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CLAIM FORM
FOR MAJOR DISEASE -
KIDNEY FAILURE
ERRBERERH — BI0R

PART Il - This Attending Physician’s Statement must be completed by a qualified and registered physician at the insured’s expense

SR — AHER B HOE LA Z R BB A AR TR A R

1. Name of Patient % A\ #t:4% 2. 1.D. Card No. &4 551 3. Age it

4. Are you the patient's usual medical attendant? B2 H A2 FANEEA: 2
[CINo# []Yes & If "Yes", give details # [ 1] > @i EH A BWE R} -

Period of Consultation Past Health History
JRE ST 9 N A A e 0L

5. a) Date on which you first attended the patient for this disease (Kidney Failure). 7 ¥k %955 \i2 1 I8 iE (B 5838) Z HHl -
b) How long do you believe the symptoms had been present when you were first consulted /A 5 k2 1 » B FHIE R EEMBETE A ?

c) When was the patient informed of the diagnosis? (Please give exact date ) i RFBAIH A2 Bi&5 R 2 (il B & e 0 )

6. Give full and exact details of the diagnosis. 7 &f 11 5 5 32 B Bl -

7. Had the patient any past history of the disease specified above or related illness? % A 3£ &% 75 HA b 2y s sk A7 B i 2
[INo & [JYes & If "Yes", give details # [ > i EFHBHER} -

Name of Attended Physician(s) Date of Consultation Address(es) Exact Diagnosis
JRE R Bk e ek AR HI b ik B BT R

8. Is there anything in the patient's family history which would have increased the risk of Kidney Failure? % A= 5 EE 15 5t 75 A0 34 s A b e i dr > 905 2

9. Please give details of the patient's habits in relation to alcohol, drugs and smoking. w54 %5 A ~ W75 580 088 1 2 #E4% o

10. What is the underlying kidney disease causing renal failure? %2 & FEi) > & 5 AL BL J8 2

11. Had the patient's renal disease reached end-stage? i A Z B 75 CUE R WIS BE 2

12. Is the patient currently undergoing regular peritioneal dialysis or haemodialysis? % A J& 75 B3 1E 32 52 5 1 I8 535 My s ML 30 32 47 96 9% 2

13. Has renal transplantation been scheduled or performed? £ 7 B\ Hk sk T TS F105 2
If yes, please give the date. #7 [ & ] > wi B A B H Y -

14. Please provide details of physicians to whom the patient has been referred or attended for this disease. i # % %595 A2 1H J E i i = B 2 Bk
(We would be grateful for copies of any relevant medical report that are available ) (G4 BT 4 B EREER & RIAS)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
WA R/ SRR Mok i k/ sk B

15. If there is any further information which, in your opinion, will assist us in assessing this claim, please furnish such information below.

PR 2 2 A A LA R T 15 Bl A A ) S R SE R AL S 2 SR AT B

Signature %% X Name of Physician (with stamp) %2k {tk4 (GHEpEE)
Date H#i Address Hihk
Qualification &#% Tel. No. 7855 5515
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