To be completed by Attending Physician’s Statement (at the Insured Person’s own expenses)

FRREZER (FREAEZEARR)

We would be most grateful if you could attach copies of any specialist or hospital reports, together with any test, or similar evidence to
support the validity of your patient’s claim. 5k EEMIARNERZE - Eheid - Hathed sCHAEII: - LI AHVRE G -

Patient Name (in full) J§ A#:4% :

Date of Admission DD MM YYYY Date of Discharge DD MM YYYY
ABEHEA H H e EHSER H H £

Name of Hospital B&fz 447 :

Level of hospital ward: JiiE4k51 : [ Private i@% 5% [ Semi-private =% [ Ward =%5 [ Day Care Surgery H i

1. Clinical History PH2J&EE :
a. Date on which the patient first consulted you related to this illness/ injury (DD/ MM/ YY)
WABXARER, 2EERz2aHE (H/B/%)
b.  Symptom(s)/ complaint(s) of the patient relating to this hospitalization/ treatment/ investigation

AR BB #26R aE Z Bk s

c. How long had the patient been experiencing these symptoms before the first consultation?
WA IR EITORZRIHIR T2 2

Since (DD/MM/YY) OR  for day(s) month(s) year(s)
e H/J/F 2 BEF1E H H iF
2. Hospitalisation Details {:ezEf5 :
a. Final Diagnosis Date of Operation (DD/ MM/ YYYY)
ikl FHTHE (H/ B/ )

b.  Operation procedure(s) performed

FlsEE

c. If the patient has consulted other physician during this hospitalisation, please provide the following:

SO A B E JC IR TS AR o HHRAEDL T 20

Name of physician consulted Reason
B4 JE B

What treatment had the physician performed?

2B R LR AR ?

d. Please give a brief discharge summary (including onset and duration of signs and symptoms/ disease, etiology, types and
results of major examinations, treatments, complications and follow up plan)

Fteft b (B RN R B R EERE A - HREME 2 SR T ED)

e. Please provide reason(s) for hospitalisation if this type of cases can be managed on day care/out-patient basis.
B E S EZE v H Mg FI2s s St AEBETRE -
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3. Professional Comment BEEH, :

a. To the best of your knowledge, Other than this episode, has the patient ever been treated for the same / related

conditions?

BRI BRT BEZORIE » WA Y & B R AERRR LT HEZ Ve ? O Yesg O Now

If yes, please provide the dates of consultation, details of conditions and diagnosis.

W - ES AR R B E N -
b.  Was the condition due to or associated with the following? (Please tick the appropriate boxes)

WANRILEEH FFIERAR ? (SBNEE 2=kt v, )
[ None of above DL F#I A& O Pregnancy %%~ O Congenital condition 4K MR
O Accidental bodily injury Z4Nz{5 O Infertility or sterilization ‘N H4E & [0 Developmental condition &z [EE
O Self-inflicted injury Hik O Contraception &i& [0 Hereditary condition #& {4 E%
O Abuse of drugs or alcohol & AZEYECHNE O Treatment for cosmetic purpose 4 Ffff [ General check-up —f% 5 S e
[0 Mental or nervous disorder ##tH~tH2& 7 [ Vaccination [y £ 5+ [0 Refractive error 15 J7[RH

O Venereal disease, sexually transmitted disease or AIDS/ HIV related illness 7 ~ ISR, 61 HIV B 5%

4. Others Hft :

a. If the patient was referred by another doctor, please provide the referring doctor’s name and address.
W N s BANBE AR SEHR LRI B A 2 Y4 St -

b.  Are you the patient’s usual physician? {279 A TS5 > B4 2 O Yes & O No &

| hereby certify that all information given above is accurate and true to the best of my knowledge.
A NGEHH A B RHRIB A BT AT R IERESREL -

Signature and chop of attending physician/ surgeon Fz2%&4: 3% K= Address and telephone no. il K i4& EEEh
Name of attending physician/surgeon & qualifications I 284 4% K2R A &R Date HHH : MM H DD H YYYY &

Page 2 of 2




