Accident Dismemberment Claim - Attending Physician’s Statement

SIMEERGE - BEHRS

FWD

insurance

Please print in BLOCK letters/ 55 LAIERSIERS
(To be completed by the attending Physician at the Claimant’s Own Expenses. / HF28841H5, FrEZAREEABTERE, )

Policy No. Name of Patient
{REESRES mEEE
Occupation 1.D. No. Date of Birth
s BHEESRES HAEREA
1. Medical History / E&f&4CER
(a) When and How did the accident happen? (a) ( / /

BOPREIREINGIE?

po/Mm//YY B/B /8

(b) Wh.en did the patient ceased work because of disability? (b)
R (AR AR IS A RE T/E?

(c) Has the patient ever had same or similar condition? (©)
REBTERE L EESEI ER?
If ‘Yes”, please state when and describe/ &2, 5515 % B B &%,

(d) Is condition due to injury arising out of patient’s employment? (d)

WEZIGRRSEET(FM5E?

(e) Name(s) and address(es) of other attending Physicians/ Efth 3325843443 K bk

( / /
DD/MM//YY B/B /5

ves/BO No/&O

ves/BO No/&O

Date Physician’s Name or Hospital’s Name Address

B3 BENEREREE bkl

2. Diagnosis / 22

a
(a)  Date of first examination / consultation? B/RARER/SKE2 HER? @

. b
(b)  Date of last examination / consultation? Ex#&1Ee/XKz2 HEf? ®)

(c)  Diagnosis (Please state the part of the injured areas) 22l (FEsFIAZEERAL)

( / /
po/Mm/YY B/B /1
( / /
po/Mm/YY B/B /4

(d)  Was there any external and visible evidence of injury? If yes, please state the type of injury. EREIMNENTRZIEEG? R, HPAESEREEE.

(e)  Please describe the patient’s Present Condition. What are the degree and range of movement of the injured areas? iasfilimE < IREHE R (IR SEA I 2B EE

EREE)

3. Dates of Treatment ;A& HHE

(a) Date of first visit / consultation / / (DD/MM/YY) (b) Date of last visit / consultation / / (DD/MM/YY)
BXHZ B / / (B/B /%) =EMZ B / / (B/8 /%)

() Frequency o Weekly o Monthly o Other(specify)
MR IEER =3 B8R HEGRE)
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HRERORERRETFRRZRIMAR? M2, FFk.

4. Did the patient require having any further operation or continuously treatment? If yes, please give details.

5. Physical Impairment (If applicable) SEERAR (ANiE D)
[] No Limitation of functional capacity; capable of heavy work. No restriction.

E(HAIThREZ IR ATLMFRES5E). ERE).

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

BEZINMERR, A FRETF.

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

activity. EEINRERIR, R FEM IR,

Capable of medium manual activity.

AfEPEZ 5,

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

FPETRESIR, AIEXE T{E.

Remarks:

HE

6. Prognosis TAEMHIE

(a) Is the patient now totally disabled

[] Yes ] No
RARBTER? 2 B
(b) What duties of the patient’s job is he/she incapable of performing/ TEf@ AR T/, fth/ M S (IRERFS A BEEIT?
(c) When will the patient recover sufficiently to return to USUAL occupation? [] 1 Month []1-3 Months [] 3-6Months [] Never []Unknown
If ‘Never’ or ‘Unknown’, please comment. 11@B 1-3 (@8 3-6 @R KR P3|
RS ARS RSN HFARI S BERR KA KA, FEE.
7. According to your opinion, any information will be assisting us in processing this claim? Please specify.
RERTHER, EEEEMERTTLUREKFIRERIREEE? BFR.

8. [JYes [INo
Do you consent the ING Medical Director to explain our claim decision? and/or claim assessor to release the information provided 2 =
by you in this report to the patient when we are requested by the patient.

HTEEREERAGRER, A EZBEBASNRENREEERTARHZER, IMEREGHZBERE.
Signature and chop of Attending Doctor Date (DD/MM/YY)
FTEBESEEREE BHA (H/H/4)
Name of Attending Doctor Qualification
B =1
Address it Telephone No.
EREERHS:
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