Disability Claim — Attending Physician’s Statement

5

— /=~
(BEENE — BEAEIRES =13
Please print in BLOCK letters/ 5 AIERSIES
Policy No. Name of Patient
{REZIRES RAER
Occupation LD. No. Date of Birth
e B RESRES HAERE]
1. Medical History / B8#40s5
(@) When did symptoms first appear or accident happen? / / (DD/MM/YY)
BV IR B EE? (B/B /%)
(b) Date patient ceased work because of disability? / / (DD/MM/YY)
B EEFRIAEI ST AR LIE? (B/B /%)
(c) Has the patient ever had same or similar condition? If ‘Yes” , please state when and describe o Yes o No
RABTERE LEENENER? & B #AnhBiRES. = =
(d) Is condition due to injury or sickness arising out of patient’s employment? o Yes o No
RAZERREEETIEMS HE? 2 =
(e) Name(s) and address(es) of other attending Physicians/ Efth3-z2 8841442 Ktttk
Date Physician’s Name or Hospital’s Name Address
=)t BAEME RS sk
2.Diagnosis / :2H#h
(a) Date of first examination / consultation? / / (DD/MM/YY) | (b) Date of last examination / consultation? / / (DD/MM/YY)
BEREER/ K2 HER? / /  (B/B/%H iEER/ K2 HER? / (B/8B /%)
(c) Diagnosis (including any complications)
e BIRETHENE)
(d) Objective findings (including current X-rays, ECG’s, Laboratory Data and any clinical findings)
BB (BT IEREER RS E)
3. Dates of Treatment ;&EHH
(a) Date of first visit / consultation / / (DD/MM/YY) (b) Date of last visit / consultation / (DD/MM/YY)
B2 BE / / (B/B /%) REHZEE / (B/8 /)
() Frequency o Weekly o Monthly o Other(specify)
TESRE =31 == HEFRE)
4. Nature of Treatment (Including surgery and medications prescribed, if any) &4+ (BIEFATRESYARE)
5. Progress J&EGERE
a) Has patient [] Recovered [] Improved [] Stabilized [] Retrogressed
BABRTE TEFE? BEH? EE? B?
b) Is patient [ ] Ambulatory [ House confined [] Bed confined [[] Hospital confined
BARR (EEDIERY ERARE BAPR{ERT B
c) If patient was confined to Hospital, please provide the confinement period. ~Confined from / / (DD/MM/YY) until / / (DD/MM/YY)
ERAGEER | RIS (e (H/7 /%) (H/F /)
d) Has the patient taken ‘Home Leave’ within the confinement? If yes, please state the periods and no. of days [1Yes []No Period Days H
WARE YRR EATEER 2 402 0 S5y B R SR e s H - = i 2
6. Cardiac (If applicable) [CEERH(ANiER)
(@) Functional Capacity ] No limitation [] Slight limitation [] Marked limitation [] Completed limitation
T{EaE RS BR{BRE REERIDRS! FELRIBRE
(b) Blood Pressure (Last Visit) Systolic _£/& / Diastolic FE
MER(REIRKZ
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7. Physical Impairment (If applicable) 2R (dNiE )

["] No Limitation of functional capacity; capable of heavy work. No restriction.

E(HAThREZ PR, ATLMERE IS5 8], ERAEL.

[] Slight limitation of functional capacity; capable of light work.

BEZ IR, AMERE TIE.

[] Severe limitation of functional capacity; incapable of minimal (sedentary)

activity. EEETRERIR A REMFEM (.

[] Capable of medium manual activity.

AIfEhEZ5E).

[[] Moderate limitation of functional capacity; capable of clerical /administrative
(sedentary) activity.

FETIRESZER, AT ESCE TIE.
[] Remarks:

HE

8. Mental / Nervous Impairment (If applicable) #5tHA:R (A& M)
(a)  Please define stress as it applies to the patient. 3548 BB ARTZ 2B A(d,

c

What stress and problem in interpersonal relations has the patient had on job? & ATE L{ELZ ABEHZRIBE oiEE HFIRGE?

Patient is able to function under stress and engage in interpersonal relations (No limitation).

RARSIER I T TIERBINABGIER CEIRS).

Patient is able to function in most stress situations and engage in most interpersonal relations (slight limitations).

RARESIEARBORIB D T TAERBAN KB AT A BB (ELEERRE).

Patient is able to engage in only limited stress situations and engage in only limited interpersonal relations (moderate limitations).

ARSI RENB DT TIERENERREAI AR (FERE).

Patient is unable to engage in stress situations or engage in interpersonal relations (marked limitations)

RATRBESIER N T LAERBAN AR BIR (FEEAIPRS).

Patient has significant loss of psychological, physiological, personal and social adjustment (severe limitations).
R A BAREIER S OIRAY, 1R, (B AR Et S RVEFE (B ERT).
] Remarks: HE

o o o o o

9. Prognosis FEEfEIE
(a) Isthe patient now totally disabled ] Yes ] No
BARTI = =
(b)  What duties of the patient’s job is he/she incapable of performing/ EJim AR L {Eh, fth/ it S FERFEAREEN1 T2
(c)  When will the patient recover sufficiently to return to USUAL occupation? [] 1 Month []1-3 Months [] 3-6Months [ Never [JUnknown
If ‘Never’ or ‘Unknown’, please comment. 1{ER 1-3 @8 3-6 @B KA SkAT
RS AR RENAE R FOREE BERR KA R, FEE.
(d)  When will the patient recover sufficiently to return to ANY SUITABLE [] 1 Month [11-3 Months [] 3-6Months [ ] Never [ JUnknown
occupation? If ‘Never’ or ‘Unknown’, please comment. 1{@BR 1-3 @8 3-6 @R KR SRAD
RS ARSRETEHTHTESHESE EERB KRN KN, B
10. Do you believe the patient is competent to endorse cheque and direct the use of the proceeds thereof? [JYes [INo
(FRRZEA RSB NERSERCI R e~ E AR p=3 &
11. According to your opinion, any information will be assisting us in processing this claim? Please specify.
REETHER , EEARMERTLUIRBRMARERREEE? HfiA,
12. Do you consent the ING Medical Director to explain our claim decision? and/or claim assessor to release the information provided [Jves [INo
by you in this report to the patient when we are requested by the patient. 2 =
ETEERRERASTEER A EZEBABSREZEEER TR ER | LIEREEHZBERE,
Signature and chop of Attending Doctor Date (DD/MM/YY)
FEREEENRER BHEA (H/A/4F)
Name of Attending Doctor Qualification
PRLEnE =i
Address b3k Telephone No.
EEEAR:
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