Hospitalization Benefit Claim Form PART Il — Attending Physician’s Statement

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

B R E R M - BB (M aEs - FrERAmREALA) K B & Rk
Policy No.

1. Name of Patient 5 A#4 2. Sex/Age MERI | s 3. L.D. No. B{3zF5ihs 4. Occupation g

5. Confinement Date (DD/MM/YY) {¥:f5 HHA (H/H/4E) 6. Name and address of Hospital B& [ kit ik

Out-patient Surgery Date (DD/MM/YY) 922 HEH (H/H/4F)

7. (@ Areyou the patient’s usual doctor?
BN RS ARIE T 8L 2

O No& O Yes, since &, & (MMIYY HIE)

(b) Date of first consultation to you relating to this illness / injury (DD/MM/YY)
N E R R RS8R T K2 H (H/R/4F)

(c) Signs and Symptoms at the consultation

KL IR

(d) Date of Signs and Symptoms first appeared according to the clinical records of the patient (DD/MM/YY)
TR N 2RI » B R EREIR 2 B (H/H /)

(e) Final Diagnosis
ik E

() Date of Diagnosis (DD/MM/YY)
ZETHI (H/A4E)

(@ Underlying causes leading to such iliness

TEAE R R S P AE

(h) Was the patient referred to you by another doctor?
NG HAN B R T 2
O No & [ Yes, Name & Address of the referral doctor &2 » 3 i /)5 4= 4 42 K bl

()  Did you refer the patient to other doctors or hospitals?
R T R A R A A B A B B B 7
O No & [ Yes, Name & Address of the doctor or hospital & » 32 (LB 4= 5 B[ 4478 K ikl
()  If this hospitalization / treatment was caused by an accident, please give the details below
EREREBEREEIN [ SE OISR
i) Date of accident (DD/MM/YY) =4 A (H/HI4E)

ii) Cause of accident Z4MNF A

iiy  Part of body injured and extent of Injury Ef&~7 (5> ERA1 K 2 (GFEE

8. Details of laboratory tests or investigations performed with results during confinement {3}z iR e T LER/ G 2E 1 R 45 R
Date HH Test / Investigation (LS / }& Result &5

9. Details of treatments given during the confinement {EFzHHRI4S T (G LN
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10. (a) Surgical procedure(s) performed

SEIkZ Fili T

(b) Date of Operation (DD/MM/YY)
Fis 5 (H A1)

(c) Name of Surgeon

T THY B AL AL

11. If you have referred the patient to other specialist during this hospitalization, please provide his /her name and the referral reason.

R T AR (E TR A T A SR A SR AR RN R A

12. (a) Has the patient taken any home leave during this hospitalization? If “yes”, please state the date, duration and reason.
e ATE(ERREAR > G BEisME 240 TR - SEYIBTHE - R R J5A

(b)Please give the reason(s) why the hospital setting is required if the patient can be managed on out-patient basis.
RN EZETEF T2 R SR A R R R RN

13. (a) In your opinion, was the hospitalized illness a recurrent episode / chronic illness / related to previous diagnosis
If “yes”, please provide date of first episode and details.

TREE TER - R R AR [ REIERH BUBTEC R ZBR 2 W0 T2 sER i E M I R R 4

(b) Has the patient ever been treated or hospitalized for the same symptoms / illness before? If “yes”, please state details including (i) onset date, (ii) type of
investigations / treatments / surgery(ies) received (iii) Name of Doctor / Hospital consulted (iv) last conditions
o AL & - A EPBEECEOUR 2 40 T L st AmEn s () mEs 5 (i) e 2 i e 1T (i) Ko 2 B AE/B il (v)RiEikin

(c) Please circle the following factors which are associated with the illness / injury and provide details. 5 H ELEZIRIE | S RIAY FFIR 20 E -

Accidental bodily injury / the abuse of drugs or alcohol / AIDS or HIV related iliness, venereal or sexually transmitted disease / pregnancy, infertility or sterilization/ refractive

error / cosmetic or plastic surgery / mental or nervous disorder / congenital condition / hereditary condition / developmental condition / self-inflicted injury / general check-up
or vaccination / none of the above.

EINEERIRE [ R EEVISORN | (&R )it = E(AIDS ) SE (] A fR s Stk = im e (HIVYARIRILRR ~ MEmectE il A [ 1827 - FEBEEE | SURT S | B
TOANE | el il / Se Mo | B [ SRR | BIBRE [ P17 S RRERE0ES | LEFRYIEA &

Details £ :

| hereby certify that, having personally examined and treated the above-named patient for the above illness/injury, the facts as given above represent my opinion of his/her
condition. A \TERLEEHT - A AR BB A Z G - DA EZ Frifat 5 A NEHR AR Z B R, -

. e 4 Name of physician (with stamp)
Signed % £:: A 44 ()

Qualifications &JfE: Address il

Date HHf: Telephone Number EExE 55 :
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