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CHINA LIFE
BEEERFR-RMIKER
CRITICAL ILLNESS CLAIM FORM - BENIGN BRAIN TUMOUR
fREESRES Policy No.

F_BMh - TZLBEHREE RETLBLER  MEERARZRFEA/REFSAA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. A E ] PARTICULARS OF PATIENT

1 % AER Name of Patient

2 F#E R Age and Sex

3  B{3:&/ #HR5ES 1.D. Card / Passport No.

B. ERFRE Y} CLINICAL DETAILS

1 WAZEBEERC IO BIZE We can trace the medical record of patient back to
F Year A Month H Day

e S E— |

2 BHREIRFE B RS2 4% BHE Date of the symptoms first appeared
F Year A Month H Day

S S S e S A ) AN E—

3  WABRARIFEAE 25K 2 BB Date of first consultation for this condition or related illness
£ Year A Month H Day

s S S ) AN E—

4 FEEMRIAEREZE ZEARFNFRIE Please describe the symptoms and complaints at first consultation.

5 WMASEHEHMBEEN?NR @ FiRHZBE 2B Kt - Is the patient referred by other [1 2 Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 52 Diagnosis

7  {@#5FEE2 When was the diagnosis made F Year B Month H Day
L | | | | L | | L I |
C. BT 2zE=%#ER PROFESSIONAL COMMENT
1 EEEECREIHELLIMIFMIER Has the tumour been totally or partially surgically eradicated?
Oz . smatammeR Yes, please provide detail of histology results Ox= o

2 mANKERSHEER? SEBEREE? BRERIHAENNFEABRSESE

What type of brain tumour does the patient have? Cancerous or Non-cancerous? Please specify and provide pathological report for reference.
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fREEIRES Policy No.

C. BT ZEXEER (%) PROFESSIONAL COMMENT (Continued)

3 EE LM 2RE - ZEEESE BRI TAVER?
In addition to its classification stated in Question 2, does the brain tumour belong to any of the followings:

(a) EEHE Cyst O= ves O%xz no
(b) REFRE Granulomas O= ves Ox= no
(c) FsShAksy 5 AR RS 72 Malformation in, or of, the arteries of veins or the brain O= ves O%x= no
(d) [mpE Haematomas O= ves Oxz no
(e) PFHERSAMHENETE Tumours in the pituitary gland or spine O= ves Oxz no
(H BEEMEIEE Tumours of the acoustic nerve O= ves Ox= no

4 5% AIRES R RHK R ? What was the prognosis of the patient?

5 WA ARHBARXAE HBERHER AEEOHBER LRE 2 B2 T IRESTE If so, please provide treatments, investigation

procedures, results, and/or any complications and follow up plan regarding the stroke)

D. EfthE& % E OTHER MEDICAL HISTORY

1 WABFEASBLUTHIE/SIE - Does the patient have any medical history or habit as indicated below?

[ =% Asthma [ >#i#s Cardiac problem [] #%/R 7% Diabetes Meliitus

[0 ZEAF3k Hepatitis B [[] & m P Hypertension & $#=2 F1ii Previous operation
[ %2 Drugabuse [] &&Z18 Drinking [] ®iE&B18 Smoking

[0 =i&tsiE Famiy history of cancer [[] %1% Unfavorable family history

[0 BLEESSE75 None [] Eftheix - 5ERAA Other disease, please specify

2 BRRASEEIZLMERIHMBREERESBLESBRAE ? M12F - FBIMEF1S - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give detalls.

H £ Dates 7% Disease AR/ ERREE BEga/ERhatE

F Year | B Month| H Day Details of treatment/hospitalization Name of Physician/Hospital

3 FRIRHENE/IRIEZIEFF1E Please provide details of Drinking & Smoking habit.
B4 8 Drinking/ Smoking start date since £ Year B Month H Day

L | | | | L | | L | |

£ H F £ Daily consumption (z/E2/18/HE piecel pack/ bottle/ can)

E. ;25451 K2R ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RAGEIERMR - BLAAPRTHATE - LR AARENERNGRSZE 72 - WiEEHEA - | HEREBY DECLARE that all the information provided by me in this form is
true and correct to the best of my knowledge and belief.

ERBESS RE

Name of Attending physician Qualification

ik B48 &S

Address Contact No.

ITUBLERERER/SREE . F Year | A Month H Day
Signature of Attending Physician and b !

Stamp of Hospital / Clinic g
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