 FRER—1E None of the above

FIRUEEMBEZAREEZR ZEF Is there any further information you want to supplement to us in assessing the claim?

B HEZE Signature of Physician Bt /8 & = E) Hospital/Physician Stamp
B4 Physician Name in Block #Z B Date Signed

2t Clinic Address of Physician
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