Disability Claim - Attending Physician’s Statement FWD

BRREE - BAeRE insurance

Please print in BLOCK letters/ 3% DI IEfSIE 5
(To be completed by the attending Physician at the Claimant’s Own Expenses. / FH X282 4 1H 5 » PR RE NG TTRE - )

Policy No. Name of Patient
PREESEHS A
Occupation 1.D. No. Date of Birth
e SRS HZE H AR
1. Medical History / B& R4 §%
(a) When did symptoms first appear or accident happen? (@) ( / / )
BRI SRS H 2 MM/DD/YY H/H /4
(b) Date patient ceased work because of disability? (b) ( / / )
I A MATHE BRAG A S 7R MR RE AR ? MM/DD/YY FH/H/AE
(c) Has the patient ever had same or similar condition? (©) Yes/2[] No/#50

WABEA SR EEEEGRZ R

If “Yes”, please state when and describe/ 7552 555 FF I EBR HEARENL © e
(d) Is condition due to injury or sickness arising out of patient’s employment? (d) Yes//2[]  No/&[]

WAZ BB RE TS [#E?
(e) Name(s) and address(es) of other attending Physicians/ HiAth =22 8& 4= 4t 44 Ry bk

Date Physician’s Name or Hospital’s Name Address
H#A BB T ikl

2.Diagnosis / 22

(a) Date of first examination / consultation? & X i/ >k s2 HER? (@) ( / / )
MM/DD/YY H/H/FE
(b) Date of last examination / consultation? £%1%f@Ef/skz2 HHEA? (b) ( / / )

MM/DD/YY B/H/F
(c) Diagnosis (including any complications) 2B (B35 (T (Al B4 1E)

(d) Objective findings (including current X-rays, ECG’s, Laboratory Data and any clinical findings) & z28 (BLE (0L EgeiEgE R
=)

3.Dates of Treatment / j&5% HHH

(a) Date of first visit / consultation (@ ( / / )
EHXEZ HEA MM/DD/YY H/H/4E

(b) Date of last visit / consultation (b) ( / / )
e fentas H il MM/DD/YY A/H/4F

(c) Frequency (c) We\:ekly | Monthly [] Othergspecify) O,
LRSI (SR = H HEEERH)

4 Nature of Treatment (Including surgery and medications prescribed, if any) ;&S (B35 F-ilT RV AH)

5. Progress JAEHEE
(a) Has patient J5§ AZR{E  Recovered/522FE{E?(] Improved/2gEd?[] Stabilized/f&E?[]  Retrogressed/}E{52[]
(b) Is patient 55 A S2 745 Ambulatory/{TE) 5 1?[] House confined/{fEZ:{A#?[] Bed confined/EAFK?[] Hospital confined/{¥ w2 ]
(c) If patient was confined to Hospital, please provide the confinement period. F95 A\ 4 &£ 0% » SHPefb HA R R -
Confined from {357 FH( / / )y MM/DD/YY H/H/4&E
Until Z5( / / YMM/DD/YY H/H/ME
(d) Has the patient taken “Home Leave” within the confinement? If yes, please state the periods and No. of days.

NG BRI B TR W08 Y e e R e

Yes &[] No &[] Period B oo Days HEL oo
6. Cardiac (If applicable) /[MigFH(a7E )
(a) Functional Capacity/ T{FgE (a) No limitation/ fE[E#&] [ Slight limitation/ &3 FR&I (]
Marked limitation/ S5ZHI[E&] [] Completed limitation/ 554:HYFRE&] [
(b) Blood Pressure (Last Visit)/ (b) /
MmEE(RE—X K2 Systolic | / Diastolic &

EEASREREI DR ARAT
FWD Life Insurance Company (Macau) Limited



7. Physical Impairment (If applicable) SR (L1EH)

No Limitation of functional capacity; capable of heavy work. No restriction. f(F-{a[ThgE > FEHI, AT LAERS JJ 258 - MEIRE] -

Capable of medium manual activity. B]{Eth & 7 258}

Slight limitation of functional capacity; capable of light work. #&/% > THEEZ [E, Al {EEE T 1E -

Moderate limitation of functional capacity; capable of clerical/administrative (sedentary) activity. & THEEZ R, B[ /ECE TAE -
L 552,

Severe limitation of functional capacity; incapable of minimal (sedentary) activity. B IHEEZ IR, ANFEE (Al TAF -
Remarks: HT

oooooo

8. Mental / Nervous Impairment (If applicable) {7 fHiiR b (407 FH)
(a) Please define stress as it applies to the patient. 5 +5HKE AT 2 B ] Ryfal »

(b) What stress and problem in interpersonal relations has the patient had on job? ¥ AFE TAF_E 2 ABSRE (GBS (o[ fEE SJFIRIRE?

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

I NBESITEEE )T LAF R Bl ANFERR( (ERR ) -

Patient is able to function in most stress situations and engage in most interpersonal relations (slight limitations).
T3 NBESIAEREB (Y BE T3 LA Sl A KBS Y A BRRE (R (RS REFR A1) -

Patient is able to engage in only limited stress situations and engage in only limited interpersonal relations (moderate limitations).
7 NRESIAE A RIS AR ST TAF B b A PRIEAT ABERE (5 (v FERR ) -

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

AT BESE R LAF Rl A BRRH (R (GEEE HIRR ) -

Patient has significant loss of psychological, physiological, personal and social adjustment (severe limitations).
75 BB P S5 Ry, A A, (8 A0y B 1 S is e (EE FEFR ) -

Remarks: HE

0 I I R I R O

9. Prognosis THEH I
(a) Is the patient now totally disabled/ % A\ & 1558 255872 Yes/2L]  No/&[]
(b) What duties of the patient’s job is he/she incapable of performing/ #355 AHY TAE o, /4t A el fER S N gE i T2

(c) When will the patient recover sufficiently to return to USUAL occupation/ J5§ AEFE (i 518 W (i 2 JR Rk ?
1 Month/ 1 {#H[] 1-3 Months/ 1-3 {EH [] 3-6 Months/ 3-6 {E H [ Never/7k R[] Unknown/#:41 []
If “Never’ or “‘Unknown’, please comment. #5&5 2818 A R B A1, S5 fEfe

(d) When will the patient recover sufficiently to return to ANY SUITABLE occupation/ & A jEHAE {m]HF S8 1 i SR i S Ok 322
1 Month/ 1 {E§ B[ 1-3 Months/ 1-3 {#H [ 3-6 Months/ 3-6 {E 5 [ Never/7kF []  Unknown/Z:%1 []
If ‘Never’ or ‘Unknown’, please comment. #5%& ZE12 Tk A 80 ARHD, FHEERE -

10. Do you believe the patient is competent to endorse cheque and direct the use of the proceeds thereof? Yes/ &[] No/&[]
R R NI A A RE RS 25 B SR R LI

11. According to your opinion, any information will be assisting us in processing this claim? Please specify.

RIZFE TAVE R - BaAHMER i LA BI B JCHEE ? S5

12. Do you consent the FWD Medical Director and/or claim assessor to release the information provided by you in ~ Yes/:2[] No/Z&[]
this report to the patient when we are requested by the patient to explain our claim decision?
BT EREEERAAREN » NAEZ 8% A SR Ei 8 ERE T etz &k - DIRRRE
o Z I EUAE -

Signature and chop: Date:
BAEBONER H

Name of Attending Physician: Qualification:
FRRELH e v
Address: Telephone No.:
Hihk A

EEASRREFDEDARAE
FWD Life Insurance Company (Macau) Limited




