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MEDICAL CLAIM FORM ByERZ{E RIS

AlA International Limited
(Incorporated in Bermuda
with limited liability)

PART | (TO BE COMPLETED BY INSURED / CLAIMANT) 55—} (ISR AR HEE AEE)

Policy Number Name of Insured ID Card Number / Passport Number
TREABTRS Ao IN SRR | RERBRS
B123456789 A123 XXXX
Area Code Agency / Broker Name Agent / Broker Code
EIEARSE BB/ BicTE BB | A
Z8 ABC-12-DEFG 01234
Agency Code Agent / Broker’s Name Agent / Broker’s Tel. No.
B B IREE BEE | BIRY BEE | BICBHSER 1002065
91234567

Benefits to Claim Z={E%ERI HS/IMP |:| HB/HI |:| Maternity Benefit |:|AI/\NI |:| PA |:| VGA |:| GROUP PA

This caseis a AfEEL:

] New Claim ®#xafg [[] Further Claim HE®RME [ Pending Claim £5gustg [] Review / Appeal &t/ B

AREXIGHE - BT ERAHMRRAT / R RENE

Name of insurance company / organization:

PRI TE] BT

Are you making any other insurance or compensation claim as a result of this treatment?D No ¥H Yes H

If yes, please provide the below information. #05F » §FRME ~HIEH -

Policy No./ Membership No.:
fREL/ & BfRSR:

PLEASE COMPLETE QUESTIONS 1 TO 5 AND 8 TO 10
IF HOSPITALIZATION WAS DUE TO ACCIDENT
RESZBABEEREE1ES K82 10

1. Date and time of accident E4|H iR RE]
| | ; CAM. B
MMJ / DDH / YYYY4 HREE MINZ  CPM T4

2. Where and how did it happen &M RRE

(b) The doctor who referred the insured to hospital / other
doctors seen for this or similar past condition

BRARNRERR | HME2ia R EGRERER R L

&t

Name and address of doctor / Date
hospital SRZEHE
B4 | B A Rtk

3. Part of body injured and type of injury S2{&&3A7 fe 5%

4. Present occupation (if more than one, state all) and
exact nature of occupational duties

BURRCE A FRIBER IR AL R R

5. Name and address of business or employer

D E] R A E R

PLEASE COMPLETE QUESTIONS 6 TO 10 IF
HOSPITALIZATION WAS DUE TO ILLNESS

FIRA BB E R RE6E 10

6. Give a brief description of symptoms H5RiREEIRAR

7. How long have these symptoms existed prior to the first

consultation? BEERBEEKRBHEFESA ?

9.(a) Please give the date of admission and the date of

discharge. FFfEHLABEREFEHEA
Date of Admission A [ HHA Date of Discharge Hf5¢ H H#A

MMH / DDH / YYYY4E MMH / DDH / YYYY4E

(b) Please give the admission period in Intensive Care Unit,

if any: FEREAERYNGHETH » 0%/
From H To &

MMH / DDH / YYYY4E MMH / DDH / YYYY4E
(c) Have you taken any home leave during the hospital

confinement? EERREREARFE®RIMG ?

,:l No ¥&H EIYesﬁ

If Yes, please state the date and time of your home leave.

e - SIS HETR R -

8. Give details of consultations Ei&EEE
(a) The doctor first consulted for this illness
HXRBHBERM 12/27/72015
Date XZHHEH | |
MMH / DDH / YYYY4E

Name and address of doctor / hospital

10.

Any relationship between the Registered Medical
Practitioner / Medical Services Provider and Insured /
Claimant / AIA Financial Planner / Broker? If so, please state
the relationship.

EMB MBS  BRIREREERZRAN | REA | KRB
SRR / SREEARACE EMBRGR - FBFIHZ:

B4 | R g Rtk
1011
01002065----5 Page 1 of 5 OPCLMF03.0517



Policy Number {REEEHE B|1/2 |3 /4 |5|6|7/|8]|9

PART Il TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT'S OWN EXPENSES
B ARBEHTIRRAE | TREAER

1. (a) Name of patient j5 A% 9. (a) Were the treatment(s), the medical test(s) and the length of stay in
hospital (if any) directly related to the current diagnosis, and were
medically necessary and recommended by you?

(b) ID Card / Passport Number Zp {33t / GENETHS BRI ~ YRR R AERE H AR SR B2l B R AR B2 R
Fride B B A

EI Yes & D No &

If No, please give details. Z A4z @ Gafilts °

(c) Age 4t (d) Sex 31

2. Hospitalization {3:f5z
Name of hospital BZ[5¢ 7

P2
%fé&l requires
)\

Date of Admission A5 HItH Date of Discharge Hif5¢ H A E(Ifs?)?; Iiz:{;(s)\r/]\{er the following ~ questions pif
| | | | | | EERAHEORE SRS
for
T ?/

MMH / DDH / YYYY4E MMJ / DDH / YYYY4: (b) Were the medical test(s) and equipm edure available
Period in Intensive Care Unit A {EZYIEHEGES HHA only in hospital?

From H To & BRI E R Tk e e

g

1 1] [ ves 2 No =
MMH / DDH /YYYY4E MMH / DDH / YYYY4: (c) Can the medical 5, A0 edure be done on an outpatient
- - - - : o basis / at day g
3. Chief laints of th tient relating to this h talization / = P . N
ief complaints of the patient relating to this hospitalization ot 25 B T N L2

surgery

LR R | Tk SR [] cannot e

4. Date of the accident occurred or symptoms first appeared

R H B M s réggori for hospital stay.
| | | B | AR EE RS SRR AT, SRR -
MMH / DDE / YYYY4E
5. Date of first consultation for this condition or related}h
5K EAORRS FLY) 7, Q’

| | | | 00
MMF / DDH / YYYYH

(e) Please indicate the clinical risk(s) and medical reason(s) for
hospitalization:
At RRPR e b 2 R e e e I AT
Current Health Status (Co-morbidity) iR {E IR (G BHE):
Please specify &5HAREZAH:

6. Final diagnosis / Pathological diagnosis &2 / 52

ICD-10 code [R5 5345 (1ICD-10)

Expected higher risk at operation 7 HHi =7l s

ify ZEBARESRHA:
7. Medical / Surgical Procedure B&# /| FHlife Please specify FiIERY

Date of Operation F{ij HHH

MMH / DDH / YYYY4: - - IR
Nature of Procedure F4ij£4f% |:| Expected higher post-operative risk TE R = Ttk mlGE:

Please specify &5HAREZAH:

|:| Others, please specify the reason for admission and hospitalization:
CPT code H nijfif I &Ik 5 it S FoAth - FERERHMEARE S AR AT

8. Present Prognosis i RFE

(f) Is it a case of emergency?
B REEE?

DYeSzE'E DNO%:

If yes, please specify. 152 » iEIAMESRAA -
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Policy Number {REESERS B|1|2|3|4,5|6|7| 8|9

10. Brief discharge summary (including treatments, investigation 12. Had the patient taken any home leave during the hospital confinement?
procedures, results and / or any complications and follow up plan) RAE BE MRS BRI 2
HPEREE . (AR K OABIGFETE] WG EINE - FR o OF8E SR .
- T . [] no s [ ves#

If Yes, please state date, time and reason of the patient's home leave.
W - FETIISN I FR ~ IR R A -

11. To the best of your knowledge, has the patient ever had the same |13. Was the patient referred by another doctor?
or similar conditions or symptoms relating thereto? WA EACEHAMEE LA 2
BRI RRTA - 8 A LRI 1R E R TR 2

D No {®H EI Yes H EI No i D Yes &

If yes, please state dates and details. Name and address of the referral doctor
WV - FERAII B EIFEDL o LEvty— GRibr Ik
Treatment Dates 274 Hit Details 3¢5

(MME /DDH / YYYY4E)

PLEASE COMPLETE IF HOSPITALIZATION WAS DUE TO ACCIDENT
RIEANZ B AR aH T LU

14. (a) Present Condition of Injury
iR BB

(b) Patient's occupation and exact nature of occupational duties.

TN I SIS

(c) Bearing in mind the patient's occupation, in what way do you feel the injuries would / would not totally prevent the patient
from working?

DRI > B TSRt S a A a SR A SE R NRE TR ? S5 IAIEIA] -

I/ We hereby declare that the information given on this form is true to the best of my / our knowledge and belief.

AN BFEEEALRRGES EFRERERAAN | BFIFTARAEZEE -

Name of Attending Physician / Signature (with chop)
Specialist (with qualifications) #4 (FED)

2 | HRR AR (BE)

Address and Telephone No. Date HIH
itk e EEE
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Policy Number {RES5EME B|1/2|3|4|5|6|7|8]|09

PART IIl CLAIMS DOCUMENT CHECKLIST
=Rt REEXHEBER

Please tick against the Required Documents submitted with this application form. If you want to get back the Original Medical
Receipt(s) / Sick Leave Certificate(s) submitted, please also complete the "Request for Return of Original Document(s)" Form. We
will notify you or our AlA financial planner / your broker / IFA if we need to obtain extra information from you or from outside parties
Ito assess your claim. As the time required for obtaining the information is variable, the processing time of your claim will likely be
onger.

uﬁf]% ﬁﬂlttiff%ﬁﬁaﬂﬁ%ﬂi)ﬂ#ﬁﬁWiJL:X”I‘E WAGRIENL ] 228 L IEARBEHRNTHE [ RGeS - 35— PhES T:EEIIEKXZ#H Gl
S ?ﬂdf‘ﬁﬁ%’%%‘é?ﬁ%&%ﬁ?iﬂﬂéfﬁﬁi Rl Al Lﬂ:ﬁ‘:ﬁﬂ%ﬁ%é*/ﬁ T @R T B FR I skl [ SRR Rbae [ 5
B - ARICE R AR B i R -

Hospitalization Benefit /

Hospital & Surgical Hospital Indemnity /

Document Type SCH-4EH] Benefit Hospital Income Benefit
fEBe R FHiria it LB b
Owner's ID Copy v v
PREERE ARSI RERIAR

Medical Claim Form - Part 2 (OPCLMFO03) B /&R g s v
- 55— 4 (OPCLMFO3)

LB [ X0 1 AR [ BT HIR [ A

Original Medical / Hospital Receipts and Statement of Charges
(Claimed Amount: )

BEb > BRI /I IR (RIEEHT )

v
Laboratory / X-Ray / CT Scan / MRI / Pathological Report(s) v v
v

Hospital Discharge Summary / Sick Leave Cert with clear Diagnosis
(Period: From To ) * v
HiBEERS 1 5172 fgﬁﬁﬂ)ﬂz RIBREVE

(FpBx: H )

[] DDDD

Photocopy of Hospital Recelpt and Statement of Charges * v
PEbE - BRI | BRI

Compensation Breakdown from other Insurer / Party v *

NN S G TS

Request for Return of Original Document(s) (OPUAIF28) * *
SRMEIIEASF S 2% (OPUAIF28)

|

Individual Life & Group Claims Arrangement Form (OPCLMF61) * *
Fb R G 1 L (OPCLMF61)

[]

Photocopy of New Born Baby's Birth Certificate / Other Supporting
Documents (Only applicable for Maternity Benefit Claim) * *
ARG A / Ho At AR SRRIA GBI SRR SR 1)

v/ Required Documents EASC{4: * Optional Documents i inscf:

AlA e-Advice T KFEFBHE

(Please mark a "X" in the box to apply for this service. B FANAKEEE ARG EN2SHE A8 L X" 5 - )
Apply for Internet Service "AlA e-Advice" to suppress physical copies of the selected correspondences and view / download the softcopies via
AIA Customer Corner for the above policy and any other policy numbers if specified as below, subject to the #Terms and Conditions of "AIA e-
Advice".
FHEE T ACHREE FmANTE ) M LR - fEA Ll LARBE R LM R AU CREESRAS (204G ) i 5 1 A 3 A 7 3 i A S o B el B T e 1
Fo RS TR AR ) AR R -
*Email address 5] Signature Of Owner £ AZ5%:
Other policy number(s) H fili {& B57HE:
(Not applicable to Personal & Accident policies started with policy prefix A/ E / P and Personal Lines policies with policy prefix C.
BRI REESRIE T 5 R AT E | P 2 NS ESMRE IR B AR BRI 5 R ClZ (8 A AP ERBR AR - )

# For details of the Terms and Conditions of the "AIA e-Advice", please visit AIA Customer Corner www.aia.com.hk. 3R 3615 » 358 Awww.aia.com.hkZ K Fi& P20 -
* Email notification for this claim will only be sent to the email address provided in this form. &S E A8 515 A - @ e B A% AT Y HY o ) o

Claims Payment Option B8 ik

For e-Bankln customers, the Claims payment will be transferred to the designated bank account.
ERTIBILEN TETAREE ) «FF - AN e REEICERA SRR ZRTRO -

If e-Bankin has not been registered, Claims benefit will be paid by Cheque in:

WAREELHEN "EFARIKE - BEHSERG LSS - EisEily:

EI Hong Kong Dollar #7%
EI Policy Currency {REE &%

a. |/ We understand that any benefits payable under the Policy will be paid in the latest policy currency as shown on the Policy Information Page of
the Policy or, if applicable, the appropriate subsequent endorsement. Accordingly, the provision of the option to receive any such benefits in a
currency other than the latest policy currency (the "Opted Currency") is solely a service offered by the Company at its discretion.

AN BATHEFTE PR SRR S R B olbE i A L (ABEHD) Pl st PR B B R e - (AL - SR 0E R Dl IR PR
BRI EYE (MEEREE) (RIS R RRr G s E A B et s -

b. |/ We understand and agree that should | / we opt for payment of any benefits payable under the Policy in the Opted Currency, | / we will bear the
necessary exchange difference, such difference being determined by the Company on the basis of the Company's internal exchange rates as at
the time of the relevant currency conversion.

AN T B B AEAIA N 1 AR PR B R AR AR DL R S A T TAMREZR ISR TR R - R AR
MR ATHRARHRES L R E M ST HRITIEE -
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Policy Number {REESERS B|1|/2|3|4|5|6|7|8]|9

Important Note FEEIH

a. Inorder to speed up your claim application, please attach the required claims documents together with this application form. You may check the required documents as stated in this application form Part Il
“Claims Document Checklist’. RyfiiAEREAHFFIA ISR - I FAGERARSRECU—IRRS - ARMARERERTRER LT » 2RI FRR =i "REUr2ER -

b. In case you want to claim for other benefits such as critical illness, disability benefits, etc., you have to complete an appropriate claim form of that respective claim type and file it in together with the
necessary supporting evidence. ANfASEFFHETHAMIAE - 40 ¢ fER ~ BIRSE  BVE H THUR BORAAHIMIM SR I F A 2R R A

c. Please acknowledge AIA in written if you request to have your claim be processed by “Express Claims Services” which provides speedy medical claim payment which requires investigation. For details of
the Terms and Conditions of “Express Claims Services” , please visit AIA Customer Corner www.aia.com.hk. ZNAREEIERIE HEE " A FVEFIRERISERER | IRFS » SELARRERAATAFS « AR B R Tt Tadnmy
R HRGETCI AL - ARG R » 558 Awww.aia.com.hkZ & FE P EIT2H -

Other Information Hfh&k}

DECLARATION AND AUTHORIZATION E2HH K %1%

| / We DECLARE that the answers given above are true and complete and | / we have already paid in full to the attending physicians for the medical expenses specified on the receipts which | / We am /
are now submitting to AIA International Limited (hereinafter called “Company”).
AN AL, b — IR 56 AR ELHE SRR K e A F AR (B AR A ] (DL SR AR R BRI HA N | BT B A3 Y - BB Pl S e RS O i -

|/ We hereby irrevocably authorize:

a. any organization, institution, or individual that has any record or knowledge of my / our / the Insured‘s employment, sick leave records, accident or loss details (of any sorts), health, medical history
or any treatment or advice, that when requested by an authorized representative of the Company may disclose any such information. This authorization shall bind my / our / the Insured’s successors
and assigns and remain valid notwithstanding my / our / the Insured's death or incapacity in so far as legally possible. A photocopy of this authorization shall be as valid as the original.

b. The company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests to underwrite and evaluate my / our / the Insured's health status in
relation to this application and any claim arising therefrom. These tests may include, but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired
immunodeficiency syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites.

c. All personal information obtained herein is collected for the purpose of, (i) assessing, processing, evaluating and determining your requests of application for medical claims or services referral and
(i) analysing, investigating, approving and / or determining your claims submitted and will be transferred to AlA’s authorized medical panels or its relevant associates / nominees / subsidiaries (“third
party administrators”). You authorize us to transfer your personal information to the third party administrators and further give your consent to all third party administrators who / which are in receipt
of your personal information that they may process your personal information and transfer all your processed personal information to us for the administration of your insurance policy and provide
insurance services to you. Without your voluntary consent, personal information collected will not be transferred to the third party administrators. You can choose not to provide the personal
information required, but that will result in not qualifying for receiving any of the services above.

AN BAVEEAAE -

a. (EARRSHEE AN 1 Bd | R AZ THE ~ FRMRGECSR « BONRA (RPN L3S ~ REETIRYL ~ IR ST ias Sk ae ik S i R gl R AN | B | AR ARG B ~ AR ~ I FIE
ﬁﬁﬁﬁﬁﬂ NG - BIBEAA Bl / R ASE LS RAET] - IR UDRF R AT ] AN T B | PR KRR N R AT SZ B AR - BB Z IEA BRI AR A5

b, B RISAEHGE T 2B S B A LR - AN | B 1 PR AGETT TR L BIREEAL BHEA > WEAN [ B 1 R A BEREIROUE THAL Beiils - E R ARG RO R L RIS ISR E - 15
?ﬁﬁllil lkl:%ﬂ:'?"‘%@?é HAGAERRS - MEEIRE AT B AR ~ BRI ~ BFSUFDIREdH ~ BB A A RS JRZ IR RS ~ SRR T S gEy) « bt  Jeil TR B S Z S5 L -

c. Pﬁﬂ&l’” H’Jﬁ]}\ﬁﬂ‘%’%&%ﬁ(l%ﬁ* PR ~ A R REE AR IS AR SRS I B () AT ~ FEE ~ SRR | BREE SR SR AR & P RS 22 AR PR BB S HE < B MR AL Z I il 3 1 AR 1
FHETHE =T » Wk — SR =7 ATENCEI A A ZRH, - AT DU BR8] A ORI A A 2O A F AR
1?@?&1%1‘%317&%3 jt)*ib"’" %Mﬂi{%haﬂﬁ?% %ﬂﬁPﬁﬂﬁz’W M8 AR AR K BRI iR 3 A - RO BRI E AR > HEE T RS SORAEIEST A Ly -

PERSONAL DATA COLLECTION AND USE

I / We confirm that | / we have read and understood the AIA Personal Information Collection Statement ("AIA PIC").

| / We declare and agree that any personal data and other information relating to me / us or my / our policy(ies) or
investments contained in this application or collected obtained, compiled or held by the Company by any means
from time to time may be collected and utilized in accordance with the AIA PIC.

I / We acknowledge and consent to the transfer of my / our personal data outside of Hong Kong (for policies issued
in Hong Kong) or Macau (for policies issued in Macau), as the case may be, for the purposes and to the types of
transferee as set out in the AIA PIC. The updated version of AIA PIC is available for download from its website:
www.aia.com.hk, and is made available upon request.

EABRHEE KB

AN I HRFWEEAA | TSR R BAIAMEA LRI " AIAME AR | ) -

A | BTN EEEARETEREE A AR LR T ERERS - A AT EAE S RBIRAA
| BATRAN | B IHIR BB ERYHAMEDRL - TIREBAIAE A BRI SR AR R -

AN | BAHE R EIERA AEA BRI ARTE H R P EUEEA A | BNV EABSEREAHREES
PERERE) B (AR AR B TE RSN T Al A A BRI SE B IARTE B AR A » AIAE AR RHER B AR
FRRAF LU REHE T : www.aia.com.hk » FR]EEARIFRAY ©

Signature of insured, if other than Owner / Trustee

%% SRAHE, WIHFEA | BIEA I

Signature of Owner / Trustee

AN | EREAER

(Please do not sign on blank form and use the signature on our file.

AEVHEZE RN LT MHECREA LR B RS —E0

(Please do not sign on blank form and use the signature on our file.
FUMEZE ARG LT MRS B R HEEE 20
(Whose age is 18 or above fEfe [/ \BEELL MRS

Name Name
e e
D e U omoaroie  poamertiny, Py _oesozrzons
Relationship with the Insured Signature of Witness
ELSZER AB{R RALAZE %
Name
i
oo 02/02/2016
01002065----5 Page 5 of 5 OPCLMF03.0517




	txtInsured: 陳大文
	txtIDPassportNo: A123
	txtAreaCode: Z8
	txtAgyBrokerName: ABC-12-DEFG
	txtAgtCode: 01234
	txtAgtName: 張小敏
	txtAgtTel: 91234567
	txtAgencyCode: 
	chkClaimTypeHS: Yes
	chkClaimTypeHB: Off
	chkClaimTypeMB: Off
	chkClaimTypeAI: Off
	chkClaimTypePA: Off
	chkClaimTypeVGA: Off
	chkClaimTypeGPA: Off
	rbCaseType: Off
	rbDisBeneInOthIns: Yes
	txtOthInsurerName: 甲乙丙人壽
	txtOthPolNo: 
	txtDOA: 
	txtHour: 
	txtMinute: 
	rbAccTime: Off
	txtAccDetails: 
	txtInjuredArea: 
	txtInsuredOcc: 
	txtInsuredEmp: 
	txtSymDesc: 腹部疼痛
	txtSymDur: 一星期
	txtConDate: 12/27/2015
	txtConDrName&Add: 張大強醫生
荃灣丙丁大廈1011室
	txtOthConDrName&Add: 不適用
	txtOthConDrConDate: 
	txtInHospDate: 
	txtDischargeDate: 
	txtICUFr: 
	txtICUTo: 
	rbHL: Off
	txtHLDetails: 
	txtRelationshipWithAgt: 不適用
	txtPolNo: B123456789
	undefined_3: Off
	undefined_4: Off
	undefined_5: Off
	undefined_6: Off
	Original MedicalHospital Receipts and Statement of Charges Claimed Amount: 
	Original MedicalHospital Receipts and Statement of Charges Claimed Amount1: 
	undefined_7: Off
	Hospital Discharge SummarySick Leave Cert with clear Diagnosis Period From: 
	Hospital Discharge SummarySick Leave Cert with clear Diagnosis Period To: 
	Hospital Discharge SummarySick Leave Cert with clear Diagnosis Period From1: 
	Hospital Discharge SummarySick Leave Cert with clear Diagnosis Period To1: 
	undefined_8: Off
	undefined_9: Off
	undefined_10: Off
	undefined_11: Off
	Photocopy of New Born Babys Birth CertificateOther Supporting Documents Only applicable: Off
	chkEAdvice: Off
	txtemail: 
	txtOther policy number: 
	rbSettlementOpt: Off
	txtOthInfo: 
	txtOwner / Trustee Name: 陳小明
	txtInsuredname: 陳大文
	txtRelationship with the Insured: 父子
	txtOwnerName: 周大武
	txtOwnerDate: 2/2/2016
	txtID: C987654(3)
	txtOwner/Trustee Date: 02/02/2016
	txtInsuredID: A123456(7)
	txtInsuredOwner/Trustee Date: 02/02/2016
	txtBarcode: O1002065----5
	rbAnaesthesia: Off
	rbQ9B: Off
	rbQ9C: Off
	rbQ12: Off
	rbQ11: Off
	rbQ13: Off
	txtBrief discharge summary: 
	txtQ12: 
	txtTreatment date: 
	txtDetails: 
	txtQ13: 
	txtPresent Condition of Injury: 
	txtPatient's occupation: 
	txtreason: 
	txtAddress & tel no: 
	txtSign date: 
	txt Name of patient: 
	txtPatientID: 
	txtPatientAge: 
	txtPatientSexq: 
	txt Name of hospital: 
	txtdate of admission: 
	txtdate of discharge: 
	txtICU date from: 
	txtICU date to: 
	txtChief complaints: 
	txtdate of first appeared: 
	txtdate of first consultation: 
	txtDiagnosis: 
	txtICD-10code: 
	txtdate of operation: 
	txtnature of prcedure: 
	txtCPT code: 
	txtPrecent Prognosis: 
	rbQ9D: Off
	txtQ9a: 
	Q9e: Off
	Q9e1: Off
	Q9e2: Off
	Q9e3: Off
	txthospital stay: 
	txtCurrent Health status: 
	txt Operation risk: 
	txt Post Operation risk: 
	rbQ9f: Off
	txt Others: 


