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CHINA TAIPING LIFE INSURANCE (HONG KONG)COMPANY LIMITED

{REMT Policy Number
ek PP L[ [ ] fofols]

BRBNPFER FH0 IDRERS
APPLICATION FOR DISABILITY CLAIM PART Il ATTENDING PHYSICIAN’S
STATEMENT

(RFBEABEHEPEAEES To be completed by the Attending Physician at the Claimant’s own expenses)

BRAFFAZEH Particulars of the Insured (“Patient”)

JAAEE Name of Patient Bl Gender
i & B # Date of Birth F#s Age
&4 B 193555 HKID Card No. ERRTER R i

Passport No. and Place of
Issuance (if no HKID Card)

mAZER, BURSEHK B&IEAY
Insured’s Occupation, Position Date of Absence from work
and Nature of duties (B DD/B MM/ YYYY)

1 ERKREH Clinical details

@ | PAZERREE () | AEBBEGEERS ? 02 , WRA :
Medical records of Patient since Was the patient referred by other physician? If yes, please give:
BE4 ¥4 Name of referring Doctor 4% &H Contact Information

(B DD/A MM/ YYYY)
© |PEERER [ BHAH (@) | PAEHREOREBRER
The date when symptoms 1% appeared / accident happened Symptoms presented during by the Insured

(B DD/A MM/ YYYY)

© ERAREIRR B
Date of first consultation for this disability

© LT

Final Diagnosis

(B DD/A MM/ YYYY)

RELEE
Date of diagnosis

(B DD/A MM/ YYYY)

2 EIPHERAMACEE Accident details and Treatment records
2.1 HEAR “E\KRIhAE / FEMEIER” For Loss of Function / Amputation of Limbs

@ | EEBUREE ) | FARBEFEAE?
Part of body injured & Type of Injury Is the Insured left-handed?
O & Yes O & No
© | XBRE (d) | RERERL VAT AL Bl K AL A 5 L/BA 7 R )
Cause of injury Extent of injury (please specify ROM of affected joint / % of functional

loss of the injured body part / site & extent of amputation)

) | BREZEEE., REFERRIERR @ | REFBRE/RRDERIECBAIAENRES 2 W2, FMAER,
Overall present condition of Injury and Functionality of part of Do you think the impairment or loss of function mentioned would be
body Injured Permanent? If so, please elaborate your medical opinion.
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22 WA “WMARIERED / KM” For Loss of Speech / Loss of Hearing
RELERE () | SEEARBED. ABZRE
Part of body injured & Type of Injury Cause of loss of speech or hearing loss
(c) | REEIZREERRAPENFENER @) | REZRRERRRIENSERR
Extent of speech inability & Duration of loss of function Extent of hearing loss & Duration of loss of function
£E Left Ear £E Right Ear
) | BREEEE, REERRIERR ® ZRXPERRAZEBMRAMNRE ? M2, FMEER,
Overall present condition of Injury and Functionality of part of Do you think the loss of function mentioned would be Permanent? If
body Injured so, please elaborate your medical opinion.
23 BEAR "BXED / RREM” For Loss of Sight / Lens
NELERE T () | BEABZ A
Part of body injured & Type of Injury Cause of blindness
) | BRERNENEE (@) | FHoamFSE
Visual acuity of Both Eyes at present Details of Surgical procedure / Treatment
R Left Eye 4R Right Eye
) | BREEEE. RERFERRINERR ® ZRRPERAZEBMRKAMNRE ? M2, FMEER,
Overall present condition of Injury and Functionality of part of Do you think the loss of function mentioned would be Permanent? If
body Injured so, please elaborate your medical opinion.
2.4 WAR “=#KEM” For Third Degree Burn
(@) | BEBUREE (b) BRERRE
Part of body burned & Type of Injury Cause of major burns
© | PBEERERRE=RABERLRRE)? @) | BFERAREZRE(E L) _
Is the burn considered as Third Degree Burns (full thickness Extent of the burn covering the body surface (in %)
skin destruction)?
O & Yes O & No
o) | ERREEE. REELLIRRBRR () | FHOAREE
Overall present condition of Burn and current physical Details of Surgical procedure / Treatment
impairment
3 HERFEREELLS Disability details and Health condition records
(a) FRULEBFENFAMARDRBRFEFRURGSEHUIMREFEREHEERHRES),
Please provide all the consultation history and diagnostic test(s) of this disability (please enclose reports including MRI or CT brain etc).
A Dae BRI BEEELE
(DD/IMM/YYYY) Information of Type(s) of Test & Result(s)
Doctor/Hospital
(b) FEAUESROMEERFARAEAL. FW/ B I FUER.
Please provide all the treatment details of this disability includes Date & Name of Surgery / Therapy / Medication.
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(©) FBAREARRZSRBRAMEE I BHRBEZEZER.
Please describe Patient’s current physical or mental impairment.
(d) ZHRABRBNEEMRR Current Health Conditions of the Insured :
()  EREHE Progress of recovery :
O T£HEE Recovered O FEES Improving O BREE Static O 1EHRE( Retrogressed
(i) EBHE Status of mobility :
O TE)B0 Ambulatory O ZRH5EE) Home confined O ZRAEAPK Stay on bed O F{EFT/EEE v Hospital / Rehab. Confined
PR/ 0B B R ERT B #A Name of Hospital/Centre & the period of confinement :
(iiy REBETEBTME  ZRAETZHHT , I THINEER?
Can the Insured perform the following ‘Activities of Daily Living’ without the use of mechanical equipment, special devices or other
aids and adaptations?
o LTEIRSMF T4 Transfer (to get in bed and out of bed or chair) O "X can O FABL cannot
e 1TE Mobility : O "3 can O FAL cannot
e  ZIDressing : O "M can O AAEL cannot
o KEBREMI Bathing & Washing : O "3 can O AAEL cannot
e R Eating : O "X can O FAEL cannot
e  Z0J Toileting : O "X can O AALL cannot
(v) ®ERARBZEERIMS , FTEEIERED,
With the current health condition of the Insured in mind, what would you rate the present working capacity of the insured?
O RSB EMELILEHTH
No limitation of functional capacity, capable of heavy work without restrictions
O REARETERILEHTHE
Capable of medium manual activity
0O AARERERHEEHTHE
Slight limitation of functional capacity, capable of light work
0O RAAREEBILEBHINETHE
Moderate limitation of functional capacity, capable of clerical / administrative activity
O TARSEMRHEHEILNETH
Severe limitation of functional capacity, incapable of minimum activity
(v) BERARBZEW®RIMS 6 FTEEEEDREBEED.
With the current mental status of the Insured as described above, what would you rate the present ability for interpersonal relations
and communication of the insured?
O #XEFHRBRENTRZTLER
Able to engage in all interpersonal relations and communication (without limitations)
O HREENMABOULFHRENEE
Able to engage in most interpersonal relations and communication (slight limitations)
O Rt EREHSMHEITDHRENEE
Able to engage in only limited interpersonal relations and communication (moderate limitations)
0 BERZUESRBER
Unable to engage in interpersonal relations and communication (marked limitations)
0O BERZLVE, £8, EARULSEERE
Has significant loss of psychological, physiological, personal and social adjustment (severe limitations)
WRER(WA) Supplement (if any) :
(e) BEBZRAZEE. ABRIR , WitRRITTLREATERD ? BT
According to the insured’s qualification, knowledge and training, is he/she now totally disabled? Please comment:
ZRABBMNAED Insured’s current capability FESRAMEBEEFHTIE Estimate when will the Insured able to work
o BRSO BMEM TR REHFIEME REMBIERS
Capable of performing any kind of work and duties In terms of own job In terms of any jobs
o RERSERESC TEREE —{BARA Within 1 Mth o o
Capable of performing his / her own duties and —Z=@HBR 1-3 Mths o o
occupation only =FEAEAA 3-6 Mths o o
0 FRAERSELMERN THERBE AZE+={HAR 6-12 Mths o o
Incapable of performing any kind of work and duties 2R +=M@ >12Mths B O O
XF Never o O
[0) FRBEMAE | REE ; RETEETRERNBHERE.

Please advise any further treatment / rehabilitation plan, and what would you expect a marked change in the future
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4  BAERE Past history
@) BABSERZPHTERHBANERRELESE ? Oo&No
Has the patient disclosed past medical health history during | O £ Yes , SFEZREE(b)Z(d)
consultation(s)? %I?Iease fill in question gb{ to gd) = -
; - s sy yms HE Date BRE] HIRMA
(b) WABEEEBREMER? M7 , FHMERA. (DD/IMM/YYYY) Information of Disease & Details of
Has the patient ever had the same or similar conditions or Doctor/Hospital Treatment
symptom before? If yes, please give a brief summary.
) WARBEEMREFELDLBERRREHME Fipgmng D 2Yes 0 &No
T = FEIRMEE Please provide details :
=7
=
Is there any patient’s family history or any precipitating
factors which would have increased the risk of this illness?
d) BABEEELHZHE | BE? O &NOo _
@ mA8 O £ YES , BEERLER SIS | LRMHE
Has the patient ever had the medical illness(es) or the habit(s) Please tick where it is appropriate and give details
as listed on the right column? O _I?J_Eﬂ% Hypertension
O & Mg Hyperlipidaemia
O  @\#@# Cardiac problem
O Bk Asthma
O  ¥ERJ® Diabetes mellitus
O ZEF# Hepatitis B
O AE&EIRZHFBRFE HIV infection
O SGEZFM Previous operation
O HtERE. EHRELXRME/IEFKM Other major, chronic or
congenital / heredity illness
& Detalls:
PE AR EEBR Diagnosis date and name of physician
AEZ R Current condition of the above medical history
O =4£E%E Fullyrecovered 0O A% On Treatment
A ABE Patient’s habit :
O BFA#Y Drug addiction
O REZ1E Smoking habit
O #UEBME Drinking habit
LERBFIEHMA The above habit since
(B DD/A MM/ YYYY)
S HRAE Daily consumption
5 IFPEERBEB| Declaration of Attending Physician

TP EA A Name of Attending Physician

ZE 5% Telephone No.

B ¥ B Field of Specialization and Qualification

ZE H Email Address

BAELEARASHABRANRENRREST T RE, ERAEHE,
RERERRERN—ED .

MERRRERAASXFTAMEEER TENER, RELBAVEZHLE

| hereby declare that | have personally examined, advised and treated the Patient in connection to the conditions and illnesses herein and that the

foregoing statements are true and complete to the best of my profession
above as part of the claim form.

IPBEEENEES
Signature and Official Chop of Attending Physician

al knowledge and belief. | hereby declare and agree to make my statements

%2 B Date of Signing
(H DD/A MM/ YYYY)

25 E 1 Place of Signing
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