[ﬂ Fubon Life

== E {REE4RSE Policy Number
E2EBAS '
FRERE | REZXTARERERBS

Waiver of Premium / Payor Benefit Claim Form
EEER  ARBEEEBAM v, 5%

Important note: Please put “v"” for the appropriate box
£ 88 PART Il (HE2EBLIEE to be completed by attending Physician)

A. fRAEi} Patient Information
1. ¥ Name 2. B1pie / #EBRS%E ID Card / Passport Number | 3. 5% Age 4. MRl Sex

Clear Whole Form

5. B TERERABERKZHEL ? Are you the patient’s usual physician?
[@ & No O =ZYes (W "2, - BECHIEWEMNR if “Yes”, medical records traceable from )

B DD A MM FYYYY

B. &R EIMNEIE lliness or Accident Detail

1. BRERHABIMIERZ B 2. BRKZHFEE Symptoms Presented at First Consultation
Date of First Consultation for lliness or Accident

B DD BMM  EYYYY
3. BIMEEREHR Date of Accident 4. fEEITEIRA B EA Date of Symptoms 5. 2 BHA Date of Diagnosis
| | | | | | | |
A DD BMM  FYYYY B DD BMM  FEYYYY B DD BMM  FEYYYY
6. z2f Diagnosis 7. ZERIBINIBRAREA
Underlying Cause of Patient’s lliness or Accident
8. EBNEBE SR 9. Hth&EZ IR Other Significant Findings

Name and address of physician who has referred this patient to you for
this illness / condition

10.EmEEHTARAESIER? I "2, - FRHFARA

Are there any factors below contributing to this illness / condition? If “Yes”, please provide details.

a. DIEMERSESN [O 2 Yes
Previous lliness or Injury Iﬁ %A No
b. BRE [O £ Yes
HIV Related [O) & No
c. EXRMER O 2 Yes
Congenital Disease O] & No
d. RBREYTE [O 2 Yes

Influence of Alcohol, Drug or Intoxicant E & No
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C. ARAzZiA5C#E About Health History

1. MABEREREER? NE - FRETHER -

Has the patient previously suffered from this illness / condition or any related? If yes, please provide details below.

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

2. MABERERARUEE  BUIERUNER ? 015 - FRRMUFAER -
Had the patient suffered from any other major, chronic or congenital diseases? If yes, please state details.

3. MABERERARMERMICEAR LMEBERK ? 5 - FREFAER -

Is there any information about the past health of the patient not mentioned in the above questions? If yes, please state the details.

4. WAREBMUTEE W "2, - BRHFHRRAFE

Did the patient have any of the following habits? If “Yes”, please state the duration and consumption details

a. REBE [O0 2 Yes
Smoking Habit [0 & No
b. BUBEIE [0 2 Yes
Drinking Habit [O] & No
c. REEMBE [0 2 Yes
Drugs Taking Habit [0 & No
d. Hfth (FERA) [0 2 Yes
Others (please specify) |ﬁ & No
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D. 7®AIREIEN Current Condition of the Patient

1. MARBRENIEIR? I "2, - FRHEHFARA

Does the patient meet the following requirements? If “Yes”, please provide details.

a. EREZHBEERENTERRA [O7 £ Yes
The total and irrecoverable Loss of E % No

Sight of both eyes Dressing

b. MIBKAERE - STEM A TE B AR MR
B3 A BRI

[ 2 Yes
[(T] & No

The Permanent Paralysis of two limbs
or actual severance at or above wrist
or ankle of two limbs

c. —EIRBETEHEARENTERRFIL
R—Boox A B - SUTERTER U IR R =X

[0 2 Yes
[O0 & No

ERERTER

Total and irrecoverable Loss of Sight
of one eye and either the Permanent
Paralysis of one limb or actual
severance at or above wrist or ankle

2. MABIRER T& . - BREHAERIRR

If all answers are “No”, please state the current condition

3. RE—RKZHH
Date of last consultation

E. XEEZER Family Health History

1. BANEZRBPEEREHELUNER ? 18 - B REZRBEERERILE -

Have any immediate family members of patient suffered from a similar or related illness? If yes, please state relationship of relative and nature of

illness

2 AMFABERSEIAR

Note : Please attach copies of all medical reports

B4 ER Physician Information

BapE
Name of Physician

BEREXEER
Qualification and Specialty

EFERE
Telephone Number

Bt/ BzmEAREE
Signature and Official Stamp of Physician / Hospital

2P/ Bk 2 ihit
Address of Clinic / Hospital

H# (B/R/%)
Date (DD/MM/YYYY)
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