Accident Benefit Claim Form Part Il — Attending Physician’s Statement

(To be completed by the registered medical practitioner at the Claimant’s expense) Sun Life

BIMRREE RS W) - BEES (RREsRy  FRRAmREAL) K A A Bk
Policy No.

1. Name of Patient 55 A #:% 2. Sex/Age MR | FFH 3. ID/ Passport no B {5y 3iF/ IEsERES

4, (a) Are you the patient’s usual doctor?
R T N EE B 7

O No& [ Yes, since &, H (MM/YY HI/4E)

(b) Date of first consultation to you relating to this incident (DD/MM/YY)
WA E TR KB RE T K22 HE (H/A4E)

(c) Signs and Symptoms at the consultation

SR 2 SR

(d) Final Diagnosis
&2

5. (a) Date of accident (DD/MM/YY) Z4NHER (H/B/IAE)

(b) Cause of accident ZE/NHEA

(c) Part of body injured B &5 > Efr

(d) Type and extent of injury {5E548 7 K A2

(e) Is there any evidence of visible contusion, cut or wound at your first consultation? If “yes”, please describe in detail.
RNEICRZIG - WA ZGEAE S 2R REVE - GOEIG ? 40 "H 5 SErdEse -

6. (&) Was the patient referred to you by another doctor?
NS HA B A FIR T 2
[ No& [J Yes, Name & Address of the referral doctorig: » S5 HE (ke B A 4 44 K ki

(b) Did you refer the patient to other doctor or hospital?
R T A R A A B A B ?
[ No& [J Yes, Name & Address of the doctor or hospitalig: » 55 E{EEE 4= BB e 44 5% & Hirhl

7. Type of diagnostic procedures, medication, treatment or operation required. (For example, x-ray, suturing, physiotherapy, etc.)
A G REZ V2T Fe I ~ B8~ JBRRELTIT (40 1 X ~ St - PIEDERS)
Date HHH Investigation/ Result 12/ 455 Medication/ Treatment/ Operation Z&4)/3 G581l

8. Was the patient admitted into hospital? If “yes” please give details.
BT ABE? 40 TR SRR -
Name of Hospital B&[z447% Hospitalization Period {3z HHA Investigation / Surgery / Treatment &/ /GHE

- 06/2025 SL — Accident Benefit Claim Form Part Il P.1/2 -




9. Subsequent consultations date and conditions &2 HHA K EE{EE
Date HHH Conditions / Impairment &%/ 5 R&HLE Treatment }&5%F % of recovery FF1EIEZE
10. (a) Has the patient reached maximum medical improvement?
WAEECE R Lo EFERVERE ? O Nod [Yes &
(b) What is the future treatment plan?
KRR Z G ETE?

11. Were there any factors which may have contributed directly or indirectly to the accident or which may likely retard the recovery? If “yes”,
please give details.

B G AT RR E BRI B NEA FIRER RS #SEIR 2 40 T2 - SR OEE -

12. What is the occupation and job nature of the patient?
5N TRBE B TAEM B R T

13. Total sick leave period granted for the injury =2z {5 3% > wE
From (H (DD/IMM/YYHIFIFE) to & (DD/IMMIYY HI R IEE)

14. Please circle the following factors which is associated with the injury and provide details. FHE HEBLE R ZEARAY N YIRZ LR -
Self-inflicted injury Participating in any kind of hazardous sports,“Alcoholic abuse,“Drug abuse,~Pregnancy,lliness/ Physical defect or
infirmity which existed prior to the incident/ none of the above. B 5% 2 BT el iES) 5N R HEEY) 828 TR 2GR
M B ARG BRSSP EFRF I A R & -

Details :¥[5:
15. Other remarks s}

| hereby certify that, having personally examined and treated the above-named patient for the above iliness/injury, the facts as given above
represent my opinion of his/her condition.

ANAEBEER - AN ROafFRIbR A2 B > DA EZ Bt/ A N MR Z B -

Name of physician

Signed &4 (with stamp)
B AR GEED):
iualifications Address i}
B
. Telephone Number
Date HHH: B EEEnE:
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