Death Claim — Attending Physician’s Report

E2 H- P 4= — 78
BT HEE — SBERS == T ]
Please print in BLOCK Letters & LA [FH&1HE
(To be completed by the deceased’s last attending doctor without expenses to FWD Life
HREDAREZBEEE  AQARAYFESEHEER)
Policy No. Deceased (Surname First) Sex Age I. D. No.
REESRIS REHRA M5 Fie B RES
(G

Residence at the time of Death
A AMEHE

S E S

Occupation prior to death

BTRERELNGERDS Z2ELE 0T FHIIGERD 2BEER -

1. (@) Were you the last attending physician of the deceased? If not, please give details of the last attending physician.

(b)

Date on which you first saw the deceased? B T EIXZERREZBE?

@

Who referred the deceased to you? Please indicate his/her full name and address.

RERBANBED ? BREZBEZEH -

(d)

How long have you acquainted with the deceased? B T2 L& Z X ?

(e)

Please give particulars of any iliness or investigations for which he/she has consulted you:

RIUEE R ARFREEME RS 24885
Date Attended Complaints & Abnormal Duration of lliness Diagnosis
G =R Physical Findings iliness P
(DD/MM/YY) KRR A RIEH PREFEZA

Describe Treatment (including
name of prescribed) or Operation

AR (BERRED BB RFi

2. (a) Date of death 3t T BHi (DD/MM/YY) (B/ B /%)

(b) Place of death JE Tt B

(c)

Cause of death 3t [E
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3. To the best of your knowledge, please give names and addresses of all other physicians who attended the deceased during the past

three years.

REETHRH EBE=FREEND2BLEES -

Date Disease / Disorder Details of Treatment / Hospitalization Name and address of the doctor
HE# FE BERAERFE B EE Rt
(DD/MM/YY)

4. Was there any medical condition in any way contributed or predisposed to the cause of death? If so, please give details.

PERESEBEEMMBEEREEENEERR ? 08 - BE&5 -

5. (a) Did the deceased have any habit of smoking, alcohol drinking or taking drugs? O Yes 2 O No

REEOWE  SUEAEEE?

(b) Did the deceased suffer any illness which predispose to cause the death, in the past? O Yes = O No
REBAEEBETAREREEEER ?

(c) Did the deceased have any family history which predispose to cause the death? O Yes & O No
REZEARREERKERELER?

(d) Was the death related to self-inflicted behaviour? O Yes = O No
RERREBRREER?

For Females Only: RiERA R & : O Yes = O No

(e) Was the death related to pregnancy or complication of pregnancy?

RRRBHEIBERHIEZ RSB BEERE ?

|

|

7|

7|

|

For any “Yes” answer, please state the question number and give details. 2 EFEAIRIE 2 ERE ‘" » 55 INFHET o

6. Was there any past-mortem examination done in the deceased’s body? O Yes = O No

EZERSTETRR?
If “Yes”, please give a copy of the report. 11 “2” » ;BRMHEBEZBERSEIAR

o

7. Do you consent the FWD Life Medical Director and / or claim assessor to release the [ Yes = O No
information provided by you in this report to the deceased’s family and / or claimant(s)
when we are requested by the deceased’s family and/or claimant(s), to explain our claim
decision.
ETRABEEREZRBIRBAETZER  AOFZ2BHAERBEMZEERE
TRtz &R BUEBTEBRBERE -

|

Signature & Stamp of Attending Physician / B4 % ER EE Qualification / E2fF

Address & Telephone No. / 3t & B 555 Place & Date (DD/MM/YY) / #2328 A A (R/ B/5)
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