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BEFER ' BB CHINA LIFE
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BRERE -

https://cs.chinalife.com.hk

{* Bz 8% {E B 55 X HOSPITALIZATION CLAIM FORM

{REEFEA ALEZ Name of Policyholder Z{RALEZ Name of Insured {REEHRSE Policy No.

SIRAB D&/ EIR5RHS 1.D./ Passport No. of Insured

$5RI¥ER Special instruction  ( #5A#E Please select)

O sxz=@en bhEARERE  SEERAATNERRE (RERE ) ZR{E - This claim
will be processed under above Individual policy first, the balance will be claimed under our Company Group policy.
O sxzeensianERREsE (R85 ) IR - BREEER LI EARERE - This claim

will be processed under our Company Group policy first, the balance will be claimed under above Individual policy.

{RBEDP 7T Eikl INSURANCE INTERMEDIARY INFORMATION

RS /725 Name of Insurance Intermediary

{RBRD /T 4R SR Insurance Intermediary Code Hit #5855 Contact No.

1 1 1 L | L L 1 L | L 1 L | L L 1 L 1 1 1 L |

E /A% IMPORTANT NOTE

- BRERRIERAPGER - HUERUNAER - SRAREBFANREANREE NN EZRZEIFE - Please complete this
form in BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KBBERTFRHEZ "TAAT, 5 TEAT ) Z2RMIETEASRECEINKRNHER/AS - The expressions “the Company” or

“our Company” used in this form refers to China Life Insurance (Overseas) Company Limited.

- FEFRFEADVEARRAMGEFANREANER  UTERERE=TRAANEDEEZERRLREHAEZIER
ERXARNT - Part | of this form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date
of discharge with original receipts and discharge note.

- ﬁﬂ%ﬂ%/\?%ﬂg\ﬁgzut : %;1%)\7521%%%%/\%2’!%%%%i%%&%%&ZKEEE%% CNRERAR T\ - REBERER
REFAARZRAZIEA S EZEZBANESAZE - IRGRAREFBEARGEARER  HERMEBURBER
KEPFBERNET - IIZ?:ET%E*W’%WEHE 247508 - Ifthe insured is at or above age 18, the Insured and policyholder must complete and
sign this form by his or her good self. If the insured is under age 18, this form should be completed and signed by policyholder and the insured's
parent/ legal guardian. In the event that the Insured/ policyholder is physically incapacitated and prevented from signing, this form may be
completed and signed by an immediate family member with relevant relationship proof and physician's statement provided.

- **”1%)\/1%%%%/\/,%15 AUBEEHNZHEE - WER—NUREATLURR - REAZEAERREAREERRES
BHAZENBERALFREZEANS D ZA - Ifthe Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a
witness. The personal particulars of the witness will only be used for the purpose of processing this claim and verifying and confirming the
identity of the signatory of this form.

- JRANREFBANREAZEZENRBERNT Z4CiF18E - The signature of the Insured / Policyholder / Claimant must be the
same as the Company’s record.

- RPN ATIRTEZSWEIARPFERITARNEARLSSULE! - Receipt of this form by your Insurance Intermediary or bank officer
does not constitute recelpt by the Company.

- ﬁﬂﬁﬁﬂﬁuﬂ A8 B NIRRT AR B RERA T E SRS E44R(853) 28595519 &7 - IBXMFE KR X HH
HE= F'%EDJ—*EEE% 263 SEP KB 22 18 A ~ B ~ K-P [ - Ifyou have any queries, please feel free to contact your insurance
intermediary or our Customer Service Hotline at (853) 2859 5519 for details. Completed form(s) and required document(s) should be sent to
China Life Insurance (Overseas) Co. Ltd., Alameda Dr. Carlos D° Assumpg&o No. 263, 22 Andar A, B, K-P, Edif. China Civil Plaza, Macau.

- APSIEHEBREMILRER  ESSNIBRBARTE AN EKRNEPBFELRE - 58 ARLTAIE www.chinalife.com.mo 2|5
KRS EFTARZ - The Company has the right to update this form from time to time and to accept or to reject the form if the Company's
requirements are not fulfilled. Please visit our website www.chinalife.com.mo to view and download the latest version of the form.

- MPEARABEAIEEA AT ZE - B XA A% - [f there is any discrepancy or inconsistency between the English version

and the Chinese version of this form, the Chinese version shall prevail.

EABRE (50 BABRAR (R A REMBEMA L2 RHBRAT) NREERI T
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 4012000702
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{REEARSE Policy No.

E—HM - REEN @HERA/GRESAA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{R AERl PARTICULARS OF INSURED

1 ZFEAFE KR Age and Sex of Insured K48 E|5EF Contact Phone No.
B. —f% &1 GENERAL INFORMATION
1 RIGRELHR Benefit(s) to claim [0 1:B2E%= Hospital Benefit [0 1B A & Hospital Income
2 RIEHFEHE Type of claim [0 &=%R%EE New Claim [0 /=218 Further Claim
[0 #R8EZE Pending Claim [0 =itt/m#% Review / Appeal
3 RBETABER—SMIBMEOEMFRBATRE ? MR @ FREZREBATIBRIFER
5 - Did/Will you make a claim against any other insurance company for the same incident? If yes, O 2ves O &no
please indicate the name of insurance company and policy no..
RIR/AS]ZTE Name of Insurance Company {REESRAS Policy No.
4 REHFEOUIEAIZERIZ Request return of certified true copy receipt(s) O 2ves O &no

5 ZRARBEURBEESR—ERZEF5IAMAERIIARRE) Position and duties of Insured’s present occupation (if more than one,
please state all)

6 REAATH{EEZHE Ktk Name and address of Insured’s business or employer

C. AE4MEFT FOR HOSPITALIZATION DUE TO ACCIDENT

== H ?: .
1 E\?FE’EEE,‘BEH—:F& Date and time of the = Year & Month 5 Day B Hour 4 Minute FFITF
accident AM/PM

2 ESNEELEIMELRZRIB Location and details of the accident

3 FBHIBEINREIMRZIEIER Please describe the part(s) of body injured and the extent of injury in details

4 RBTASRE?WME  FIRHEGHEFZAHER Didyou report to the police? If yes, please provide information on the right

2 Z 12 Police Station & Z24R 5% Case Reference No.
O =2 ves O &N

i M EERRE/RBEMNRES/OHA BRI ERA -
Remarks: Please attach a photocopy of the Police Report / Traffic Accident Report / Police Statement / Alcohol Test Report.

D. B % {EF% FOR HOSPITALIZATION DUE TO ILLNESS

1 FAfE#RE / %R Please describe the symptoms

=

2 BEXRMEIZSREERSEEZS A ? How long has the Insured been experiencing these symptoms prior to first consultation?
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{REE#RSE Policy No.

E. jAEE&¥15 TREATMENT DETAILS
1 V)2 B4 /ERAYE R The physician/hospital first consulted for this injury or illness.
F Year A Month H Day B4 /B2 T8 Name of physician/hospital
L | | | | L | | L |
B24 /EefRihill Address of physician/hospital
2 EEARMBLEER / HttZ2R U RaBERERTAVEEZ R The doctor who referred the insured to hospital / other doctors seen
for this or similar past condition
£ Year B Month H Day B24 /B2P7 278 Name of physician/hospital
L | | | | L | | L |
B84 /B8Rl Address of physician/hospital
3 ABzTHHA Date of admission i B% B #8 Date of discharge
F Year H Month H Day F Year H Month H Day
| 1 1 1 J L 1 J L | | L | 1 1 J L | | L | |
4 ZRAEERERABERING ? 075 - FB5IRSME RIRE 2 HEA KR - Has the Insured taken any [0 Bves [ 385N
home leave during the hospital confinement? If yes, please state the starting and ending date and time. >
. EFITF
Y H Month D] BB H 73 Minut
F Year on H Day 5 Hour 2 Mindte o)
Sh S B 88 % 5] Starting date and time
I | | L 1 | | | L | L
iR [0] H 85 % 5 &) Ending Date and Time
I 1 | | L 1 | L 1 | L | | L | | L 1 |
5 EWMEZAMBEBEERFREEZESFAREFSAANREBEANRERN ABE@EAG - 555882 - Is there any relationship between

the Registered Medical Practitioner / Medical Services Provider and the Insured /Policyholder /Claimant / Insurance Intermediary? If so, please
state the relationship.

F AR A X (GREE—EEEZ(T75() PAYMENT METHOD (Please select only one of the settlement options)

1

B #) ABRE:E Direct Credit Application
[0 Sz " %RTERE 1 Registered Payment Bank Account

IR RBEARAATIEEHRFIRIIRTIRE - WRAATIE R AMINIIESECRIEEIRTTER S - The service is only applicable to a bank account
set up in Macau designated bank by the company and the bank account which registration is completed successfully in the company.

[0 #5%EsR1TIEF Designated bank Account

IR PRI - WENBRPIHEAGZ/BWRERFLIRBIIRITR/IAAE/7F18 - Please provide bank account document(s), such as bank
card/monthly statement/ passbook with account holder name and account no.

EREFAA/REARKTATIEENRMBIIIERITIRSE To a bank account set up in Macau designated bank by the company held by the
Policyholder/Claimant.

#R1T72 78 Name of Bank tRITHRSE Bank No. 73 1T#4R 5% Branch No. $RITER SRS Account No.

|

L 1 L 1 | | L 1 | | | |
RPFBBEARRA(PY) WARRERBEAN/REA) RPHEAEREY) WARRERBEAN/REA)

Name of bank account holder (Chinese) (Policyholder/Claimant Only) Name of bank account holder (English) (Policyholder/Claimant Only)

FANEMRPFULBBERSRENEE  GRSRITRERTHRERFEE (A

|/We agree to apply the captioned Claims Remittance Service and bank charge would be deducted from the payment amount. (If applicable)

ERAR IR E R B IR T A =2 - a8 FiE LA FiR1TE 74 - The actual time to receive the payment may vary among banks. Please enquire to the bank
before application.

Tk BB E TR TT e P ts BN AtnErs BN /E BN LR KEEZ TN E BN f - BB B4R Z =/ 20 8 ] - If there is insufficient information

to identify the ownership of bank account belongs to Policyholder/Claimant or direct credit is failed for any reason, the payment will be issued by cheque.
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fREE#RI% Policy No.

F ERAR(GREE—EEESZA ) () PAYMENT METHOD (Please select only one of the settlement options) (Continued)

2 KihER{TEISRZE= MACAU LOCAL CROSSED CHEQUE

IEAEHEEEIE Preferred Settlement Currency

BT (EPEASKRRBINRNDBRASEHZEERIREKEE)

Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)
[0 MBE2Z=FRHBE PO Colect Cheque at Customer Service Centre in person

(FREFBANREATERSDRBXHERER A SRR E SRS /OUELSZ SR - ) (The Policyholder/Claimant should collect the cheque at our Macau
Customer Service Centre by presenting the identity document.)

[0 = =2 (4% A)4%EE Pick up cheque in person by authorized person

OO0 ®=s Poicy Currency O

REAGE RENBEER KBNS B TRE
Name of authorized person Contact no. of authorized person I.D. no. of authorized person

T ZH 2 {REE R MIE Mail to correspondence address registered in our Company
#2{RBR P 7T EEIE Deliver via Insurance Intermediary
RIRFTEEBEE (FBIEERITDIT R AE) Deliver by bank officer (Please state the branch and bank officer)

OO0

#R474317 Branch #23 A 8 Bank Officer

w

E {4875 = OTHER PAYMENT METHODS

O #MRE (BERRE—RESFBAZNERZRE - BEERERN - ) Offset the premium (only applicable to inforce policy under same Policyholder,
please specify the policy no..)
{REESRHS Policy No.

L 1 11 1 1 1 1 | L |

4 E 7= Other Methods

HAt(55U88) Others (Please specify)

G. FRIEFTFE XA EE CLAIM DOCUMENT CHECKLIST

- v ERX 4 Basic Documents ; ® FfifiNSZ#4 Additional Documents ; * A& NotApplicable

REFRE X (R B EIAR TR A ASINE B IR B0 ) = FREAR
Claim Document (Documents can be certified at our Company’s Customer Service Centre) Hospital Benefit Hospital Income
OO0 s TEzirsEss RepER5—105 Partl of this form completed and signed by your good self v v
HAF2E4HERHZEZEREHZ KRB FEIRSE I Part |l of this form completed and signed by attending
O v v
physician with chop
HARED 2 B AR RSB LR IRECERNEEBREIEFEE T8kt 2 fFr) Discharge slip/sick
E] leave certificate/medical certificate with clear exact diagnosis (applicable to hospitalization in hospitals of the Hospital v v
Authority of Hong Kong)
[0 dire/)vis PR o B BA 22 £EB5) Discharge summary (applicable to hospitalization in Mainland China) v v
v
[0 pEmiiBE4 R RS4RI Original hospital receipt and statement of account v (REEIX)
(Copy required only)
O SRASHBBHZZEEIZ The certified true copy of identity document of the Insured v v
BRERAZBDBXHZ2ZERIAR (ZHRAIERRA) The certified true copy of identity document of Policyholder
O
(Insured is not Policyholder). v v
AR 2 2ENRIE RS (0 MRS - BMKS - FEFRFEERBREAHRES - LEE
[ e @eEmR s R X KR ) Diagnosis report and test report during hospitalization (such as pathological report, ® ®
blood test report, PET Scan/CT Scan/MRI report, ECG report, ultrasound report and X-ray report etc.)
O =R Sl > s8R Setilement advice from other insurer/ party o x
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fREE#RI% Policy No.

H. {8 AE R ULEERA PERSONAL INFORMATION COLLECTION STATEMENT

ANEMEISREBRPD " PEASRE (58 ) ROBRAS , NIREEAERER - BEENRANKREBAERER - o)
https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement N &k @B A SREE (89 ) ROBRASTREL -

I/We confirm that I/we have read and understood the Personal Information Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited.
For the latest version of the PICS, it can be downloaded from https://www.chinalife.com.mo/zh-hant/personal-information-collection-statement or is made available
upon request.

| EFRIERIEEHA DECLARATION FOR ELECTRONIC RECEIPT

O ANEM SRANREFENREAZLEBRZERERZEFERRE—IWE  HEZHBRIIAMERKRZWIESLENEE
BHEREIEAUIE - /We, the Insured/Policyholder/Claimant, confirm that the electronic receipt(s) submitted for this claim application is/ are the sole receipt(s).
The clinic / hospital of this visit has not ever or repeatedly issued the original paper receipt(s) for the same visit. & A/FE A - SIRA/MIREFTBANIREATR
BERERERELTN  MZERABEERZHEBENMNEN  TR2EQEMRBASTNIEBETEERE - IWe, the
Insured/Policyholder/Claimant, declared and guarantee that apart from our company, l/we have not filed/ will not file the dup licate claims against other insurance
companies or institutions concerning the amount to be claimed in your company for the said electronic receipt(s). ZA/FEM - SHREANIREFBENREA
AW EHMEBRALEE  AABREBREESLASNZERAERERKRKZ 2EZHEE  WREABEZ—UEREET - IWe, the
Insured/Policyholder/Claimant, undertake that if the above statement is incorrect, l/we are willing to refund the full claim payment for the said receipt(s) to our
company and bear all related legal liabilities.

J. AR IZ1E DECLARATION AND AUTHORIZATION

¥ Authorization

ANEM  SRARBHANREAN  ARANBRMAREGSRREZZRA(A)ZUERE (1) £OEE - ZMmeE - 8Bk 2 - &
BAE] ~ R1T - BUTHRE - BURERPS - SUEE - A SA LT - NAEFEBEAARAANREMIERNE T RRAZ L8 - B
BERE U SEERER  ERABRATEASRE (85 ) ROBRAT (UTERE TE2F. ) ; (2 EAENEUHEEY
BRI BERES(ERAT UM ARERBERNRMAEARBMEZZRAETAE ZEBEE AR - FRERAANREMIER
MEZRRAZEERDR - IWRERRNFAZEXAREZBARBORY ; BIEAANRMIETHETRENR - LREEDEN
A - WIREENFENARBIE KB RIZET - /We, the Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (if any) HEREBY
AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, government department, or
other organization, institution or person, that is aware of or has any records, knowledge or information of me/us/the insured under 18 years old to disclose, release
and transfer such information to the Company; (2) the Company or any of its appointed medical / para-medical examiners or laboratories to perform the necessary
medical assessment and tests to evaluate the health status of myself/ ourselves/ the insured under 18 years old in relation to this claim. This authorization shall
bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the
original.

2 0A Declaration

KANFEM  2RANRBFANREA - ELBBRRER(N) L —RAREENFAEEE  AHE2EaRANRMARFAE - AN
MEREIFR{E - BASEZEHUERESEN ; ANRMARNEANEA-EREEE  AA/RMORBESETAPHRLSRH ; (2
ANEMHRERAREL ZERIER - REASPHFR OERHENERE SASRRMAES  ERAAERELNIR - EHBEA LA
BEIRME U RBFERMBNER - EATI R AEERRERRRESE -

I/We, the Insured/Policyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written
by my/our own hand are to the best of my/our knowledge and belief complete and true; I/We also understand that in the event of doubt as to whether a fact is
material, it should be disclosed here. (2) The Company is not bound by any statement which I/'we may have made to any person unless it is written or printed
here and is presented and approved by the Company. If any relevant persons fail to provide any information requested in this claim form, it may result in the
Company's inability to process and deal with this claim.

K. ZZ(FEZEZEBRE L35 E) SIGNATURE (Please DO NOT sign on BLANK form)

ZRA(FEHR 18 eI L) REFAAN / REA* RiE
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

#2Z Signature

%2 Name

BE/ RN
1.D. Card / Passport No.

% Year | A Month | H Day % Year | A Month | H Day F Year | B Month | H Day

HEHA Date

*REABZRA/REFBARBKR
*Relationship with
Insured/Policyholder

MO-CL-ICLA02/202306-01 P.50f8




fREE#RI% Policy No.

FE_IM - FLBEREE BIvBLES  FEERHSEARERENREABTER)
PART Il — ATTENDING PHYSICIAN’S STATEMENT To be completed by attending physician at the Insured / Policyholder / Claimant’s own

expenses.)

A. B AERl PARTICULARS OF PATIENT

WAL AN R/ MR / mA B8/ R RS
Name of patient Agelsex of patient 1.D / Passport No. of patient
B. i2/8E™ CONSULTATION DETAILS
£ Year A Month H Day
1 RAZEBERIRTIEMZE We can trace the medical record of patient back to / /
2 BHREIRFEHESE M54 B EB Date of the accident occurred or symptoms first appeared / /
3 WABRARULREEZ K2 B H# Date of first consultation for this condition or related illness / /
4 FEHFARPAEREZEZEIRFIFRIE Please describe the symptoms and complaints at first consultation.

5 WAREGHEMBLEEN? MR FREZBEZHBRIMIL Is the patient referred by other
physician? If yes, please give the name and address of the referring doctor.

LR Name of the referring doctor B Address of the referring doctor

O =2 Yes O &=No

6  :2Hf Diagnosis B PR % 7 93 $E 4% S ICD 10 Code

C. {¥FEE i HOSPITALIZATION DETAILS

1 E&RT & %8 Name of hospital £ Year A Month  H Day
A% B # Date of admission / /

B B #A Date of discharge / /

ANERBERR A ESS
Period in Intensive Care Unit

2 Fl5E R Surgical Procedure Details it H 8 Date of surgery / /

1T #28 Name of the Surgical Procedure BRERMEMESRIS CPT Code

3 EREEZEE BERHEER BEEOIHEERLRE 2B IRERT 2 Treatments, investigation procedures, results, and/or any
complications during hospitalization and post-hospitalization follow up plan.

4 FAAERERIERRINMG 2 105 - FIAMERIROZ HEARKEE - Has the Insured taken an [0 Bves [1 25N
home leave during the hospital confinement? If yes, please state the starting and ending date and time. o

IR

Year Month Da A% Hour 73 Minute
F =] H Day & Hou 43 Minu Y

Sh i H 8RR 5 & Starting date and time

R [0] H #8 X i & Ending Date and Time
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fREE#RI% Policy No.

D. B FZE% SR PROFESSIONAL COMMENT

1 EREBE . AERERAH(NE) SRE LZHAEERGMESBERERREEER?

Were the treatment(s), the medical test(s) and the length of stay in hospital (if any) directly related to the current diagnosis, and were medically
necessary and recommended by you?

ZYes [ & No
YNEE - EER¥AL. If No, please provide details (#1: =& HEHRAZEKERT? E.g. Was the hospitalization requested by patient?)

2 ZBERFMOIEFEFZ | BREFM D0 #ETT? Can the medical test(s) and the operation procedure be done on an outpatient basis / at day

eurgery centre?

O 2ves O &=no

WME - FEEERERRERS - HERMNERRRERFRIRFEBEART (SHHE): If No, please indicate the clinical risk(s) , medical reason(s)
for hospitalization and current Health Status (Co-morbidity) :

3 FiiREWEETSMEE T ETT? The surgery could only be performed under general anesthesia?

O=zves O #no

MFMEER T MBERETT - 555EAAEPREE For surgery under Monitored Anesthesia Care, please specify the reason for hospital stay.
4 ZBR\E - BBERERIEEZZMEE? Is it a case of emergency?

O =2ves O &no

M2 - AR MER Please provide details:

5 RRFEXZEREMN)ERMESRE NQETMEUER BREHERZHRE HE)EBREEMBRAR? M2 - BHiRHAEZABE
KAERENS - Is the condition (1) a recurrent episode or (2) a complication of any chronic iliness/ major disease or (3) related to any previous
conditions? If yes, please provide date of diagnosis and treatments details.

[ £ Yes O & nNo 52 5B Date of diagnosis/treatments £ Year B Month H Day
1B (BIERE SR B/ E K45 R) Details (including diagnosis/ treatments/ investigations and results)

6 RIEERZIRZEERE What is the underlying cause of such illness?

7 1B TERI K885 2 Ol A The prognosis of the condition and any possibility of having a relapse?

8 BELEIREERAMZIR - Is the illness associated with the following?

[[] seX %% Congenital condition ~ [[] E33% Self-inflicted injury [[] F&=i485 infertiity or sterilization [ #&##25&(, Mental disorder
BZESLENE Abuse of drugs or ] 4% Venereal disease [[] BABIE Corrective aids or [ mi&/%& Rehabilitation/
alcohol treatment of refractive errors convalescence

[] &a%/57% Cosmetic or [] &&= % Develop-mental [] &% rektt @8/ 58 Hazardous [ 31814 %% Hereditary condition
plastic surgery abnormality sport / activity

[ —#5rems/M%ES Body [ Bumsi \teamEmss [ 2% ReBTEEL Pregnancy, please provide expected date of delivery

check vaccination & immunization
injections

v AIDS or HIV related illness

[] Etthsess - $535R8R Other disease, please specify [] LU EESZ None of the above
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fREE#RI% Policy No.

E. Hﬂﬂ 2w 2 OTHER MEDICAL HISTORY

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

E] Bl Asthma [] /s Cardiac problem [[] #&FR#% Diabetes Mellitus

D CBYRT 3 Hepatitis B D 1= [M /8 Hypertension D S 355217 Previous operation
E] JB5ZZ Drug abuse E] KR MEEEAE Family history of cancer E] KI&EJ&SE Unfavorable family history
[ ML EES27 None [] Etthe=ss - #5288 Other disease, please specify

2 ZRASEREZLIAERSHEHMBRERRIESBENERAE ? M5 - (BRAAEE - Had the patient previously been treated or

hospitalized due to the above disease or other major disease? If so, please specify details.

O #ves [ 25 N0 #28HH Date of diagnosis/treatments  £E Year A Month H Day
=% Disease
JAE /EFLEE1E Details of Treatment / Hospitalization

BE 4947 /BEFR % 78 Name of Physician/Hospital

3 BIRHEUE/RIEEIBEF1E Please provide details of drinking & smoking habit

SBHRE=E (Z/8/18 /1) Daily consumption (piece/ pack/ bottle/ can)
218438 Drinking/ Smoking start date since F Year H Month H Day
F. X284 51 PARTICULARS OF ATTENDING PHYSICIAN
TEBENSZ BE
Name of Attending physician Qualification
it BB ERE
Address Contact No.

fF Year | H Month | H Day

FTEBERZE/BRES
Signature & Stamp of Attending
Physician/ Hospital

HEA
Date
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