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J Death Claim Form

Luen Fung Hang Life

-H 5
Policy No.
Foy - FAOEFL(RHAPRYLVFLER)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (to be completed by attending physician at claimant’s expense)
Name of Deceased Age / Sex ID Card No.
FEEL EX LA Ak
2 Eat? and Time of death / / O a.m. O pm Iila(‘:e (I)f death
7= pEfepE Yy & MM oo 7 b= cx [ opoEp
Cause of death
7= R
Underlying diseases
e T
Complications
H 3
. . Date when symptoms first
3 & Eaff giiour ﬁf L S eI / / appeared or accident happened / /
p xRz p YYYY & MM ? DD P F AN AR AR ehp B YYYY i MM ? DD P

b. What did the deceased first complain of in relation to the stated cause of death? 7 % fd4» p 3722 7 = R Fl4p B crofiin & A 2

c. If the death was caused by an accident, was there evidence of an external and visible bruise or wound at first visit? O Yes & O No%
Please describe which part of the body injured and the cause, character and extent of the injury.
A N O FRBIGFET FUINZE LG 2ARGAP?FEE LI GINEIR T ME X oo R o

d. According to the deceased, has he/she been having same or similar conditions or symptoms before? If yes, please give details. [ Yes £_ O No#
R R B/ AT G AR S AT 0L R R R A D el 3 B

Date;}c':ffcﬂcgyrence Exact Nature/Cause of Attack Test/Treatment received Duration of Disability Physician Attended
B M5 R ¥R S R iy F2
(YY /MM 3 /DD 5) 15 R F) gL Ak Aok 7 [ e igFL
e. Inyour opinion, has the deceased ever had same or similar conditions or symptoms before? If yes, please give details. O Yes & O No#

RO T “hie s 30 F B LE AP S A S e ? e i B

f. Diagnosis & %7 Underlying cause of diagnosis 7 %] Date of diagnosis #£Z p #7
/ /

YYYY & MM 7 DD p
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g. Has the deceased received any surgical procedure, medical treatment and laboratory tests? OO Yes & O Noz
FEATRREE P EH LR ok ?
(such as X-ray, CT scans, ultrasound or other imaging studies, ECG, etc.(4c X %tk & » CT# 4 - REA A & B EH L -~ T H

%)
If yes, please give details and provide us with a set of the results if available. 4r&_> G475 FEF M2 FHiE- (7 E S S
Dat;l?f.r;o;ned Details of Procedure/Treatment/Test (type, frequency, result/readings) P:ﬁ';;; rll égsgiiz/
EF P A Py T e i R VR W
R T S ED ) REAR B o F R i (B ) - odie > 5% G #K)

ApFLIFE

h. Are you the deceased’s usual physician? FFF £ F 2~ ¥ i L F 4 ?
Please list down the date and details of each visit of the deceased to your clinic/ hospital in the order of dates.
FAEp YRR AN E BT e/ F i p B foddi

O Yes® [O No#

Consultation Date .
$2p B Complaints 3 3 Diagnosis # % Treatment/P‘t)y5|ot/heraEy (Length of Course)
(YY /MM /DD p) i R i O 42)

i. When and by whom was the disease first diagnosed? Please give details below. %% ffF K £Zhp 2 L L F A 2 2507 o &
Other physicians who had treated the deceased for same/related conditions or for any other serious disorders. Please give details below.
Hisg i rEntpr /AR 2l 6 BREARBIHRDFL > F307 5 & bt o

Consultation Date Diagnosis (if any) Name and Address of physicians/hospitals
PSR ¥k }) e e e
(YY #/MM * /DD p )

4 Was the death of the deceased caused by or in any way associated with any of the following? Please tick where appropriate and give details.
TR E G FEE D T ARATIR? FER IR AL o
O Past injury or illness # 3 s ¢ O Mental or nervous disorder #4¢ & # &5  Details $1-:
[ Suicide or self-inflicted injury s #& [0 Congenital deformities or anomalies + = {+
pR2iGE WA B
[ Smoking =& Childbirth or pregnancy 4 .2 i %
O Alcohol or drugs i 2 4 & Family Health History fzei 2 ¢
[0 HIV/AIDS related illness € j#4ah [ Poisons, gas or fumes = » 4 % » 3 #72 jk'g
5
O Others #

oo

5. Any further information you consider relevant to this claim = ™ 22 3t % 5 B 2 8- % T3

| hereby declare that the information given on this form is true and complete to the best of my knowledge and belief.
A FPER S A A it fedt R R A P A 0 U AR B L EEF e

Name & Qualification of Attending Physician i > ¥ 2 dud & fet g Signature and Chop of Attending Physician &+ & ¥ # % 3 {v ¥

/ /

Date (YY/MM/DD)
pEp (&/"/p) Address ¥ 1t

Rid

Telephone No. & 3 5575 |

CLM-F021 (08-05-2020) P.2/2




