Living Benefit Claim - Cancer
Part II - Attending Physician’s Statement

(to be completed by attending physician at the claimant’s own expenses)
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Cancer

A disease manifested by the presence of malignant tumours characterized by the uncontrolled growth and spread of malignant cells, and
invasion of normal tissue. The term Cancer includes leukemia and Hodgkin’s disease. All skin cancers except malignant melanomas are
excluded as well as premalignant tumours or polyps and carcinoma in situ. Diagnosis must be made by a Registered Medical Practitioner
and supported by clinical, radiological, histological, and laboratory evidence.
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A. General Information — & ¥}

1. Are you the patient’s usual doctor? B F 2 BRAZEEEELE? OYes® [ONo#&
Since when B ( / / )DDH MMA YYYYH

2. When were you first consulted for this illness? mA 2 XFERE X AR T K22 BHA?
( / / ) DDH MMA YYYYH

3. What were the presenting symptoms? 5 lim A ZfmE?

4. According to the patient, how long had the symptoms been present? 1R¥ER A Z il  ZREHMATIFHIE?
Since B ( / / YDDH MMA YYYYZ#E ORS; for 2F1E: yearstE months & daysH

5. What were the significant physical findings? F52 Bt Rl 2R

6. What was the exact diagnosis? S512{it 5257 ?

N

Date of diagnosis made? 2 HHA?
( / / )DDH MMA YYYYH

8. When was the patient informed of the diagnosis? (Please give exact date) R ASMARFSR Eilizski? (ERMEHER)
( / / YDDH MMA YYYY#H

9. Ifyou are not the first who diagnosed for this illness, please give name and address of the doctor who informed the patient of the diagnosis.

EETTEE SR A Lif2E 2 BE - SFiRMEZEE 2R Rt -
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10. Other physicians or medical facilities the patient has consulted for this condition. & A 7 G R1E T B E thE& 4 sl BB EiE k2 -

Name of physician(s) &/or hospital(s) | Address(es) Date of consultation(s) &/or period of confinement
B /Bl aiE ik k&2 HHA R /B {E R HR

DDH MMAB YYYYH

( / / ) To ZE ( / / )

( / / ) To & ( / / )

( / / ) To Z ( / / )

B. Extent of Illness ZEHIZE

1. a. What was the site and / or organ involved? % & &\ & /S 28 B 7

b. What was the histology of tumour? F5I2{HtIENRE 2 RIBHARALE?

2. What stage did the disease reach? Please describe this by using whichever staging classification is appropriate.

RIECERAREER? BLLABEZ A SRR -

a. Was the disease completely localised? JRIE 2 & 2 FEk{L? O Yes 2 ONo &
b. Was there invasion of adjacent tissues? 5 & SR8 A5 HARARR? OYes® ONo&
c. Were regional lymph nodes involved? 5 7 8/ 2843 H E £57 OYes2 ONo&
d. Was there any distant metastasis? 75 7 BE & 1§87 ? OYes2 ONo&

3. Please provide details of the actual type if the diagnosis is leukaemia. Is it chronic lymphocytic leukaemia?

HEERERBENIR - FHARMHEFEECEN - EDEIEHE B MR?

4. Please provide details of the actual type if the diagnosis is skin cancer. Is it malignant melanoma?

EDERRBRER  FHMRHEAERERCEN - EEEMRARE?

5. Investigations 1&&
a. Was a biopsy of the tumour performed? O Yes & ONo & when ( / / )DDH MMA YYYYZH
RABEETEEMIGE?
b. Please enclose copies of all reports including biopsy records, cytology reports, x-rays, CT scans, other imaging studies, laboratory
evidence, surgical report etc, and any relevant hospital reports that are available.

Bk EiEtECER © MRS  XOURE - BEERHE - Bt G2 RE BREEE  FRSFLURMEMERMERRS

6. What is the nature of treatment? 52 fitiaE 2 14 H -
a. O Surgical 4M il O Radiotherapy & O Chemotherapy 1b#& O Palliative #F#Ei&%&
b. Please provide details of procedure(s). 5122 Z 415 o

7. What is the prognosis of the disease? sEIR L% RRTAEIZ RIEESE -

C. Other Information EfthiF#}

1. Does the patient smoke cigarette or drink alcohol? If yes, please give details including the daily consumption and the duration of the habit.
RAZREERIENEVERIE? BF @ FREFEEEERIASREZAERFLBIEZIFERSME -
OYes ONo&
Quantity 2 Type 585! Duration }5#Er5HE
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2. Please state if the patient has suffered / been treated for any other illness(es) / complaints other than this critical illness.

FERARAE D BB AR ERMINZ EMARRE R IATE

3. Isthere any further information, which in your opinion will assist us in assessing this claim?

FRUEMEHE TR LEBA AR BRI RERE -

I hereby certify that I have personally examined and treated the patient for the above illness and that the facts as given above present my opinion of his/her conditions.

RAEER - EMARAETSEEGE - I ERRRETARR SR RAAAE Elm A RiER s -

Name of physician (with stamp) Qualification Signature Date
Bapw GEHE) BEAR #E HEA
Address ik :

Tel no. EFEHRHS:
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