Fubon Life
L *B A = REE4RSR Policy Number
(== | a3

EEAE R{EBE5E Cancer Claim Form
BEREN: BREEEEAM "V, 5’

Important note: Please put “v” for the appropriate box
£ 8B PART Il (HE2EBLIERE to be completed by attending Physician)
A. BAEHR Patient Information

Clear Whole Form

1. ¥ Name 2. B1pie / #EBRS%E ID Card / Passport Number | 3. 5% Age 4. 5l Sex

5. B TEERABERKZIMEL ? Are you the patient’s usual physician?
[0 & No O =RVYes (W2, H BERCHFIEWEMES if “Yes”, medical records traceable from )

H DD A MM FYYYY

B. EB&EE® Medical Information

1. BEHEREIEBH Symptom Onset Date 2. BZRKk#Z BH) First Consultation Date 3. f&# Symptom(s)
I | | | I I I |
H DD B MM F YYYY H DD B MM F YYYY
4. a. 2 ETBEHA Diagnosis Date b. #2t Diagnosis
I I I |
H DD B MM FYYYY
c. MABRIEHH d. RMEENE (BRHEE/ BRhaE )
Patient First Being Informed Date Informed by (please provide name of physician / hospital)
I I I |
H DD B MM FYYYY

e. ERERZRERE ? FRHEFIB

What was the underlying cause of the disease? Please provide details

f. EERESRKMERAELRER ? FIRHFE

Was the disease caused by any congenital or HIV related? Please provide details

o
©

. ERRE ZANREIE ) HR K sZ 2 HA 75 = Surgical-Pathological cancer staging and the cancer staging system used

b. EAEZ#RAI ? What is cancer grading?
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6. a. BEETEBEAMTRME ? Was a biopsy of the tumour performed?

O & No
0 2 Yes (#5iRHEEF15 please provide details )
HER B/ ER &
Date Name / Type Result
| | | |
B DD BEMM  FEYYYY
| | | |
B DD BEMM  EYYYY

b. METKZE  BAMGEELREZEBESRENAE ?
When did the patient undergo investigations or receive treatment for any abnormality for such organ?

BHE Br/ Bk BER
Date Physician / Hospital Result
I I |
H DD B MM £ YYYY
I I I |
H DD B MM £ YYYY

7. RENEEERIBIMIEE ? Is the diagnosis confirmed with histological examination?
M & No ( BIRERARBETHRIED T please provide reason )
M 2 Yes ( BRHFES T2 HERLR please provide the date and result of the histological examination )

HEA Date #R Result ENo =2 VYes
(a) 2EBRENIEE ? Is it carcinoma-in-situ? i i
| | | | (b) BBEGTEERMUER? Is the tumour completely localized? I ™
A DD AMM  EYYY  (c) BHAIMEEAZIEHIMER ? Is there uncontrolled growth of malignant cells? | m
(d) REEAREMLABME ? al o
Is there any invasion of adjacent tissue or regional lymph node?
(e) EECEMEHMEZE ? Is there any distant metastasis? | m

WE - BEERECHERDEIEEL ? If yes, what is the identified secondary site?

8. BRMABRKENEYFE (MNFM - MEHaE - EEF)

Please provide details of treatment and medication (e.g. surgical, radiotherapy, chemotherapy, etc.)

BHE B /B #15
Date Name / Type Details
I I |
H DD B MM £ YYYY
I |
H DD B MM £ YYYY
I I I |
H DD B MM FEYYYY

9. BIRMMABELERA LM EESERREER Please provide past history of the cancer specified above or related disease

St BL/ Bk 2P / BRRshit BRI
Date Physician / Hospital Clinic / Hospital Address Telephone Number
I | I |
H DD A MM EYYYY
I | | |
H bD A MM FYYYY

Page 2 of 3 CL/CXFORM/20230101

*PCL0050*



10.

HEA
Date

BB/ Bk
Physician / Hospital

H DD H MM FYYYY
(ERK32 First consultation)

B DD A MM FYYYY

B DD A MM FYYYY

AIRHEABENRELIEER Please provide information of the past health history of the patient

2P/ Bt it
Clinic / Hospital Address

BRERS
Telephone Number

1

N

R E R KRBT

ARMEARSEEEREE  NAEBEARBERRERE
Please provide information of patient’s habit on smoking any tobacco products,

consumption of alcoholic drink and family health history

. No such information
0 REEEEmR EmiER BX¥HHAE SERE
Smoking Tobacco Products  Product Type Daily Amount Duration
B2 =2 | | z
Cigarette(s) From to
A MM F YYYY B MM FYYYY
0 EXFESER MR EmER BX¥HHAE RERE
Drinking Alcohol Product Type Daily Amount Duration
=7t M0 ES
mi From | | o | |
A MM F YYYY A MM FYYYY
0 EQ3Es Bm E BREE NI
Family Health History Date of lliness lliness Details Relationship with Patient

B DD B MM FEYYYY
| | I |
B DD B MM FEYYYY
| | | |
B DD B MM EYYYY
0 AN EEIRERE  ARERES - 2EMER / BRBUEBER / AFMEHEEEE
Note :

Please attach copies of histopathology report, endoscopic report, diagnostic / laboratory tests report and/or operating theatre summary

BN

B4 E N Physician Information

BEus

Name of Physician

BEREXEER
Qualification and Specialty

EBREIRS
Telephone Number

BY / BEEREE
Signature and Official Stamp of Physician / Hospital

F2FR / Bk 2t
Address of Clinic / Hospital

H# (H/B/®)
Date (DD/MM/YYYY)
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