Total & Permanent Disablement Claim

Attending Physician’s Statement FWD

%ﬁlﬂﬁﬁ - %Eiﬁ% insurance

Please print in BLOCK letters/ 55 LAIEASIERS
(To be completed by the attending Physician at the Claimant’s Own Expenses. / HEZ2 24 1EE, FTEERBRFEEABTRE, )

Policy No. Name of Patient

{REESRIS WAEE

Occupation I.D. No. / Date of Birth (dd/mm/yy)

e BHHEESRS / HAEREA

TOTAL AND PERMANENT In order for the claim to be valid, the following definition must be fulfilled :-

DISABLEMENT The Insured resulting solely and independently of any other cause, from bodily injury

caused by accidental, violent, external and visible means, and shall exclude Total
Permanent Disablement cuased by sickness or disease, bacterial or viral infection. The
bodily injury resulting in Accidental Total Permanent Disablement must occur while this
policy is in force and while the Insured is less than 65 years of age. In addition, if an
accident results in Total Permanent Disablement, such Total Permanent Disablement must
occur within 90 days of the accident, in order to constitute an “Accidental Total Permanent

Disablement."
Section A: General FRER: A S
1. Areyou the Insured’s usual medical attendant? E FEEHRIFEABEKRZZZELM? Yes 200 No &0
Please state the first consultation date
EIRHERARRKZHIRES. ( dB / m B/ y &)

Please state from your records, the date and treatment details of all subsequent consultations with the Insured.

AIRBE T 248, JIBRRAIRERR A2 E AN E

Treatments/Test & Results

Date Complaints & Please provide copy of tests reports if possible

(dd/mm/yy) Symptoms Duration of Diagnosis
(dd/mm/yy) lliness
o / RN ER
2ER R Ejpn 2 i =] ~
R FOMARBR | BNSARN . HIRRR BRI GE)
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Section B: Medical Details &&p: B8 ¥15

1. Medical History / BS540 8%

(a) When did symptoms first appear or accident happen? (a) ( / / )
BRI IR B DD/MM/ YY BI/F/4

(b) Date patient ceased work because of disability? (b) ( / / )
75 N TR BR A B T AR {2 DD/ MM/YY B/R /5

(c) Has the patient ever had same or similar condition? (c) ves/&@ [1 No/& [

RABFEARE LEEEZ BR?
If ‘Yes”. please state when and describe/ 255 ZE2EF|E5; HIRRER, .
P W . lbe/ %= "E;H.J {ﬁEI B (d) ves/2 [0 No/& [0
(d) Is condition due to injury or sickness arising out of patient’s employment?

RAZERERRRETFMms#E?
(e) Name(s) and address(es) of other attending Physicians/ Elfth 352 B84 1443 R itk

Date (dd/mm/yy) Physician’s Name or Hospital’s Name Address
HER A R etk

2.Diagnosis / 2

(a) Date of first examination / consultation? BEyRiER/>ks2 BEA? (@) I(:)D/ MM//YY El/ﬁ//flf )
(b) ( / / )

b) Date of last inati ltation? ER{EMER/ K2 HER?
(b) Date of last examination / consultation? Ex{&isEe/Kz2 HER o/ MY L/

(c) Diagnosis (including any complications) s2Er (IR HaHHESE)

3.Dates of Treatment / & HHA

(a) Date of first visit / consultation (a) ( / / )
ERH2 A po/ Mm/YY B/A/4E

(b) Date of last visit / consultation (b) ( / a é - )
=] DD MM//YY H/R/

(c) ?ri!f:iﬂncya' g (c) Weekly |:| Monthly |:| Other(specify) |:| ................................
MIRR (SHE] =4S HE(@RA)

4.Nature of Treatment (Including surgery and medications prescribed, if any) JSEME (BIRFHTRLYSE)
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5. Progress ;&EIERE
(a) Has patient IEAIRTE Recovered/522EE18? [ ] Improved/BiE&? [] stabilized/FBE? [] Retrogressed/iB{t? []
(b) Is patient FIEAZRZ  Ambulatory/{TEIEN?[] House confined/7EZR{AZE?[_] Bed confined/BAFR?[] Hospital confined/{EBz?[]
(c) If patient was confined to Hospital, please provide the confinement period. ZEA S (¥ 5T, SR E(ERRER.
Confined from {EREHE( / / ) DD/ MM/YY B/B /&
Until Z( / / ) b/ MM/YY B/R /4

(d) Has the patient taken “Home Leave” within the confinement? If yes, please state the periods and No. of days.
RABERM IR BT ? 1B 55 Hat ISRk B,
Yes 2 [] No & [ Period BEET: oot Days HEL oo,

6. Cardiac (If applicable) /[MERNOEF)

(a) Functional Capacity/ T#E&E (@)  No limitation/ ZEFRH [J slight limitation/ ZR{ PR ]
Marked limitation/ BEZHIPREI (] Completed limitation/ S22 ABRHI [
(b) Blood Pressure (Last Visit)/ (b) /
MESE—RKEL Systolic /B / Diastolic T~/E8

7. Physical Impairment (If applicable) SEE4AT (20iE )
[C] No Limitation of functional capacity; capable of heavy work. No restriction. fE(HAIHEEZ FR &, BT LAERE H4&E)., HIRH,

[[] capable of medium manual activity. BAJ{EFRE2 5
Slight limitation of functional capacity; capable of light work. & 2 THRESZ IR, o {/FaSE T {F,
Moderate limitation of functional capacity; capable of clerical/administrative (sedentary) activity. FEINEEZ R, ol {FSsZET(F.

Severe limitation of functional capacity; incapable of minimal (sedentary) activity. EEEINEESZ IR, ABE(E(ERI LIk,

O O o 0O

Remarks: HE

8. Mental / Nervous Impairment (If applicable) f5f8AA 5t (201E )
(a) Please define stress as it applies to the patient. s5t8 BB ARTZ 2B A,

(b) What stress and problem in interpersonal relations has the patient had on job? fEAET{E L2 ABREAFBEARER HFIRRE?

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

BABESIERE T TIERBINASBIER (IR,

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

BABESITEABMDHIEES ] T TAERRINAEBD BI AR R (R EBRE).

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

MBS RIRERIEE T TERRINBIRERIABERR (P ERH).

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

WARBESIEER ) T TR RN NSBR R (REZRIBRE)).

Patient has significant loss of psychological, physiological, personal and social adjustment (severe limitations).
R A BB RS0 OIRAY, A TRRY, (B AR R EH S R0EE(EERH).

Remarks: HE

O 0O o d o g
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9. Prognosis TEETH IS
(a) Is the patient now totally disabled/ JE AR B TEIERE? Yes/2 [ No/&
(b) What duties of the patient’s job is he/she incapable of performing/ TEfR AR L{E, {tb/ib B (IFERFEAREEN1T?

(c) When will the patient recover sufficiently to return to USUAL occupation/ f&E AGSTE(RI G RS I /S5 [RARE 2 ?
1Month/ 1 @B [] 1-3 Months/ 1-3 @8 [] 3-6 Months/ 3-6 @8 [ ] Never/7KA~ []  Unknown/E1 []
If ‘Never’ or ‘Unknown’, please comment. &R IKANELFRRD, sEHERE,

(d) When will the patient recover sufficiently to return to ANY SUITABLE occupation/ i@ AASTE(A IS SHEMIB S AR
1Month/ 1 @B [] 1-3 Months/ 1-3 {8 [ ] 3-6 Months/ 3-6 {8 [] Never/7KA []  Unknown/ZRE0 []
If ‘Never’ or ‘Unknown’, please comment. HE R IKANELFRRD, sEMERE,

10. Do you believe the patient is competent to endorse cheque and direct the use of the proceeds thereof? Yes/2 [] No/& [
1FRRBZRA BB RN = e HAR?

12.Do you consent the FWD Medical Director and/or claim assessor to release the information provided by you in Yes/2[] No/B[]
this report to the patient when we are requested by the patient to explain our claim decision?

BTEREREERASTER, AREZEBASSRBENRETEEE ARt CEN, LUFERESE
ZREERE.

Section C: Other Information PS2F: Efthi&E¥]

1. Inyour opinion, does the condition suffered by the Insured fulfill the definition stated on Page 1?

RERTZERER, MRAFBNRRESHTOLERESE—BRIZER? Yes 200 No&O

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

information below. IRIBETZEEER, Sy RZENHHEEENER.

Signature and chop EBRFZEBNEE Date HEA
Name of Attending Physician 52 52EMiit45 Qualification E2FER &
Address it Telephone No. EBEE5EHS
THE END
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