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CHINA LIFE
BiIi5{E 553K DEATH CLAIM FORM

fREEIRES Policy No.

E=8Mh - TZLBEHESE HRELEBLEER  MEERARREABITEIE)
PART lIl - ATTENDING PHYSICIAN’S STATEMENT(To be completed by attending physician at the Claimant’s own expenses)

A. JE&E# PARTICULARS OF DECEASED

FLE 1 Name of Deceased B2 RS

1.D / Passport No.

B0 S A (L
Deceased’s Address at time of death
BHISHBEE RETERE £F Year B Month H Day
Occupation at the time of Last date of working / /
death

S HER 4 Year H Month H Day
541t 24 Place of death Date of death / /
BHER

Cause of death

EECELIGBEETRE ? A - FIRHESIEREBEMIMESHIZA - Whether an autopsy report will be or has been done? If so, please
provide the date and a copy of autopsy report.
F Year B Month H Day

O AN [0 R Uncertain [ & ,HE Yes, date / /

B. 2/AE 1l CONSULTATION DETAILS

1 BETBFEEZESZAT ? How long have you been the medical
physician for the Deceased?

=2

2 HRPADEERREH Diagnosis and 2 gt & Year (allkionty B Day
Date of your first visit / /

3 ETAAETEZARHESNREMRBZ&REEMR ? Had you attend the

deceased during his/her last iliness related to the cause of death? O i Yes O % No

C. HE45MER 5% DEATH CAUSED BY ACCIDENT

N

F Year A Month H Day & Hr
1 E45MEEBFNIERS Date and time of accident / /

3 Min R4 AW/ PM

2 ESMthEE R EFS Place and Details of accident

D. HERE S DEATH CAUSED BY ILLNESS

1 SEEREBEFRNZEEREENKEZEE 52 Diagnosis F Year A Month H Day
The first treatment date of the for the last illness / !

2 FEBHERERZHTEFESX? How long did the deceased suffer from the last
illness before seeking medical treatment?

3 SBEEZE Medical Treatment Summary

4 FEEERELEMEMBENERREN? MNA - FRABFF1E - Had the Deceased been previously referred by other Physician / Hospital? If so,
please specify details.
[ g5 N0 [ B 8555 Yes - Name of Physician / Hospital
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fREEIRES Policy No.

5 SBNMERERHEERERFEMEN/REERERM? M7AE - HiRAAFE - Was the cause of death secondary to a recurrent or other
chronic / critical condition? If so, please specify details.

O z&No [ & Yes BRKEZ First consultation F Year A Month H Day
BREGALHIR Symptom onset £ Year B Month H Day

97 Disease

AR /1E PR RE 1B Details of Treatment / Hospitalization

B4 o2 /B PR 218 Name of Physician/Hospital

6 FEEEREALUTEERE - EiEEiES|I3 3 MB35 T-? Was the Deceased’s death directly or indirectly due to or aggravated by the following?

O F2nNo O =2 #uEEswis 55 RIZMEE  Yes, please tick where it is appropriate and give details
OO0 =% $ unfavorable family health history O s X / #&EMHE5 congenital / inherited condition
[ BE /BN | Bm | Y [ BRBBNRZIE | BEREBNGZERENGRSE
alcoholism / alcohol / narcotics / drugs AIDS / AIDS related complex disease
[0 ##=8. mental disorders O @& 1 94 pregnancy / childbirth
LEABIRMIE p HES x sy e
O /5”@, MEARE) | 8D / Hﬁt* , O =# / B%E= suicde/ self-inflicted
engaging in hazardous sport / activity / occupation
OO0 &=/ 582/ 2E (BEEIEEEE)poison / gas / fumes (voluntarily or involuntarily)
[0 &=t 5568: others, please specify:

E. EL{thE& %% OTHER MEDICAL HISTORY

1 FEERVERE/RIEZE Details of drinking & smoking habit of the deceased
HEZ (Sz/8/1/f&) Daily consumption (piece/ pack/ bottle/ can)

Z1E YA B Drinking/ Smoking start date since £ Year A Month H Day
2 FEZFHTEEHEEZBIEEA ? Did the drinking habit contribute to the death of the Deceased? 2ves 1 &INold
3 BHEZRETEBHBRIEZBEIRA ? Did the smoking habit contribute to the death of the Deceased? Z2yves 1 BTN
4 NEREFACERAEMZBIE?MAE  ERAEMZER - SERAERUEFSVE - Didthe sves 0 =no
Deceased use of any drugs? If yes, please state the type of drugs used and also the no. of years of this habit.
B HFE Daily consumption 2 FER| Type of drugs
FAZ29A 8 Using drugs start date since F Year A Month H Day

5 BHIHMEENEEEREESHZEHER - SETEZHMBIBREBE - Please state any other special cause, direct or
indirect, for the death in the habits or occupation of the Deceased.

6 HthETRETEBFMIFRUEEE ZZ R - Any further information which, in your opinion, will assist us in assessing this claim.

F. £Z2 8L 51 KA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RAELERR - SIARAFTHIFRE - LA AREHWERIOREE 2250 - WiEEHEH - | HEREBY DECLARE that all the information provided
by me in this form is true and correct to the best of my knowledge and belief.

TEBENER BRE

Name of Attending Physician Qualification

ik B8 ERE

Address Contact No.

T BERERER/ZREE o F Year B Month H Day
Signature of Attending Physician ’

and Stamp of Hospital / Clinic b
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