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Section 4 Attending Physician Statement (This section should be completed by the insured person’s attending
doctor during patient’s hospitalization at the insured person’s cost)

FEMEy E2BERS WHEBRSRRAEERPBEIZEZEBLEER  MEREARFRARR)

Part1 - Treatments Details BF &} - BB E Y

Full name of patient Jp A %44 _ HKID no. &k B (7 s55EHE /Passport no. ¢ HE5RE: Age L Sex M1
(a) Treatment period (DD/MM/YY) 2236 HEH (H/B/4F) From To®

(b) Diagnosis of conditions /5t #2

(e} Investigations, treatment, therapy, surgical procedures done and result during the above mentioned treatment period _F#itz2 B HAR 2 12552 2> &

&G - FlTEE AR

(d) Prior to this consultation, did patient first consult you for the related signs and symptoms? If so, when was the first consultation? 22 Kz2 HHH

Al IR ANASTEREE Z 2 AT ERTAR LR 2 408% 2 408 - iR A B [k ?

DNO &= DYes 2, the first consultation was since (DD/MM/YY) EE—2ki2 HHAE (H/H/MAF)
(e) What sign(s) and symptom(s) was the patient aware of at the first consultation? J§ AfF S —XK 2 A (8 F B 2

(f) Were there any external visible signs of bodily injury were revealed at the first consultation? (§EFEEICKZH > ZEIN A S o] BEHEIME?

(9) Was there any evidence of external bruise, wound or abrasion at the first consultation? {G&IEE IR - ZEEMrRE A G 1 B2
5~ BOEGEER ?
(h) According to the patient, for how long had such symptom(s) persisted before the first consultation? $5 A Bt » FIlUEEIE EZORZ RIS A2
year(s) 4 month(s) H day(s) H
(i) Was the patient referred to you by another doctor for further management? 5% A& & H 59— B AL i/ P IS AEfE— 25 A7
D No & EI Yes &2, the name of referral doctor is 3% B2 4= k44 2
) Was there any hospitalization for the patient? % A B & X% ?

D No 7, the patient does not require to stay at hospital for treatment J§ AR FFH (LT A7

D Yes 7, Hospitalization period from (DD/MM/YY) {3:F5% HEA(H/H ) 1 to & (DD/MM/YY) (H/H 4E)
(k) Did the patient have any home leave period during hospitalization period? 355 AFE{: AR A Bas I 2

I No 5 [ Yes A, from (DD/MMAYY) H (H/H %) to Z (DD/MMIYY) (H/H 4E)

0] Please indicate if the medical condition and its subsequent treatment are associated with the followings: (please ¥)?

FtE R AR R AR A AR B N AIENCARY (F M)?

|:| Congenital anomalies, infertility or sterilization |:| Dental care, general check up |:| Under the influence of drugs or alcohol
FRMEAREEEL - A HSEEHEN FRbeE - Siated ZEEYEON N

|:| Rest cure, rehabilitation, convalescence or extended car |:| Self-inflicted injuries or suicidal attempt while sane or insane
K& ~ HEBEgER AT EAIEEL S T 2 B R BGEE & T

|:| Mental, psychiatric problems |:| Pregnancy conditions or any related complications |:|Cosmetic/ Plastic surgery
LB KERTE RS HIE S [ 2 L Z A SR

Part I - Declaration Z &} - ZHH
| declare that all the above information are to the best of my knowledge, is true and complete.
AMNELL AR R A N AL R (S Ry s R Se 2 miiE R » e it -
Name of attending doctor F 28844 Signature of attending doctor F2 884 %% Signature Date (DD/MM/YY) %58 HHH (H/H/4E)

Chop of hospital / clinic B&Fskz2 el Address of hospital / clinic B&[Es2fithik
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