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Critical Illness Claim Form – Part II     
危疾賠償申請表 – 第二部份                                                                            
 
Private & Confidential 私人及機密                                                   

 

    Policy Number 
保單號碼         

                     
                                                For claim of “Autism” 適用於「自閉症」 

   

TO BE COMPLETED BY THE ATTENDING PEDIATRIC PSYCHIATRIST AT THE CLAIMANT’S OWN EXPENSES 

由主診小兒精神科專科註冊醫生填寫，所需費用由索償人自行承擔 

Important note 重要事項 

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. 

閣下的病人為本公司的受保人，請閣下詳細填寫此申請表並盡可能提供一切有關資料，以便本公司審核此索償。閣下的協助可使本公司加快索償安排。 

1. Name of the Patient (Insured) 
    病人（受保人）姓名 

 
2. HKID Card / Passport No. 
   香港身份證 / 護照號碼 

 

3. Details of the current illness 

    是次疾病的詳情 

 

First consultation date for this illness  (dd/mm/yyyy) 
就此疾病的首次求診日期 ______ / ______ / ________ (日/月/年) 

 
Date symptoms first appeared  (dd/mm/yyyy) 
病徵首次出現日期 ______ / ______ / ________ (日/月/年) 

 
Details of symptoms presented 
病徵詳情  _____________________________________________________  
 
Final diagnosis 
最終確診  ___________________________________________________________________  
 
Date of diagnosis  (dd/mm/yyyy) 
確診日期 ______ / ______ / ________ (日/月/年) 

 
Diagnostic test performed & result 
確診測試及結果  ______________________________________________________________  
 
Previously treated for same/related disorder?   Yes (please provide details)    No   
是否曾因同類或相關疾病接受治療？  是（請提供詳情）  否 
 
 
 ___________________________________________________________________________________________  

4. Had the patient previously referred to you by 
other doctor? 

    病人是否經其他醫生轉介給您？ 

 Yes (please provide name & address of the doctor) 是（請提供醫生姓名及地址）  No 否 

  
   

5. Does the patient exhibit the conditions 
listed?  

 病人是否展出所列的狀況？ 
 
 
 
 

 
 
  
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 

A.   Persistent deficits in social communication and social interaction, including: 
  持續缺乏社會溝通和社會互動，包括： 

 
(i) Severe deficits in verbal and nonverbal social communication skills 
 持續嚴重缺乏言語和非言語的社會溝通能力 

  Yes 是   No 否 

 
(ii) Very limited initiation of social interactions 
 非常有限的社會互動 

  Yes 是   No 否 

 
(iii) Minimal response to social overtures from others  
 與他人交往的社交能力非常有限 

  Yes 是   No 否 

 
B.  Restricted, repetitive patterns of behavior, interests, or activities, including:  
 限制性、重複模式的行為、興趣、或活動，包括： 

 
(i)  Apparently inflexible adherence to specific, non-functional routines or rituals  

 呆板地遵循一些特定無意的常規行為或儀式 

  Yes 是   No 否 

 

(ii) Stereotyped and repetitive motor mannerisms (e.g. hand or finger flapping or twisting, or 

complex whole-body movements) 

 重覆的作出小動作（例如：手或手指上下或左右擺動或扭動、或整個身體移動不定） 

  Yes 是   No 否 
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(iii) Extreme difficulty coping with change 

 極端困難應對變化 

  Yes 是   No 否 

 
(iv)  Great distress/difficulty changing focus or action  
 極大的困擾/難度去更改焦點或行動 

  Yes 是   No 否 

 
C.  Symptoms cause clinically significant impairment in social, occupational, or other important 

areas of current functioning 
 症狀造成臨床顯著的社會、職業或其他重要領域的功能障礙 

  Yes 是   No 否 

 

6. Does the patient currently require the listed 
treatment(s)? If yes, please provide the start 
date and details.  

 病人現在是否進行所列的治療？如是，請提供

開始日期及詳情。 
  

  Yes, provide the start date and details below 是，請提供開始日期及詳情  No 否 

 
Types of Treatment 治療種類 Start Date 開始日期 

  (dd/mm/yyyy) 
 Behavioral Therapy 行為治療 ______ / ______ / ________ (日/月/年) 

  (dd/mm/yyyy) 

 Occupational Therapy 職能治療 ______ / ______ / ________ (日/月/年) 

  (dd/mm/yyyy) 
 Speech Therapy 語言治療 ______ / ______ / ________ (日/月/年) 

  (dd/mm/yyyy) 
 Psychological Interventions 心理治療 ______ / ______ / ________ (日/月/年) 

  (dd/mm/yyyy) 
 Special Education 特殊教育 ______ / ______ / ________ (日/月/年) 

         
Please list out the details and institution(s) providing such treatments. 
請列出有關詳情及提供治療的機構 

 
 _____________________________________________________________________________  
 
 
 _____________________________________________________________________________  
 
 
 _____________________________________________________________________________  
 
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.  
由開始上述治療至今，病人的情況是否繼續符合根據精神疾病診斷與統計手冊  (DSM-5) 所定嚴重程

度 3 的標準？如是，請提供最新報告。  

  Yes 是   No 否 

 
Please describe the progress or responses of the patient from the above treatment or therapy 
provided. 
請描述病人接受上述治療或療法後的進展或反應。 

 
 
 _____________________________________________________________________________  
 
 
 _____________________________________________________________________________  
 
 
 _____________________________________________________________________________  
 

7. What is the prognosis of the patient? 

 病人現時進展及狀況 

 

8. Do you know whether the patient was 

suffering from any other major, chronic or   

   congenital disease? 

   你是否知道病人曾患有任何其他嚴重、慢性  

   或先天性疾病？ 

 Yes (please provide details) 是（請提供詳情）  No 否 
  
 
       ________________________________________________________________________________ 
 
 
       _________________________________________________________________________________  
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9. Please list details of all medical history (apart 

from what have mentioned above) that          

the patient had ever consulted you with.                 

 請提供病人過去曾向你求診的所有醫療病歷詳 

情（除上述已提及外）。 

Consultation date Complaints/Symptoms Diagnosis Treatment given 
 求診日期 主訴 / 病徵 確診 所提供治療 
 
 
 _________________   _________________________   __________________________   ____________________________  
 
 
 _________________   _________________________   __________________________   ____________________________  
 
 
 _________________   _________________________   __________________________   ____________________________  

10. Was there any usual doctor of the patient 

other than you? 

 病人是否有其他慣常求診的醫生？ 

 Yes (please provide name & address of the doctor) 是（請提供醫生姓名及地址）  No 否 

    

11. Any additional information you consider  

      relevant to this claim. 

 其他與是次索償有關的資料。 

 

Declaration  聲明 

I hereby certify that I 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.  I hereby declare that no information has been withheld by me at 
the request of the patient or his/her family. 

本人謹此聲明曾親自為病人檢查及作出診治，以上填報的各項資料乃本人基於病人的情況而提供意見，所有答案，就本人所知所信，均為事實全部並確

實無訛。本人在此聲明，沒有任何病人或其家屬要求本人隱瞞任何資料。 

 
 
 

 
 
 
 
 
 
 
 
 

   

 Name in block letters of Attending Physician / Specialist and Qualifications 
 主診 / 專科醫生姓名及資歷 

 

 Address and Contact No. 
地址及聯絡電話號碼 

 

  
 
 
 
 
 
 
 
 

   

 Signature of Attending Physician / Specialist (with chop) 
 主診 / 專科醫生署名（蓋印） 

 

 Date (dd / mm / yyyy) 
日期 (日 / 月 / 年)  

 

 

 

 
 


