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FRBERE (WRARZRAEERAEZEZBRERR  MERAHZRALE)

Attending Physicion Statement (To be completed by the insured's attending doctor at the insured's cost)

mALEE BRI NERE FR il
Full name of Patient HKID Card No. Age Sex

1. Ke2&#} Consultation Information

vERS @

Treatment Period from
1.1 RADE

Diagnosis of conditions

S H

12 LRZMHRERT 2 RE ARTMERE kA

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

2. B LR 2 &% History of Consultation
21 ERICKZBEA  RABDHEARHEZ DD AEBLMRR 2 I0F - WABB[ESRD ?

Prior fo this consultation, did patient first consult you for the related signs and symptoms ? And when was the first consultation ?
& (] & &k BmHa
NO YES, the first consultation was since
22 MANEE—RKDZLEREARMA?

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

23 WMERZBRRREINTEE
If the sign(s) and symptom(s) mentioned above were caused by an accident,
) BAMEAERE - KR -
Accident Date (YY/MM/DD) Time Place of the accident happened
i) AR LB -
Please give the circumstances of the accident in details
FRBEEE DR - XBH AR LHABEIMG ?
Any external visible signs of bodily injury were revealed af the 1st consultation ? Please give defails.

24 BRABL - DRRBERSAILESA? (%/R/R)
According to the patient, for how long had such symptoms(s) persisted before the first consultation ? (YY/MM/DD)
25 BINDE  BE-RRPR  REEHET (%/R/R)
In your opinion, prior to the first consultation, such symptoms(s) had persisted for (YY/MM/DD)
26 MARGHZ—MBEEN ARmEE—PAE IR - FFILHE -
Was the patient referred o you by another doctor for further management ? If so, please state name of referral doctor:
Lz [0 & ##ts angs
NO YES, the name of referral doctor is Reason of referral:
27 pEwER - mAREER ?
Was hospitalization required ?
[]& [EB A B £ R ER
YES Hospitalization Period is from to Reason for this hospitalization
Lz BATBERRED AR
NO The patient does not require to stay at hospital for treatment
28 MEBNTEMDR  FRUFMBL ML AERHE -
If you have recommended the patient for specialists's opinion (other than attending physician), please give specialist name & nature of treatment provided:
29 EERESRE - BABTHERIMG? Lz & #eites 5 z
During hospitalization period, did the patient have any home leave taken ? NO YES, the home leave period is from to
[RAR
Reason is
210 FHEL FRRRRTE T IIERER -
Please indicate if the medical condition and its subsequent treatment are associated with the followings:
e/ & ERETERER - TELBEER e /& TEOAE - aBRE
YES/ NO Congenital anomalies, infertility or sterilization YES / NO Dental care or general check up
=/ & RERR BT E £ / & & BR  BENTEEE
YES/ NO Under the influence of drugs or alcohol YES / NO Rest cure, rehabilitation, convalescence or extended care
z/ A TREREERES T B RBEXERTA z / A DIBFE AT
YES/ NO Self-inflicted injuries or suicidal attempt while sane or insane YES / NO Mental or psychiatric problems
z/ & ERRBILEIE AR e /& ED - BTN
YES/ NO Pregnancy conditions or any related complications YES / NO Cosmetic or Plastic surgery
BEEE Bh/BEEH
Signature of Physician Hospital/Physician Stamp
BENE BEAH
Physician Name in Block Date Signed
DR

Clinic Address of Physician
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