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feEEEHRBER-BRAE
CRITICAL ILLNESS CLAIM FORM -AUTISM

{REFFA AL Name of Policyholder Z{RALEEZ Name of Insured {REEHRSE Policy No.

SRABDRE/ FEBSRAS 1.D. / Passport No. of Insured

fREEDh 7+ AZE ) INSURANCE INTERMEDIARY INFORMATION

R AL Name of Insurance Intermediary

REED /T A4RSE Insurance Intermediary Code it 4% & 5E Contact No.

EZ/AA IMPORTANT NOTE

- IERBERR TSR . MINREESEERES - This form is applicable for Special Diseases benefit riders.

- BUIEREBERARSEFER TOUERNEEN  RRAREFENREALBEENNUERZIFE - Please complete this formin
BLOCK LETTERS. All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- RBBERVFAZ RAT LS EAE jzFRME B A SRE(CEIN IR 7B PRA S - The expressions “the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- APBREFADMVRARBRAREFABANREANER  URERERB-TRAERERZEBRKEHREREZERZRAR
NE] ° Part | of thls form must be completed by Insured/Policyholder/Claimant and returned to the Company within 30 days from date of discharge
with original receipts and discharge note.

- ﬁﬂﬁﬁ/\é%ﬂﬂ\@ﬁut SRARGREFBEALARBERBRREZEAPHER  NIRERALST/URUT - KAPFRERFRE
BEARRRAZGEEZNERREE - IRRAREFEARGEARSR  HERBBURAEBERABBERKETF -
Wi R AR E E""‘ BB - If the insured is at or above age 18, the Insured and policyholder must complete and sign this form by his or her
good self. If the insured is under age 18, this form should be completed and signed by policyholder and the insured's legal guardian. In the event that
the Insured/ policyholder is physically incapacitated and prevented from signing, this form may be completed and signed by an immediate family member
with relevant relationship proof and physician's statement provided.

- BERRANREFEBANREAUEBEZNZRE  WEBR—URBATURE - REAZEAABRIEAREERREBHRZ
EMEDRREFEREZEANES D ZA - If the Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a witness. The
personal particulars of the witness will only be used for the purpose of processing this claim and verifying and confirming the identity of the signatory of
this form.

- PRANREFBENRBAZEZENBREARNT 248G - The signature of the Insured / Policyholder / Claimant must be the same as
the Company'’s record.

- RN ATBTEEE W ARBEFRILALRAASTSULE - Receipt of this form by your Insurance Intermediary or bank officer does
not constitute receipt by the Company.

- MEETERN - FE BTITHNRRP N ABBHBERATI TP RFBENAR(852) 39995519 B - BEXMNRB KB GHFESTEE
BETEER L 313 SR B A KE 24 12 - Ifyou have any queries, please feel free to contact your insurance intermediary or our Customer
Service Hotline at (852) 3999 5519 for details. Completed form(s) and required document(s) should be sent to China Life Insurance (Overseas) Co.
Ltd., 24/F, CLI Building, 313 Hennessy Road, Wan Chai, Hong Kong.

- APEEEBEREMLSRGER  TESFEBRTERNAEEKRNBFER - BHE ARSI www.chinalife.com.hk 2158 K &
EHWTARZS © The Company has the right to update this form from time to time and to accept or to reject the form if the Company's requirements are not
fulfilled. Please visit our website www.chinalife.com.hk to view and download the latest version of the form.

- MPAENIRABTAIEER AT ZE - LI SXKLEE - If there is any discrepancy or inconsistency between the English version and the
Chinese version of this form, the Chinese version shall prevail.

| | |
PELABRIR G5 ROBRAT (P ¥ A RANBERRL 2 ROBRAT NELIERERR
China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability) 4012000201
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fREE#RIR Policy No.

F—HMD - REEN @HSRA/GESFAA/RENER)
PART | - PARTICULARS OF CLAIM (To be completed by Insured/Policyholder/Claimant)

A. Z{RAER PARTICULARS OF INSURED
(MNZRABREFAABE—A - SHELEEE{D) (Complete if Insured and Policyholder is the same person)

1 F#RMR Age and Sex of Insured

2 Bt48EERE Contact phone no.

3 I (MIEER) Occupation (Compulsory) T (A BIE ) Business (Compulsory)
4 RIERFEER Type of claim O =%=ME New Claim 0 m®E%E Futher Claim
[0 #5822 Pending Claim [0 =#t/2# Review/ Appeal

5 [EI%E / HiE Nationality / Region
[0 & chinese O =Bus [0 Efthothers(3 XA please specify)

6 BRIFEEME(E A) Current Residential Address(Individual)

i City EAZ Country

7 BBk ({E A) Current Permanent Address (Individual)
(M E UK A ik (fE A ) B pi B it ik (B )R E - 3EE=IEE4H) (Complete if different from Current Residential Address (Individual))

s City B2 Country

8 iE it Mailing Address
(dm3E A ik £ B AU fE (it sk (1B A )RR - SEES LE##) (Complete if different from the current residential address (Individual))

i City EAZ Country

B. {REHX AEMR PARTICULARS OF POLICYHOLDER
(MNZRABREBFBEABARRBA - EEHELERD) (Complete if Insured and Policyholder is NOT the same person)

—_

FH KRB Age and Sex of Policyholder

2 [42EEE Contact phone no.

3 W% (ZHEIER) Occupation (Compulsory) fTE (W 7EIER) Business (Compulsory)

4 [El% / ME Nationality / Region
[0 & chinese O 2@ Us. [ H#h others(ZEEAA please specify)

5 BriEEutdEA)/ a2 4 4) Current Residential Address(Individual) / Current Business Address(Business association)

s City B2 Country

6 BRIKAMULIEAN)/ BRI 2 21 3SR RE dth 31t (7 52 4R 480 (0 B B D I fE b it (R ) B B &5 2 dth it (RS 2 4B 48) R[] - SE R IEHR)
Current Permanent Address (Individual) / Registered Office Address in the Place of Incorporation (Business association) (Complete if different
from Current Residential Address (Individual)/ Current Business Address (Business association))

i City EAZ Country

7 @ik Mailing Address (YN3E AL B AT R HE(EA)/ B B it (2 A 8) AR - SEZ L) (Complete if different to the

current residential address (Individual) / Current Business Address (Business association))

W City EE 2 Country

|
HK-CL-ICLA30/202212-01 P.20f8



fREE#RIE Policy No.

C. /AIEME R AFE R NATURE OF ILLNESS AND RELATED INFORMATION

1 JREERTE Name of iliness
2 AWIAEAR Please describe symptoms
3 GEAR{DIRSREYA H3R? When did these symptoms first appear? 4 Year A Month H Day
L 1 | | I} 1 1 1
4  WIR2BLE/BRRAYER The physician/hospital first consulted for this injury or illness
sK52 H#A Date of consultation: F Year A Month H Day
-~ L | |
B2 4 /B2 P 2 # A 33k Name & Address of Physician/Hospital
5 HtZ2AtESBEELRRNEL/EREN Other physicians/hospital consulted for this or similar conditions
K72 B A Date of consultation: F Year B Month H Day
- L I | | I i}
B2 4 /B2 P 2 F A b3k Name & Address of Physician/Hospital
6 BTEEEHMERIRASRFREMMNFRE? BF - BIRMHEEFEMAEN - Areyouinsured with other o
. . . . i O 2ves O &no
insurance company for similar benefits? If yes, please give details.
REZ/AS]BTE Name of Insurance Company {REESRAS Policy No. IRIELERI R ARPE SRR Type & Amount of benefit

D. #E#73TX PAYMENT METHOD

EMERIEERREE-EEES M - IARBHBER  BEZERERZTRRRARM T T AEIE - Please select one settiement options|
for each claim submission. For any unspecified instruction, the payment will be issued by crossed cheque in HKD and delivered via Insurance Intermediary.

1

BEIARR DIRECT CREDIT

O

BRI FPS*

EREFEAN/ZRARBEBERCHNEEIREO To a registered Faster Payment System (FPS) account set up in Hong Kong held by the
Policyholder/Insured

#R172 %8 Name of bank ER1T4R 5% Bank No. 73 1T#w5% Branch No.  $RTRRE5%AS Account No.

| | | | L 1 1 | L | | | 1 | |
REFAAGR(PX) (MWEARREFAAN) REFAABR(EX) (WARREFAA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

EIREAMIRIT 2EITTFE O TRANSFER TO HKD ACCOUNT IN LOCAL BANK*
EREFAEN/ZRAREBHEIIMEITTS O To a HKD account set up in Hong Kong held by the Policyholder/Insured

#8472 % Name of bank #R1T4m 3% Bank No. 31T #m5E Branch No. #R1TER 3RS Account No.

RPFAALR(PY) WABREFBA) RPFAARREY) WABREFBA)
Name of bank account holder (Chinese) (Policyholder Only) Name of bank account holder (English) (Policyholder Only)

ZE [E TELEGRAPHIC TRANSFER * TJ#? https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/individual-claim T &8 B = 1%

Please download related application form from https://www.chinalife.com.hk/customer-service/forms-download/individual-claim

(*) & Remark:

1. IRITERPLFEAMERFRERFAA - Bank Account Holder must be the Policyholder.

2. ERHIRFEPXH  WEARPFAEAUR/BERRSFRBIRTT R/IB 458/ - Bank account document(s), such as bank

card/monthly statement/ passbook with account holder name and account no. is required.
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fREE#RIE Policy No.

D. B 73T\ (4&)PAYMENT METHODS (Continued)

3. MARBEHNENBRRITRFFAEARRESAENREASRHARELINEEB AR BARAFIER MBI E T Z ER L < Ifthere
is insufficient information to identify the ownership of bank account belongs to the Policyholder/Claimant or direct credit is failed for any reason, the payment
will be issued by crossed cheque in HKD.
4, WIEEIEDL TEER , ARER - FHEELITEIE | Ifyou choose to receive the payment by  “FPS” |, please note the following:
41 TEEHR , EARENEEAETIARBNSGE BERXHTE LIRDBITHARE 1,000,000 - “FPS” isonlyapplicableto
the payment in HKD or CNY. The maximum payment amount of “FPS” is HKD/CNY 1,000,000.
42, BIFEANREREEEBANARIRE - Please note that CNY currency is only applicable for CNY policy.
4.3. RERARAMEY - WEMINMBES G "EER , MERBIIRITIRE - PAEFIEHEOARIRTTER - Only applicable to the local
bank account which registration is completed successfully for “FPS” binding service. Please enquire to the relevant bank for application details.
44, BEFZRHESHEREBIRTMAZE - BPEAI7RTOBRIRTTE - The actual time to receive the payment may vary among banks.
Please enquire relevant bank before application.
5. WEED TEIREAMIBIT ZETTSO ) ARNER - REARAMEIIANE TS O - If you choose to receive the payment by “Transfer to
HKD Account in Local Bank”, only applicable to the HKD bank account registered in local bank.
6. NRATHIBERESZ AR HERRALRIRERE - Our company reserves the right for final decision of the claims settlement option.

Kith$R{TE14 X 2= HK LOCAL CROSSED CHEQUE

2
BE TG HEIEIE Preferred Settlement Currency
] BEARPBEASREBE(BINRNDBRASBRAZEE ZBREKEE)

=t e DAl
FREZFHS Policy Currency Hong Kong Dollar (at monthly fixed rate of China Life Insurance (Overseas) Company)

O
[0 #MBEI=FREPLIREL Collect Cheque at Customer Service Centre in person (MI{REZERM ENEBFEHEHNEE - MRBFHAABRT
BB H7E  RIEREANSZERASZN  UEREFAATRENEEXGREALNTNEEBEFRE D OUEIZE - ) (If the Policyholder
purchased the policy online or via direct marketing, and has not completed the identity verification, the claim payment will be made by cheque. The Policyholder should
collect the cheque at our Hong Kong Customer Service Centre by presenting the identity document.)

[0 ss#es=2= 4% A)SEEX Pick up cheque in person by authorized person
REABE RANBAEER REAS G FRRSHRES
Name of authorized person Contact no. of authorized person I.D. no. of authorized person
#{F Wan Chai [0 =t 2+Other Location:

*5A 1 www.chinalife.com.hk B9 " BEAR AP L > THEAS D BEREEBEREMMENEEDO(0A) - *Please visit our website www.chinalife.com.hk
“Contact Us” > “Our Customer Service Centre” to obtain information of other Customer Service Centre location(s) in HK (if any).

M E (REZFCAVBAN # L Mail to correspondence address registered in our Company
£ARBRP /T A EZIE Deliver via Insurance Intermediary
LKIRTTEESERE BIEERTHT ALY AE) Deliver by bank officer (Please state the branch and bank officer)

Oooa0

$8474>17 Branch £ A 8B Bank Officer

3 HfthfEF A = OTHER PAYMENT METHODS

[0 BARERHE EERRE—REFEARZBTENZRE - FEEFRERN - BUREBRSERRERE - ) Offset the premium and
Levy (only applicable to inforce policy under same Policyholder, please specify the policy no.. The Premium Levy has been included into the Premium Payment.)
{RESSRAS Policy No.

[0 =fth - 555R68 Others, please specify

*EBREIE RIS o EZE - T X https://www.chinalife.com.hk/zh-hk/customer-service/forms-download/payment-collection & 4% BISBER S TLERFE &< 1
Please download “Special Payment Arrangement Request Form” from https://www.chinalife.com.hk/customer-service/forms-download/payment-collection if apply
for Uncrossed Cheque or Demand Draft.

E. {EAEiUZEEERA PERSONAL INFORMATION COLLECTION STATEMENT

RNEMEISHERBL "PBRASRE (8% ) ROBRAS . WRERABERER - BREASENTREANKERAEREZER - oI
https://www.chinalife.com.hk/zh-hk/privacy-policy &k @B AERE (7850 ) BRDBFRATIZREL - I/We confirm that I/we have read and understood the
Personal Information Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of the PICS, it can be downloaded
from https://www.chinalife.com.hk/privacy-policy or is made available upon request.

| [
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fREE#RIR Policy No.

F. WEMEASiE{REEE COLLECTION OF PREMIUM LEVY ON INDIVIDUAL LIFE INSURANCE POLICIES

RANHMEEWTE  EATMRBRERESEKRKIREOBURERAAMBANEARRERN "REHE, (M8 "&&E. ) KBW
HHNHER S HEBRTZE - REEERERT O DARBARGRA  SEENXNTESRESERKOEFNGRESFAEAEBNIRLE
HERHWER - BEWEEENFE - FHEPREAS(BINROBRATNHEE
https://www.chinalife.com.hk/zh-hk/customer-service/useful-information/premium-levy = 1/We hereby notified that: China Life Insurance (Overseas) Company

Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from policyholder on behalf of the Insurance Authority ("IA") and report to
IA. 1A may take legal proceedings against policyholder in respect of any outstanding Levy as civil debt and may impose pecuniary penalty. For details of the collection
of Levy, please refer to the website at https://www.chinalife.com.hk/customer-service/useful-information/premium-levy.

G. RI&EFAFE XIS E CLAIM DOCUMENT CHECKLIST

- v B Basic Documents ; ® FfifIISZ#F Additional Documents ; * A3EF Not Applicable

FIERBE (X EMZEIEAR TR A ATINE F RS PO HHE) BEREE
Claim Document (Documents can be certified at our Company’s Customer Service Centres) Critical illness claim
HE NMEZWEE 2 KPERSE LB Part | of this form completed and signed by your good self v
HEZBEEE VI ERERE _EBOEZEBEIREE Claim Form Part Il - Attending Physician’s Statement to be completed v

by the attending physician

1EBgI X &I BRI R #AOHR O EE BERIBRRESWEAE) Laboratory/ X-ray / CT Scan / MRI/ E.C.G. /
Pathological Reports (if applicable)

REIEASREIBREBIFE(WNRAEIR HREE IE ) Original Policy or Policy Lost Declaration (if unable to provide original Policy)

HEPIRAER 7 BHBIRRE(IERE B A) Self-Certification Form(For Claims) for Common Reporting Standard (CRS)

Oo0oo0oo|od

Lol X

SRARREFBAAZEHFEBPXHEZEIEX) ID of Insured and Policyholder (Certified True Copy)

H. ERAKIZH# DECLARATION AND AUTHORIZATION

2 Authorization

ANFHM - 2RAREFBANREAN ARANEMRERNEZZRAB)ZILERE (1) EOEE - ZMEE - 8k - 2 &
BRAT] ~ fR1T - BUSHAS - BUFERPT - SNE S - AL - NHENEBEIERARANHMIERREZZHRAZACE - BEHE
B - 9o EERHER - BRAERGAPREASRE (8% ) ROBRAS (UNEHE "82F, ) ; ) EATHEATHEEEZ
BERmEphBEREEN R URAREPFERNHMSREEZZRAETHE 28BN G R - (EREZARANFAF=E AR
FZRERAZEERRT - WEEHRAANHEMOZEEZAREZABRBNORS ; IERNARMBETHETRENS - LWRESTNEX -
IEIREENFTH AR IEARIIBREYS - | /We, the Insured/Policyholder/Claimant, represent me/ us/ the Insured under 18 years old (if any) HEREBY
AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, government department, or other
organization, institution or person, that is aware of or has any records, knowledge or information of me/us/the insured under 18 years old to disclose, release and
transfer such information to China Life Insurance (Overseas) Co. Ltd (‘the Company”); (2) the Company or any of its appointed medical / para-medical examiners
or laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/ ourselves/ the insured under 18 years old in relation
to this claim. This authorization shall bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy of this
authorization shall be as valid as the original.

5 BA Declaration

ANEM SHRANREFBENREA - ZELBRERERQ) H—URGAREENMEER  MmeaANEMBRFAE - BAAFEM
FRENPAME - 9RBEZZ MU BREREN ; AANHMPEMARNEM-IREEERE  ANRMOIERESEEARBFRLHR ; QA
AP R APREL 2R - BREABRFR LESHENHEE SEQSBRMEN  EATRERELR - BHEBEA T AEERM
FORPBERFABIER - EATOBER LA EEZREIRARRERE -

I/ We, the Insured/Palicyholder/Claimant HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all questions whether or not written
by my/our own hand are to the best of my/our knowledge and belief complete and true; I/We also understand that in the event of doubt as to whether a fact is
material, it should be disclosed here. (2) The Company is not bound by any statement which I/ we may have made to any person unless it is written or printed here
and is presented and approved by the Company. If any relevant persons fail to provide any information requested in this claim form, it may result in the Company’s
inability to process and deal with this claim.

I EFEZEZEBERE EZEE) SIGNATURE (Please DO NOT sign on BLANK form)

SR A(FH#2 18 BRI L) REFAAN | RIEAN* REA
Insured(whose age is 18 or above) Policyholder / Claimant* Witness

%5 Signature

%42 Name
SRE/ERE LD Card /
Passport No.
F Year | H Month H Day F Year | H Month H Day F Year A Month H Day
HHA Date

*REANEZFEANRERFB ARG

*Relationship with Insured/Policyholde|

| [
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fREE#RIR Policy No.

FEEMY - TZBEREE HRHEZBLEEE  FIAERARAZRRA/REFSEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. A E ] PARTICULARS OF PATIENT

1 %% AL Name of Patient

2 F#E R R Age and Sex

3  B{3:8/ #HR5EHS 1.D. Card / Passport No.

B. ERFRE Y CLINICAL DETAILS

1 WAZEBERCERTEHZE We can trace the medical record of patient back to

F Year A Month H Day
| IS I I E—| L1 1 | I

2 BHREIRFEE P24 BEE Date of the symptoms first appeared

F Year A Month H Day
I S N — I E—| L1 1

3 W ABRBREILLFRAE 2 K52 HEA Date of first consultation for this condition or related illness

F Year A Month H Day
I I I E— | L1 1 | I —

4 FEERMFRIAEREZE ZEAKTIFRIE Please describe the symptoms and complaints at first consultation.

5 WMASEHHEHMBEEN?NR  FHiRRMZBEZHZ KL - Is the patient referred by other [ 2 ves e

physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7  fAIB5TEE2 When was the diagnosis made F Year A Month
I

H Day
|

C. B FZE%EER PROFESSIONAL COMMENT

1 SZHRASEEBEAUTZRENRERWERER SRUXGOEHRE - E5 - BRNLSRREENLIRRMKIE IR TAER:
HRZEENERE (ZEPVHRUTEHPMIERER ) Qualitative impairment of social interaction (at least two manifestations)

A EZBFEBESTHAHLRBENRE - FESTLAEECHARERAR  HIEXRE  SRIZBAZBSRFH LG E);
Marked impairment in the use of multiple tvnes of non-verbal behavior such as eye to eye gaze, facial expression, body postures, and gestures to
regulate social interaction; O=ves O= no

B. SAIRBCHREKFEEENAZRER%; Failure to develop peer relationships appropriate to developmental level;
Zves L= nNo

C. MRZBERBHERASZLE - BEEMRAEEN (AN - TRZFRIT - FHEE LAY, Lack of spontaneous seeking to
share enjoyment. interests, or achievements with other people (e.g., by lack of showing, bringing, or pointing out objects of interest);

O=zves OF no

D. AT XS IBROE BN Lack of social or emotional reciprocity. 12 Yes [1F No

| [
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BB NG (ZEVHIRMTED—FEER ) Qualitative impairment of communication (at least one manifestation)

A BERNIRZUBBER (RADEBREEMINEREN - WL IREFS U FE R ) Delayin, or lack of, development of spoken
languane (not accomnanied by an attempt to compensate through alternative modes of communication such as gestures or mime);
O=zves Oz no

B. A CHESAES) - (BRRERTRS Bl A BEREE AR REEERYRE 7T; Inindividuals with adequate speech, marked impairment in the ability
to initiate or sustain a conversation with others DzE'E Yes D§ No

C. At BB FARKE DN IERENEE ; & Stereotyped and repetitive use of language or idiosyncratic language; and
O=zves Oz no

D. RHEHRSRBEKFEENRE  RZAZHNERIDABRIER ARG MR Lack of varied, spontaneous make-believe play or social
imitative play appropriate to developmental level. DzE'E Yes D§ No

WEBZRWTS - BERREES (ZEVHRTHARIEDPHI—IE ) Restrictive and stereotyped patterns of behavior, interests, and activities
(at least one behavioral manifestation)

A ZEHEET—RBHZENBRN EBNAANRNEEEHBSERERIKRED
All-encompassing breoccupation with one or more restricted, repetitive, and stereotyped patterns of interest that is abnormal either in intensity or focus
ZvYes LZE Noo

B. RRIBE—LEEREEMNERITHIETL Apparently inflexible adherence to specific, non-functional routines or rituals
O=zves Oz no

C. EBEMMEH—LL/N\EE (BN - FFIE L P iAGEENSHE - SVE(ESIEREN AT ) Stereotyped and repetitive motor mannerisms

(e.g., hand or finger flapping or twisting, or complex whole-body movements); D% Yes D§ No

D. HEURIEEMELAEEDH Persistent preoccupation with parts of objects 12 Yes [1& No

AAIRSEE EETLUT A% Does the patient currently require the following treatment(s). 12 - AR #t2HT B HA If so, please provide
diagnosis date:
A BANBRZEEZEEABEIFEZD/XMER Does the

patient condition have continued without interruption for a period of at leastEF Year A Month H Day

six (6) months after diagnosis

B. BEXROEMETH  WRHMAKAE:

Does the patient has started treatment of Psychosocial Interventions o Ve =) Ly H Day
L | | | I L | | L | I
C. WHHE  WRHFHRER:
Does the patient has started treatment of Special education, since = Ve 7 iy 5 ey
L | | | I L | | L | I
TReE  TRHERBEE:
D. f1/AaE  WiRMHRBEE £ Vear 3 Month 5 Day

Does the patient has started treatment of behavior therapy, since:

AL A ERBER O ETET RN AABNEHTRER

Please list out all psychosocial inventions and/ or special education and/ or behavior therapy have carried out.

RARNREE S BT AE LS EN/SIERE BEAERR ? MRE - BRMHHFMER Was the patient’s condition related to Asperger
Syndrome and/ or Atypical Autism? If so, please give details.
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fREE#RIR Policy No.

6 ietmAZBIELRET KZHFMARER - EXRNBHRAER MM -

Please give the name and address of all consultants, specialists or hospitals that had been attended by the Patient for this condition before.

AR R R AR ? What was the prognosis of the patient?

8 WE FEUHBHERXAE BEREHER FEEOHBERLRE ZBEZHIRERTE! If so, please provide treatments, investigation

procedures, results, and/or any complications and follow up plan regarding the stroke)

D. EfthE &% OTHER MEDICAL HISTORY

1 WABEBEEMUTHIE/ZE - Does the patient have any medical history or habit as indicated below?

[ =0 Asthma [] s cardiac problem ] ## PR Diabetes Mellitus

[0 ZZAF3% Hepatitis B [] = m/E Hypertension [] &322 =1 Previous operation
[ %22 Drugabuse [] &&E&B1& Drinking [] ®iE&B18 Smoking

[0 =Zi&trRaE Family history of cancer ] x#%%% Untavorable family history

[ M EESZ% None [] Etth#=s - #E=RAA Other disease, please specify

2 ZRASEEBLMERIEHMBREERESBEFERAGE ? MI2F - FBIEFS - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H &8 Dates S AE/(EREE BEuR/BRaE
¥ 9% Disease . S - .
F Year | B Month | H Day Details of treatment/hospitalization Name of Physician/Hospital

3 FRIRHERE/RIELZIEFF 1S Please provide details of Drinking & Smoking habit.
Z1E%4 B Drinking/ Smoking start date since F Year A Month
I L

H Day
I

2 H F £ Daily consumption (2/61/18/HE piecel pack/ bottle/ can)

E. 2B 4E R ATTENDING PHYSICIAN’S INFORMATION

FHBENE BRE
Name of Attending physician Qualification
ik Mh48EER
Address Contact No.
T BEEE/BRES - % Year | A Month | H Day
Signature & Stamp of Attending o -
Physician/ Hospital L)
|
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