DHEAS | &
BRI AR PENE |E s
GROUP CRITICAL ILLNESS CLAIM FORM - CANCER

EBE{REESRES Group Policy No.

E_EMn - ERBERETE BE2BLEER  FAERBHES/RE/REABTERE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own

expenses.)

A. 7% A& PARTICULARS OF PATIENT

1 mAER Name of Patient

2 FH R 1R Age and Sex

3 B{pi&/ #EBERES 1D, Card/ Passport No.

B. E®RE ) CLINICAL DETAILS

1 RAZEERIRTIEHZE We can trace the medical record of patient back to
F Year A Month H Day
L ]

| L 1 |

2 BREIRFEHEAEEE B A Date of the symptoms first appeared

£ Year A Month H Day
| 1 ] | | |
3  RABRARILRLE 2 K52 HE Date of first consultation for this condition or related illness
F Year A Month H Day
L ] I L | |

4 BEHEMRPEREZEZERTIRIE Please describe the symptoms and complaints at first consultation.

5 WMASEHHEHMBLEEN?MZE @ FIEHZBE 2R R - Is the patient referred by other [ = Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6  F2Ef Diagnosis

7 {OJR5HEE2 When was the diagnosis made F Year B Month H Day
| L |

1 B E—

8 HIRMEIEZRIESHE Please state the staging of cancer

9 EEIRECEHEEMMLIMNMAMAMSEEZHMBMRAE? NI - FIRMFFMER - Was there invasion of adjacent tissues or
metastasis of distant organs? Is so, please provide details. D% Yes [ & No

10 EERBEFEMEEZLAR BREREEGR AREOUHBERLRE ZBEZNIRERTE]) Brief treatment summary (including

treatments, investigation procedures, results, and/or any complications and follow up plan regarding the cancer)

T
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EBE{REHRIT Group Policy No.

C. BT Z2E%ES R PROFESSIONAL COMMENT

1 ERREESEERERE  FHBEEMRRAH? M - BRUARZABERAES - Is the cancer a [02ves [I=No
recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. =

i2/8BHHA Date of diagnosis/treatments F Year A Month H Day
I I I E— | I I | I

1B (BIERZE /A% /1B R4 R) Details(including diagnosis/ treatments/ investigations and results)

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

3 7®1ETE The prognosis of the condition

4 ZREBANRRERBRSAER IsitHIV related?

D. EfthE& %2 OTHER MEDICAL HISTORY

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

[ = Astima [] s Cardiac problem [] #&5R %% Diabetes Meliitus

[0 ZEUFF 3 Hepatitis B [[] =mE Hypertension [] &= Previous operation
[0 %2 prugabuse [] #&E&B18 Drinking [] ®y=&18 Smoking

[0 =zt Family history of cancer ] 5% Untavorable family history

[0 MEESR% None [] Efth#=s - #E&REA Other disease, please specify

2 ZWACHRERLAERIHMERSERESBENERAE ? I2F - FHli5F15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H &8 Dates %75 Disease AR/ EBREE BEnE/ERaE
F Year | H Month| H Day ) Details of treatment/hospitalization Name of Physician/Hospital

3 BIREEUE/RIZELEEEE Please provide details of Drinking & Smoking habit.

{844 8 Drinking/ Smoking start date since F Year A Month H Day
L | | | I L | | L | |
£ H FA £ Daily consumption (Sz/€1/18/FE piecel pack/ bottle/ can)
E. 28451 K2R ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION
AANELIER  MAAFRAFE - EMARARRMNERNIISSE 2SI - WHEE R - | HEREBY DECLARE that all the information provided by me in this form is
true and correct to the best of my knowledge and belief.
ToBENR B
Name of Attending physician Qualification
b KHiEEs
Address Contact No.
TR BEEERER/ZCHES a2 £ Year | B Month | H Day
Signature of Attending Physician and b t
ate

Stamp of Hospital / Clinic
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