cCHUBB Agent’s/Intermediary’s name {RiGCIE / HNT AR |

Agent’s/Intermediary’s contact phone no. {Ri& X2 / A+ ABHEEEE O O
Agent’s/Intermediary’s code {RI&RIE / Fp A3 L[ |

Agency #5! [ I

Claim Form -
Hospitalization/Surgery

{EBe / FERERFES

Claim Type BE{EXERI O Hospital & Surgery Benefit O VHIS Benefit
[0 Hospital Cash Benefit O AMS
O Select Top Up Medical Benefit O Clinical surgery/Daycase surgery
[0 VCARE Cancer Protector Benefit O Other benefits, please specify:

[0 Request return of Certified True Copy of Medical Receipt(s)

O New claim & X &E O Pending claim f&R3(E O Further claim BEEE O Review/appeal Eilt/B#%

Please provide claim no. for reference SE12{LEEEHRIELI(E S E

Part I (To Be Completed by Policyowner/Insured) 55—&8{3 (HREFEA / ZRAEE)

A. Insured’s Particulars SR A &%}

1. Policy no. {RE#RIE

2. Name of Insured

SRR 3. Sex/Age T3/ F#&

4. Identity document no. . / /
BRI LS 5. Date of birth ti"t R DDE MMB YYYYE
6. Tel. no. TEEHEHS 7. Email address EEit

8. Residential Address
E{EHht

9. Name of Employer
BE (A7) %1%

10.Address of Employer
BE (A7) thit

11. Present Occupation

IR

12. Has the Insured resided for 183 days or above within 12 months preceding the time of medical treatment/service in the USA?
(only applicable to AMS claim)

SRAZENEEED AR/ BRI —EARSREZEEE—E/N\+=ZH8UE? (RERMRAMSHEE) OYes®2 ONod
13. Will the Insured apply for compensation from other insurance company(ies)/organization(s) for the same event?

ZRAZEBEMEBRXEHEEMIRG A R)/HEEREREE 7 OYes2 ONo&

If “Yes”, please provide below information. & "2, * FRMHTIIFIEEH -
a) Insurance Company/Organization |b) Policy number {RE#75% ) Benefit to claim {RFEXEH! d) Benefit amount {RfE£%E

1R AT /1S

Chubb Life
CLMO002/1124/IC
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B. If Hospitalization/Surgery was caused by ILLNESS, details as below #1E# R ETFR - HBMT

1. Sign and symptoms
(= 0N

2. For this episode, since when have these
symptoms first appeared?

/ /
FBXPORME » IR HIRE R ? DayH  MonthR  Yearf
3. Other than this episode, have you had any similar/related past history? ONo&RE [ Yes, please provide below information
B 7 R - BT LB SR EERIRRRE ? B BFRETIIFRREER
a) Consultation Date (DD/MM/YYYY)|b) Name of Physician/Hospital c) Diagnosis d) Progress of Recovery
Mz AE (B/R/E) Bt BERR TR ERFER with dates
REEERAH

4. Please provide details of usual Physician(s)/Hospital(s). Please provide the information in reverse chronological order.

FBREERRZZEEHEREN - FRROHEERNFREE/BiREH -

a) Since (Month/Year) b) Name of Physician/Hospital ¢) Contact Phone No.
Bt (B/5F) Bt /B = TE R B EEIRIS

. If Hospitalization/Day Surgery was caused by ACCIDENT, details as below #1E=JMERREEETER - SEBMT

1. Date of Accident & Time 2. Location of Accident
= % # = / / _ _hh:_ mm(am/pm) = % 2
BIMEE 2 HHI R AR DayE . MonthA - o B (e L) BN 2 ihES

3. Details of Accident
(Please describe
activities engaged and
how the body part(s)
was injured)

BIMEIE
(GEMBRERREITZIEE
ySEE L)

4. Describe part(s) of body

injured and nature of

injury
SEARAARHMEEB A R E
5. Did you report to the O No 8% O Yes, please provide information on | Police Station
police? the right EEhIh
MTETHRE 7 B BRMAAMENER b) Case Ref. Number
FEEHRIR

Remarks: Please attach a photocopy of the Police Report/Traffic Accident Report/Police Statement/Alcohol Test Report. (if applicable)
T M R ERRE/BERIMEES/ O/ EEARHRERENAK - (1EA)

CLMO002/1124/1C
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D. Consultation/Hospitalization/Day Surgery Details

§2ia/Eh/ B AFils Z 516

1. Information of the Physician first consulted for this illness BRkiZ 2 BEEF

a) Consultation Date (DD/MM/YYYY)

#2BH (B/R/E) Bhyte/BRikEan

b) Name of Physician/Medical Provider

¢) Contact Phone No.

BB BRI

2. Information of the Physician who referred to hospital ZiEARRZEBE&#

a) Referral Date (DD/MM/YYYY)
ENE8(B/B/E)

b) Name of Referral Physician

ENEENnE

¢) Contact Phone No.

HHRE RIS

3. Details of confinement/consultation {¥F5%/552 5§18

a) Hospitalization Period

Ef HEA
From / / To / /
B  DayH MonthA Year # DayH MonthA YearZE

b) Name of Hospital
Bre

¢) Name of Physician

Banw

E. Settlement Option BE{EXfA

O Direct credit to existing premium collection autopay
account (bank account which is held by the policyowner)

BREERHARMZXREZAO GITRORRAREARREREA)

[0 HKD Bank Draft (drawn in Mainland China)
BEAE (RHERtRIR)

O Direct Credit to Bank Account EiEEFARITEO
IMPORTANT MESSAGE: ONLY applicable to the policy WITHOUT
autopay bank account for premium payment. Otherwise, the
payment will be credited to autopay bank account which is held by
the policyowner directly.

EZERE REANTRUAHEREXNNERENRE - &
% ;%;Iﬁﬁﬂir)ﬁiﬁﬁk BEREIRMVIRTTRO GRITPROBBEALER
BE °

Name of Bank Account Holder (MUST BE the policyowner)
SFITROFEANE WEAREREAN)

Bank Name

RITRE

Bank No. Branch No. Bank Account No.
RITHRSR DATHRE SRITIRFERS

*Please provide copy of passbook/bank statement/ATM card with name
of account.
BIRATFR/IRIT PO E/RRFRIAGIE RITROEFEE AN R)
LUERZE -

O TT Payment JE3X
Remittance charges will be borne by the policyowner

ERRIERE RIS HREFE AT
o Name of Bank Account Holder $R7 B85 A%

e Bank Account No. 1T B [15EHE

e SWIFT Code SWIFT 15§

o Bank Name $E172%8
o Bank Address $R1THutiE

* IBAN No. EFRER1TER P 57HS
 Intermediary Bank Name A7} $R17& %8

« Intermediary Bank Account No. F77T$R47 B O5ES

Remarks st :

1) Bank charges may be incurred by client for clearing the bank draft and TT. Policyowner is recommended to check with the bank before

applying this instruction.

RITHEAF TBNRBARHNEENWERTEE - BRREFEANEETRIERRITES -

2)
HK$200,000.

For payment by direct credit to bank account, bank account holder must be the policyowner and the maximum claim payment limit is

EEEERTFARTRO - RITPOFEALRARERFGARBEE SR LRAE200,0007T

3) For the claim payment amount exceeding HKD200,000, HKD cheque will be issued and sent to agent/intermediary (if applicable) directly.
WNEE{E £ EA S HYERE200,0007T » #§3 HIEME X i HHGX ARG AIE / A A (20@A) -

If unspecified or without clear instruction, claim payment will be settled by direct credit to existing premium collection autopay bank account
(only applicable for the maximum claim payment limit is HKD200,000 and the aforesaid bank account holder is policyowner). Otherwise,
claim HKD cheque will be issued and sent to agent/intermediary (if applicable) directly.

W EEEAAEEWET - BMESTE SN ERERERNAMNMIAE 2 RO (EEAMNEE ST LRAE#200,000T RRITROFEA
PWEBREFEAN) (AH) @ BRIHSRHBE X RUEEE T RGAIE / BN A (0#H) -

4)

CLMO002/1124/1C
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For Agent’s/Intermediary’s Use Only {RE&XIE / FT AEA

Attachment | O HKID card copy of Insured O HKID card copy of Policyowner
by RRAZEEZHERILR REFBAZEEZHERLR

I/We have verified the original HKID card/passport/residential address proof of the policyowner/insured and confirmed the identity details
in the HKID card/passport to be matched with the identity of the policyowner/insured in this claim form. I/We will provide the required
information and copies of the relevant documents to Chubb Life Insurance Hong Kong Limited without delay.

AN/ BECRHREFREAN/ IRAZEESMHE /ER / BEMUEHACIER » MHBEESHE / ERZSHERBLEERES LRE
FEA/ RREAZEH—H - AN/ BEREEREZTBRNEZBIATLREASRBREEBRAR o

Agent’s/Intermediary’s name Agent’s/Intermediary’s code Agency
REG IR / AN AR REERIE / RN AR #AH -
Agent’s/Intermediary’s signature {Rf&KI2 / N AZE ¢ Sign date 2E HHA :

(ODDH MMB YYYYH)

Claims Document Checklist Z&{&3Z {4588

Basic required documents |« Completed and signed Claim Form Part I and Part Il B8R R E IBREHFEEE—REZIH

ARG « Original Medical Receipt(s) and Statement(s) of Charges B2/ IE AUHE RRUNER E (B FRBMAR)

« Copy of Discharge Summary/Discharge Slip Hi 4% / HE A4

« Copy of Laboratory/X-Ray/CT scan/MRI/Pathological Report(s) {b&&k/X-¢/ BB/ N IR //MIBEER R SR A

« Copy of Identity Document of Life Assured & Policyowner Z{f A RIREHFHAZ SR EAXSERIER

* Copy of Admission Note, Discharge Summary, Discharge Certificate, Daily Medical Record & Temperature Sheet
of hospital in Mainland China REIA#ERZREE R « ABRfck - HkER - BRBBERBARIE

« Copy of Settlement Advice from another insurance provider, if any Eft{RgH#E 2 IBEEBAERA (208)

Additional document « Copy of Sick Leave Certificate with clear diagnosis 5|5 2 Ei:ERE 2 RREMAZERIA
BN « Copy of Referral Letter by Registered Physician/Hospital sXfli &84 /B2 fr i M RIA

« Certified true copy of travel document for overseas hospitalization i34 GEIMERZER)

» Compensation breakdown from other insurer party Eth{®i&/AR)/H#iE < B EMER

« Certified true copy of medical receipts and statement of charges issued by other insurance companies
HEMERR AR 2 BEE RIS RN E S 2 ZEEIA

« Detail breakdown of receipt items UgZBR#fZ=

» Police report/traffic accident report/statement (if apply) Z2#R &/ BEIMRE/ O (20#EH)

Note: In order to speed up your claim application, please attach the above documents together with this application form. Should any extra
information or document be required for your claim processing, we will notify you or your agent or intermediary. We reserve the right to request for
the submission of the optional documents if necessary.

5T AMFREEEIEE BTHRERE @ SERIEGERN LR - NHEER/INEREME - HPIEEREM BT BTOERAESANA o JA
AR ERE FIEZMIINS 1 2 HE R o

F. Personal Information Collection Statement B A &5 X500

I/WE HEREBY ACKNOWLEDGE, DECLARE AND AGREE THAT, by signing this form, any personal information collected or held by Chubb
Life Insurance Hong Kong Limited (the “Company”) is provided and may be used, processed, stored, disclosed, transferred by the Company
to the transferees indicated in and in accordance with the Personal Information Collection Statement set out in my/our Application For
Life Insurance, which may include without limitation, any branch, subsidiary, holding company, associated company or affiliates of the
Company (the “Group Companies”), its authorized agents, reinsurers, claims investigators, loss adjudicators, medical advisors, recovery
agents, insurance industry associations and federations, credit reference agencies, government or judicial or regulatory bodies or any person
to whom the Company is under legal and/or regulatory obligation to make disclosure, and the Company’s appointed third party agents,
contractors and advisors, in each case whether within or outside of Hong Kong and Mainland China. Moreover, the Company is hereby
authorized to obtain access to and/or to verify any of my/our personal information with the information collected by the insurance industry
associations, the federations, the government and regulatory bodies and medical personnel or organizations. I/We am/are obliged to supply
the information required from me/us under this form which is a condition precedent for me/us to apply for claims assessment, processing
and other services. Failure to supply the required information may result in the Company being unable to process this form. For more
details of the Company’s policies on personal information and privacy protection, please read the Company’s Privacy Notice available at
https://www.chubb.com/hk-en/footer/chubb-life-privacy-policy.html. Any questions regarding personal information, access to or correction
of personal information should be made in writing and forwarded to The Data Protection Officer of Chubb Life Insurance Hong Kong Limited
at 35/F, Chubb Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong.

MEEULFRAE - AN/SFHER - BEARFABREASHREEEBRAR (T8AR ) AJLUER - RIE - /77 - B8 - BREAEARMIER
FEEAEAN/EBENEAABHERAN/EFNASRERFSPOEANERIEZRETENERERZERIT; - SFETIRE - EARAYEM
T~ MIBAR ~ AR - BEARSMEBAR(TEEAR ) HERENREA - BRIGAR - IBEATAR  IBERAETS  BEEN -
FENE - RBTEREREE GEEHEE  QUNSRESEERERHEARBEEARR/FEESEIMATURBENETAL REA
AEENE=RE  AEEKRER  THESBRPEAREREANSIES - b4 SATESERRIBRITERS RS BISREEHE - R
EF A S BERER/SIMBEAZSHREONAN/EFWEZBAEN - AN/ BEEEERUUERS EMEEN - LIEARENM, RIERE
ARTS 2 STRE M o ARBEREFTRAIER » AR EHNEARMEARIEARN - BRAREASFRSEETRARBAENRIALBRERKGF
1% FEZEREASREEEEARATNFBEEE © @it Ahttps://www.chubb.com/hk-zh/footer/chubb-life-privacy-policy.html - 208t &E:HHE
MEABEHEE @ ERNEEEAGHMWENEERAAEAZSRBZEGRARNMNELHREIMRY - UXTEFEBHBES TITE=—
REEREREAFARZ+AM - MO0 A/
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G. Authorization #&#&

I hereby irrevocably authorize or authorize on behalf of the Insured (if different) (i) any employer, doctor, hospital, clinic, insurance company,
government office or any organizations or persons who have any records, knowledge or information (whether medical or otherwise) of me or
the Insured (if different) to disclose, release or transfer to Chubb Life Insurance Hong Kong Limited “the Company”or its representative such
information pertinent to this claim; (ii) the Company or any of its appointed medical/para-medical examiners or laboratories to perform the
necessary medical assessment and tests to evaluate my or the Insured (if different) health status in relation to this claim. This authorization
shall bind my and the Insured’s successors and assignees and remain valid notwithstanding my or the Insured’s death or incapacity in so far
as legally possible. A photocopy of this Authorization shall be valid as the original.

KARZREAEAE (WBTR) () EAEE « B4 - Bix - 27 ~ RBATF - BEEF - SREHMEER AL - BEBAXA / ZREA (WTE) /Y
fE#CER ~ FHEEH - ASZFERREARNEARNRER - FMEIER - ALUEAZNRERFBNEE ; (i) ELRNELRIEENE
&/ EENBRIGE B SGERAT - MIBRMARMENEREE - ETERMEENE - LIREARN / RN (WBTR) BERRAR - ZIEEHEAAN /2
RANERARAZANLIBORS » BMEEARN / ZEAN (NBTR) ECHBELITAENEDABTY - ZIRESOF ARG HREARRZFNI
H o

I/We agree to the Company may deduct any outstanding levy from the policy payment amount.

FA/EERBELARHERARENGT RPN EMEBNRERE -

/ /
Day H Month B Year & Signature of Policyowner (if other than Insured) = Name of Policyowner
REFEAZER (MALIERRAN) REFBARE

Identity Document Number of Policyowner

REFFEASDERANMRS

/ /
Day H Month B Year £ Signature of Insured Name of Insured
RRNER RRALEE

Identity Document Number of Insured

ZIRA S DR SRES

Please DO NOT sign on BLANK form 2EZEBQRIELEE

*In compliance with the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance and the Guideline on Anti-Money
Laundering and Counter-Terrorist Financing which is issued by the Insurance Authority as amended from time to time, Chubb Life Insurance
Hong Kong Limited is required to collect the identity information for the above items with asterisk (*) and verify the identity of the Policyowner.
Your agent/intermediary, therefore, is needed to verify the original identification documents and collect the copies of the relevant and other
documents as deemed necessary of the Policyowner.

RBIEREREHDFESEE (SRS SO RAMESIERMEHRTHRIEIIZ THBASRAMIFESEEES,  REABRBREEERATIUVA
WA ERF R 25 () REZREFBASHEHUREREFAAZSH - BTZRBRE / PN ABEREREFAAZERSHIERNM - MIEERI Rt
FRZAS {2 I -

CLMO002/1124/1C
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Part II - Attending Physician’s Statement (To Be Completed by Attending Physician at the Applicant’s Own Expense)
SRR - ERBERE (HEZELRN  ANGRSHERAABRBEABMT) policyNo. L | | | [ | | [ | |

A. Patient Information % A &}

1. Name of Patient 2. Identity Document Number
RALEE BRI ERAS
3. Age 4. Sex
FHe el
5. Are you the patient’s
usual physician? O No#& O Yes, medical records since: / /
e85 &% K2 e BERACIRBAAEEA -
’Eéz%ﬁ)ﬂa%‘k 2 - BfRicskEIe A ER Day B Month B Year &

B. Consultation Details §2i&&%}

1. Date on which the patient
FIRST consulted you for
this illness or injury / /

BRI TRIESZME - WA Day H Month B Year £
BRA BT RZMEE

2. Signs and symptoms
complained of at the
FIRST consultation

BROKESRE IR AYEUIK
3. Cause of Consultation a) O Accident E4h b) O Illness JRAE
k=2
KeZFRA Date of accident E5}H £ Howlonghad the patient been experiencing these sign and
symptoms BEFORE the first consultation?
Dy E MonhB e & ERRBARMREFESA ?
Time of Accident E MRS _ Day(s)H__ Month(s) B Year(s) &F
0O AM t4/ O}" since
O PM T4 : 4= / /
Time F%R Day H Month A Year &
4. For this episode, had O No O Yes, please provide | a) Name of Physician
the patient previously RE information on the Baa
seen other physician(s) right
for th toms?  EEIRMH [F==
e smons £ ISR | ) ot
AE A AN AR it
B4 k52 7
c) Date / /
B4 Day H Month B Year &

C. Hospitalization Or Treatment Details {EBz8k ;A BEES
1. Name of Hospital/Medical Provider B&[5/5& /&&= 18

2. O Clinic 32f7 [0 Hospital OPD Z&fzF9z2% O In-patient {EBz O Day Case HfE
3. Bed Class O Private O Semi-private O Ward O Other, please specify

{ERTAR A KRB *HRE XEBE Hth - 55%FA :
4. Date of admission / / 5. Date of discharge / /

ABzTHEA Day H Month A Year £ Hifk B ER Day H Month A Year £
6. Had the patient confined O No &

in Intensive Care Unit O Yes & If “Yes”, please provide details

RABEAERT AR wmTH, RS

B ? a) From To

2 / / ES / /
DayH MonthA  Year® DayH MonthA  YearfH
b) Reason
REA

CLMO002/1124/1C
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7. Any home leave takenby | [0 No &
the patient during the said | [0 Yes & If “Yes”, please provide details
hospitalization period? mTE, RS
TAATE Lt ERE AR a) From To
BEERMR ? == / / £ / /
DayH MonthA  YearH DayH MonthA  Year®
O AM k% / 0O AM k5 /
= 0O PM T4 : O PM T4
Time B[ Time B[
b) Reason
R=A
8. a) Final Diagnosis b) Underlying cause(s) ¢) First diagnosis date
=] ] BHRR2ETHER
D A
DayH MonthA  Yearf
ii) / /
DayH MonthH  Yearf
iii) / /
DayH MonthH  Yearf
9. Was surgery performed? O No&
BEETF ? O Yes& If “Yes”, please provide below information

TR, BERETIMEEN

a) Surgery Name b) Surgery Date / /
FHiliaiH FHlTHHA DayH MonthB  YearZ

¢) Surgeon Name d) Mode of Anesthesia O G.A =B
IRl fREE I T0 O L.A. BERRTEE

10.a) Please state the recommended
diagnostic tests and the reason
for the tests during this

hospitalization.
SRAEAAE R BT ATEREAV2EN I
BEZBBRER -

b) Summary of medical treatment
given and tests performed with
results.

BIEARARRIREIER

Remarks: Please attach copies of histopathology/endoscopic/diagnostic/laboratory test report/operation summary, etc.

i1 FEEERIERE MR/ LR/ B S/ FREF R A —A2E -

11. Can this type of treatment/ O No&
test bte minagtel)d qn?daycare O Yes & If “Yes”, please provide below information
or out-patient basis? re |, =x4m ey
ﬁt;’ﬂﬁ?ﬁZiﬁ?ﬁ/*ﬁ@%Eﬂ mrE, o BERHTIIFREER
HEBROEPS W_ ) a) Please provide reason(s) for this hospitalization.

FRMHEBXERAERER -

b) If hospitalization is arranged for scans, diagnostic testing or a procedure that is normally
carried out in a day case, please explain reason of hospital stay is necessary.

BRI BRIAIRES - EITEE MR BEFM - FRBERZRER -

CLMO002/1124/1C
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12. Did you refer the patient to another | [ No &
physician or hOSPllt?I? . O Yes®& If “Yes”, please provide below information
T RSB TR ER L WmrE, o ERGTIIREEY
Bpz ?
a) Name of the physician/hospital b) Speciality
ey R FrEE#

¢) Details for the referral reason

FHRENRE
13. The prognosis of the condition S ;};)icr)d %g
= 2 0 IS
FEET RSN O Poor B2
14. Possibility of relapse? O No&
BEERMTEE? O YesH If “Yes”, please explain in details

T, o MRS

15. To the best of your knowledge, was the patient’s injury/illness directly or indirectly due to or aggravated by the following

R BTAH > MARSRUTZERR - EREER5IZEMNEERZ 215//RiE

O

OoooooooOo oDoooooga

No & [ Yes, please tick where it is appropriate and provide details
B AEEENMCE R AR RIS
Congenital condition/anomalies 5t K14 A IE & 150
Alcohol/narcotics/drug abuse B} /75 F 5 &/ B F ZE4)
Self-inflicted injuries B ¥%{5E
Geriatric; psychogeriatric or psychiatric condition & - E EFETHREFETHRIE R
Sexually transmitted diseases T4H#ZEE{FLA0ER
Pregnancy, miscarriage, child birth, infertility or any related complications {£% « J#&E - £& - TEEHLE 2R/
Treatment of obesity AEREARE
Experimental and/or unconventional medical technology/procedure/therapy performed on the Insured; or novel drugs/medicines/
stem cell therapy B& FE B /ARl A A RIM B HUAE 2 SR ZEY) s S8R R
Convalescence, custodial or rest care & - 15FEER
Cosmetic or plastic surgery E & 5§ 27 F1l7
Corrective aids or treatment of refractive errors iR JJ¥&1E
Hazardous sport/activity 2EfE g MEEH/ /52D
AIDS/AIDS related compiex disease 4 X 5a& J1ERZ fE/ B K iz 1L Z TEABRARYAR &
Body check/vaccination & immunization injections 5 8&#%2 /55151
Developmental or behavioral problem %5 By 1T A& HIRE
Dental care/treatment 7 F}:&18//65&

please provide details ZE$2fit5¥15

16. If Hospitalization is arranged for scans, diagnostic testing or a procedure that is normally carried out in a day case, please explain reason
of Hospital stay is necessary 202 XXz 2 B AEGE: - ETZENFRE—MRBEFI - FRMEBRZER

D. Medical History Details &Ez¥15

1. Other than this episode, have you had any similar/related past history? O NoRE [0 Yes, please provide below information
BRY bR - BT LIEE S UEERIRYRE ? B FRMTIFREEN
a) Consultation Date (DD/MM/YYYY) | b) Name of Physician/Hospital ¢) Diagnosis d ‘l;ri?hgr ;;tsets)f Recovery
Mz HY B Efr&E SERTE 153
Ejl-. E E(E/H/E) EEE&?L%/EBJE%*% Eﬁ%u% §1E£§&Egﬁ
CLMO002/1124/IC
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2. a) Did the patient have the following PAST medical history/habit? B ABEB B LT 2K/ B8 ?
O No& O Yes, please tick where it is appropriate and provide details

= AEEENVES LR RIRMHEFE

O Asthma B

O Hepatitis B ZBIFF%

O Previous operation & 15 4f
O Smoking habit IR(EZ1E

O Obesity PERLAE

O Cardiac problem />R O Chronic illness F£HAHR
O Hypertension &= [flE& O Other, please specify details
O Hyperlipidaemia =g fjiE Hith > ERBAGENE

O Diabetes mellitus ¥ FRfK
O Unfavorable family history ZKiEm5E

3. Relevant details of PAST medical history/habit
BERLEZEREFSE

a) Diagnosis/Disease/Disorder &}

b) Name & address of the physician/hospital by
whom was the above PAST medical history

FIRST detected
BRZENH B RS 2 A 1 /B
2B R

¢) FIRST diagnosis date and treatment details
of the above PAST medical history
btiBERE 2 ER2E BB R AR

d) Current prognosis of the above PAST
medical history
B R REE ISR

E. Physician Details B4 &%}

O Fully Recovered &8
[0 On treatment, please provide the ongoing and upcoming treatment details

TBER - FBRMIRIEETT RASRAEEFE

Name of Attending Physician
FREEEME

Qualification

BB

Hospital Name (if applicable)
PRt (anEA )

Telephone No.
BEEIRS

Address
Hbtit

Are you related to the patient O No&

in any way other than the O Yes, please specify the relationship with patient
professional capacity? 2, EIPEEEAZEGR

BREESHI  BRAREEH
ftufAfR ?

Signature & Hospital/
Physician’s Chop
B/ BERERED

Date
HEA

CLMO002/1124/1C
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