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Critical lliness Claim Form — Part Il Policy Number
R - Gah - e treasees | | [ [ | [ | |
Private & Confidential F\ \ B2 For claim of “Autism” B/HF¢ " HEHE 4

TO BE COMPLETED BY THE ATTENDING PEDIATRIC PSYCHIATRIST AT THE CLAIMANT’S OWN EXPENSES
HEZ2/ S R B M B LIRS - i B BN H1TR &

Important note EEEEEETE
Your patient is insured with us and to enable us to assess the claim, please complete this report with as much details as you can possibly provide. Your kind
assistance will help expedite the claim settlement.

B THIRAREATNZRA « B THBE R FERIETERE—VENEN - DEAASIERILRE - B TR R SRR -

1. Name of the Patient (Insured) 2. HKID Card / Passport No.
WA CZIRA) ¥4 ARG | RS

3. Details of the current illness Eirst consult\gtionﬂate for this iliness (dd/mm/yyyy)
RS FRELZIREY B IORZ H i / / (RRIE)

Date symptoms first appeared (dd/mmlyyyy)
R fEE RHEHIR HIH / / (BIAIE)

Details of symptoms presented

EES

Final diagnosis
S

Date of diagnosis (dd/mm/yyyy)
ZHIH / / (H/HIE)

Diagnostic test performed & result

T2 Mt Bt

Previously treated for same/related disorder? U Yes (please provide details) O No

TEA G RSB R B 2065 © & GHRRIEEER) &

4. Had the patient previously referred to you by | [ Yes (please provide name & address of the doctor) &2 (GEFEEEEA L Kthk) O No &
other doctor?

75\ S 2 M 41

5. Does the patient exhibit the conditions A. Persistent deficits in social communication and social interaction, including:
listed? FHE e EEfI g T g -
o NI A fe PR A 2

(i) Severe deficits in verbal and nonverbal social communication skills
R = SaB S BRI L G RmAE )
O Yes & O No &
(i) Very limited initiation of social interactions
FFEARNHE T E)
O Yes & O No &
(iii) Minimal response to social overtures from others
L \SZAE A RE DFEE AR
O Yes & O No &

B. Restricted, repetitive patterns of behavior, interests, or activities, including:

PRAIM: - EAEEAT A - BER - S05H) > 655

(i) Apparently inflexible adherence to specific, non-functional routines or rituals
AR EAE — SR E R A E R T R iR
O Yes & O No &

(ii) Stereotyped and repetitive motor mannerisms (e.g. hand or finger flapping or twisting, or
complex whole-body movements)

EEEH/INENE (BN - FEFHE LTS/ AREsE) - SEEEG RS E R E)
O Yes & O No &
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(iii) Extreme difficulty coping with change
Tadi PR S M T 52
O Yes & O No &
(iv) Great distress/difficulty changing focus or action
AR PRI PR S PO 25 B A R B A T )
O Yes & O No &
C. Symptoms cause clinically significant impairment in social, occupational, or other important

areas of current functioning

TEMAE R REZ AT L& ~ s BB RE I A D AE [ e
O Yes & O No &

6. Does the patient currently require the listed
treatment(s)? If yes, please provide the start
date and details.
RN G EITARFINEHR ? A1 - 52t
BRtE H ARG -

O Yes, provide the start date and details below & » FE#EHFHBHIINEEE O No &

Types of Treatment ;& H Start Date 546 HH#
(dd/mmlyyyy)
[0 Behavioral Therapy 17 £y &% / / (HIAIE)
(dd/mm/yyyy)
[ Occupational Therapy FEaE &% / / (BIB/E)
(dd/mmfyyyy)
[0 Speech Therapy &= /4% / / (RIAIE)
(dd/mm/yyyy)
[ Psychological Interventions . B &7 / / (HIR/E)
(dd/mmfyyyy)
[0 Special Education 455525 / / (H/B 1)

Please list out the details and institution(s) providing such treatments.
YRR KA a s

Since started the above intervention(s) does the patient continue to fulfil Level 3 Severity based on
DSM-5 without interruption? If yes, please provide the latest copy of the report.

HiBftE EAUERES » W ANE R & BEN SIRIES thpm2 i aigest - (DSM-5) Fre Bt
JE 3 HURAE 2 A0SR - SETR RO -

suffering from any other major, chronic or
congenital disease?
IRERAER A G EA M EMEE - 18
BRI ?

O Yes & O No &
Please describe the progress or responses of the patient from the above treatment or therapy
provided.
TR A\ B2 EHUERR RN AR A B E -
7. What is the prognosis of the patient?
s NBRIHEE e IRt
8. Do you know whether the patient was O Yes (please provide details) /& (FEfefsEE) O No&
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9. Please list details of all medical history (apart | Consultation date Complaints/Symptoms Diagnosis Treatment given
from what have mentioned above) that R HM EiR R i P iEiaR
the patient had ever consulted you with.
TR A2 Y [E (R OR 2 AT A B R e
% (bR BAtERERIN) -

10. Was there any usual doctor of the patient O Yes (please provide name & address of the doctor) & ( FEHEHLEE A 44 Kotk ) 0 No &
other than you?

WA EA HAE K2R ?

11. Any additional information you consider
relevant to this claim.
A B R R R E R A&

Declaration EHH

| hereby certify that | have personally examined and treated the patient in connection to the above condition and that the facts as given above present
my opinion of his/her condition and all are true to the best of my knowledge and belief. | hereby declare that no information has been withheld by me at
the request of the patient or his/her family.

RNGEMEI Y E R A RS RFHRE > PUHEERRIS IR 5 AR AR ARSI R E R - FrAE % AN E » 9 R EE
Tt - ANAELLE - A ERR A SHESEER AR B TR -

Name in block letters of Attending Physician / Specialist and Qualifications Address and Contact No.
Z | BRI AR AR Ml el eE 5 9RES
Signature of Attending Physician / Specialist (with chop) Date (dd / mm / yyyy)
T2 I ERBAEES (BH) HE(H 1 H 1 4)
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