BEEVSE

{REE#RSE Policy Number

Bl ZE({EBEZE Death Claim Form

BERA  AREEZEEAM "V, R
Important note: Please put “v"” for the appropriate box

59 PART Il (HER2EBLEIEE to be completed by Attending Physician)
A. EEEH Deceased information

Clear Whole Form

1. %% Name 2. Bf:8 / FEIRSRE ID Card / Passport Number

3. Fm ARl Age & Sex

4. BHJREE Cause of Death 5. BB Date of Death

B DD A MM FYYYY

6. BHihEh Place of Death

B. EEER Medical Information

1. SEEERERRINGIEEHFE SR ? Was the death due to accident or non-illness cause?

[0 & No

[O 2 Yes (5512515 please provide details )

B4 HEL Place of Incident

Detail of Incident (such as details of the activities engaged)

a. B34 HH Date of Incident b. EHELIF™E Time of Incident c.
‘ | ‘ | : [C £ AM
H DD B MM £ YYYY BHR  AMN D TEPM
d. SHEB (NERSEZEE ZHE) e. EHRPTIE

ER{iI Please state the part(s) of body injured

A HEIE T2 WEREHE - BESUERSE 4 B Note: If answered “Yes” and provided details, please continue to question 4

2. EEEREIRHE Symptom Onset Date 3. JfE Symptom(s)

H DD A MM FYYYY

4. FFHIMER / 5IESHNHERAIRE Please provide details of the underlying cause of death

5 NEBETEEZLEBEREREE ? Has the deceased ever had the same or similar symptom(s) before?

O/& No
O] 2 Yes (#iRfits# 1% please provide details )
HHA Date B24E / BP% Physician / Hospital ~ 52Ff / BBzl Clinic / Hospital Address &5 45 Telephone Number
| | |
B DD BEMM  EYYYY
| | | |
B DD BEMM  FYYYY
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6. IR EBERMEERECIE Please provide the past health record of the deceased

HHA Date B84 / B8P Physician / Hospital s2Fn / BBtk Clinic / Hospital Address ~ E&ESR S Telephone Number
| | |
B DD BEMM  FEYYYY
| | | |
B DD BEMM  FYYYY
| | | |
B DD BEMM  FYYYY

7. BRMGEREEE RAEBERREBEAKERE
Please provide information of deceased’s habit on smoking, consumption of alcoholic drink and family health history

HMERIRARCER

No such information

R & EmiELR BXY¥IORE FERSE

Smoking Product Type Daily Amount Duration
= B | | 2| | |
Cigarette(s) — From  gyuy  Zyyyy © Bum & vvyy

BRFBIEE A EmiELR BXY¥IORE RERE

Drinking Alcohol Product Type Daily Amount Duration
=t B | | 2| | |
mi From  gmm  &vvwvy © 0 BMm Evyyy

0 RIERE b= kot BIRFHIB EASEERA
Family Health History Date of lliness lliness Details Relationship with Deceased

H DD A MM FYYYY

| | | |
B DD A MM FYYYY

I I | |
H DD A MM FYYYY

O B EORERRE  ARERS - 2R / RERSE / AFHEEREX

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

B4 E 8 Physician Information

Baus BY /  BREEREE
Name of Physician Signature and Official Stamp of Physician / Hospital
BEREXEER 2P/ Bt
Qualification and Specialty Address of Clinic / Hospital
TR B# (B/A/#&)
Telephone Number Date (DD/MM/YYYY)
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