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Death Benefit Claim Form (Attending Physician’s Statement) To be completed by the attending doctor (at claimant's expense)

I 4 Deceased’s Name

S8R 5345 ID Card / Passport No. 85 Age

71 Sex

ZETJRK Cause of Death ZEC HEH Date of Death

JETHEE Place of Death

(H DD/ § MM/ £ YY)

BN EX2IaEE 2 Hill:
Date of your first consultation with the deceased:

(H DD/ B MM/ 4EYY)

TEE R A B A SRR TR P R 0 SRR E R A R B AR
BBERIALTE St -

Was the deceased referred to you by other doctor / hospital? If yes, please
provide the reason of referral and the name and address of the referral
doctor / hospital.

SRl I U IR 2 RS M G EU TR B R AT S (B RY 2
Please give details if there was any accident injury or underlying disease
that had contributed or predisposed to the cause of death.

RIS 08 - 518 EHBE T AR BB G S R ?
According to your record, when was the onset date of the illness or injury
that led to the above cause of death?

(F DD/ H MM/ 4 YY)

SHUEER T B THNERE - RS -
Summary of medical treatments that you had given and all investigation
tests carried out with results.

TRIEMAT T 0 - SRR USEE AT R B e 2 R (0 ) -
According to your record, please provide the name and address of the
deceased's usual doctor before death (if any).

HRBER TR - SERESEERA: 5 FHyEkacss - BIEERER - Bika
i SRR RN (A1) ©

According to your knowledge, please state the hospitalization records of
the deceased in past five years including confinement date, name of
hospital and reason of hospitalization (if any).

TEEMZRIE S R A PR I L5 [ BOE T ey a2
Did the deceased's family history increase the risk of iliness that led to the
cause of death?

ST TR » SEE &S B EAEMAYEE - MR ?
According to your record, did the deceased suffer from any other major,
chronic or congenital disease?

10.

SEERAARNE - RHEEYEE ST B REGEITR? W0 - SEEAERN
K HHIRE A [fm%fﬁ; °

Did the deceased have the habit of drinking, drug addiction or any self-
inflicted behavior? If yes, please give details of the related consultation
date and name of doctors/ hospitals ever consulted.

11.

At e

Other remarks

%% (&%) Signature (with chop)

Be4: ik 44 (&%) Name of Doctor (with qualifications)

Z /%l EE L Clinic / Hospital Phone No.

HHH Date (2 DD/ H MM/ 4 YY)
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