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Policy Number
Critical lliness Claim Form — Part Il et S N N R R R

ﬁﬁﬁ%ﬁ EE%%% - %:%‘Bﬁj\ For claim of “Alzheimer’s Disease / Irreversible Organic

Degenerative Brain Disorders” or “Early Stage Dementia

i i i 7 including Early Stage Alzheimer’s Disease”
Private & Confidential f iR B R TR SR 5, % T
HHGBILIE (EfE R BRI )

TO BE COMPLETED BY THE ATTENDING NEUROLOGIST AT THE CLAIMANT’S OWN EXPENSES
H TS BB LIRS - Tm B IR BN B1TEE

Important note EEZEIETH
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 THIRAREATINZARA » B THBERIEFERIETERE—VENEN - EAASIERILRE - B TR AR SRR E S -

1. Name of the Patient (Insured) 2. HKID Card / Passport No.
WA CZIRA) #4 RS | RS
3. Detailskof thﬁ current diagnosis First consultation date for this illness (dd/mmiyyyy)
B HELHIREE B BRIRETE O H i / / (HIA 1)
Date symptoms first appeared (dd/mml/yyyy)
TR EE R H A / / (HIA /%)
Detajl§ of symptoms presented
REEES
Final diagnosis
RS
Date of diagnosis (dd/mm/yyyy)
= Hi / / (H/AIE)
4. What tests and Investigations were (a) Did the patient undergo a Mini Mental State Examinations (MMSE)?
performed to confirm the diagnosis (please I A N TR S R R ©
provide copies of all reports, including
(glgv%nt tesj[s/diagnostic reports) O Yes (please provide details) & (ZEFEALEER ) O No #&
T EEHE ARSI E 26 ? (G5t
FrEHEEIA » EiEERGEZEESRS) Date of MMSE (dd/mm/yyyy) Results /Score of MMSE
EES (H/AKE) R

(b) Have there been any other tests being performed?
e T H A b B ?

O Yes (please provide details) &2 (5HELEEE) O No &
Date of Test (dd/mm/yyyy) Test Assessment Result
TeSaH T (H/R /) TRBEETAL &
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5. Was the patient hospitalized for treatment
due to this illness?

WA SRR G ARz ek ?

O Yes (please provide details) /& (FEfefsEE) O No&

Period of Hospitalization

{ERERFH

Name of Hospital
A

Treatmen\t}(s&pgrfqrmed during hospitalization
(ERE AR o TR

Brief discharge summary (including investigation tests & results, results of the treatments, any
complications and follow-up plans)

PR (EUERES MR AER  BREER - AR OFE R #])

6. Current conditions of the patient

o NBRIHE L

(a) Is there evidence of deterioration or loss of intellectual capacity or abnormal behaviour arising
from Alzheimer’s Disease or irreversible organic disorders?
A BRI AR EE R R LBk - BT R 2 R R R 2R TR B AN =T
W s B MR RRS (2 ?

O Yes (please provide details) 2 ( Z5#2tE ) O No &

(b) Is there evidence of deterioration or loss of intellectual capacity or abnormal behaviour resulting
in significant reduction in mental and social functioning?

A H RN A Z BHERE R » BT R Y, HEOLEAI SRR T ?

O Yes (please describe the findings) & (iR ) O No &

(c) Does the patient require continuous supervision because of the significant reduction in mental
and social functioning mentioned above?

A S R GBI S DIRE R T I Re e 2 i s 2

O Yes (please provide details) & (Z5HEAtaEE) O No #&

Basis of evaluation

SR

Date on which continuous supervision was first required (dd/mm/yyyy)
R GEE S5 e St ] / / (AIBI4E)

(d) Can the condition be controlled with medication?

T o] DU St 15 2

O Yes (please provide details) & (SEHEHEE) O No &
Date the medical treatment first started (dd/mm/yyyy)
Rk EE LYy A= / / (AIBI4E)

(e) Please describe the progression of the patients Alzheimer’s disease condition since the time the
patient was first and last seen at your hospital/clinic (e.g memory and thinking changes)
SHAUE N\ B 85— KA — KRBt | 2Pstas AR 2208 IE 0V g R (BIaECEofE
YeE(l) 2
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7. Activities of Daily Living (ADL)
H & 4= EEE)

Washing: the ability to wash oneself in the
bath or shower (including getting in or out
of the bath or shower) or wash oneself by
any other means.

gk L A BT RSB A M ET TR B B0
& (EFREEUDATIEBOWSRT ) B HHE A7
FERINVAE ST -

Dressing: putting on and taking off all
necessary items of clothing without
requiring assistance of another person.
AKX ¢ R HA A CEBIE R T > "
ET53E MRV RY) -

Feeding: all tasks of getting food into the
body once it has been prepared without
requiring assistance of another person.
B ¢ AEMRRRHA A EBIER T » 7]
BEfTERCHREEFZEY) -

Continence: the ability to voluntarily
control bladder and bowel functions so as
to maintain personal hygiene.

RN - AERIE S RIS TR H #5E
77 0 DAGRFHE A4 -

Transferring: getting in and out of a chair
or bed without requiring any physical
assistance.

BEIRE ] - AR ATEBIER T » 7]
BT EJ&IR ~ Aot e B RFETL ©

Moving: The ability to move from room to
room without requiring any physical
assistance

fTEIHES) © TEMER TR EIHIERL T - 1]
BEfTHE—fMEMEEEES—fEMH -

Please tick against the box that most accurately describes the patient’s ability.

A EEFERAEATIN A RE JIRY 51 -

O

| O o0oao Ooo00o0aog Ooo0oo0oaod o oo

O 0oao

No help is needed
Some help or supervision is needed (e.g. to wash the back, hair)
Needs someone to help most of the times

Not able to do at all (to be washed or bathed entirely by caregiver)

No help is needed
Some help or supervision is needed (e.g. put clothes or trousers)
Needs someone to help most of the times

Not able to do at all (needs to be dressed entirely by caregiver)

No help is needed
Some help or supervision is needed (e.g. to scoop food)
Needs someone to help most of the times

Not able to do at all (needs caregiver to feed entirely or is tube-fed)

No help is needed
Some help or supervision is needed (e.g. to get on or off the toilet)
Needs someone to help most of the times

Not able to do at all (needs diaper and cleaned by caregiver)

No help is needed

Some help or supervision is needed (e.g. to get on or off the chair/bed)

Needs someone to help most of the times

Not able to do at all (needs to be placed on the chair/bed by caregiver)

No help is needed
Some help or supervision is needed
Needs someone to help most of the times

Not able to do at all

SN Eg T

T RGBT
PNy IREE i)
SEREA TR

e

T RGBT
PNy IR i)
SEREA TR

NS ]
[l E e
RER I D e 2 5B

sEafE BT

NGES

(] R E RS
PNy IR i)
SEEHEATTRER

ENES ]

TR AR R i 42
RER I D e 2 5B
SEEMEB TR

R

1 R 2B SRR
KBRS T S A
SEEHEATTRER

7. Is there possibility of recovery from this
impairment?

WAERAAREHE ?

|

Yes (please provide details) =& (FHfeHEERE)

O No &

8. What is the prognosis of the patient’s
condition?

AR B TRIR A 2

by other doctor?
o NS A A LA B8 A 48 A 2

9. Is the patient’s illness related to the O Yes (please check appropriate and give details) & (GHF#EHEE & E M RIRAEEE) O No &
circumstances or conditions provided in this O Self-inflicted condition or suicide BT
section?
N f i S L B
5 A A B B (3 B S S (e A 0 Under influence of alcohol or toxic substances ZtE s EE
e O Past injury W25
[0 Neurosis or psychiatric illnesses THECHERE T KR 1R
O Others IS
If yes, please provide full details
SRS
10.Had the patient previously referred to you O Yes (please provide name & address of the doctor) & (GEfRftEE4MZ dhtk) O No &

IL/CLM/FORM/CI-II (AZ)/[JUN2025

3of4




11.Did the patient have any of the following O Yes (please provide details) & (FEHEALEERE) ONo &
habits - smoking, drinking or drugs taking?

WAEREAL N EE - W - SONER % O Smoking W% O Drinking EE O Drug taking iz Az
w2
Duration Consumption per day
FHEERT (SHNEE
12.Do you know whether the patient was O Yes (please provide details) /& (FHfef:EE) O No &

suffering from any other major, chronic or
congenital disease?

IRERFER A G A EMHEAMRE - 24

E N e e

13.Please list details of all medical history Consultation date Complaints/Symptoms Diagnosis Treatment given
(apart from what have been mentioned Kz Hill TR R 2 Pt G
above) that the patient had ever consulted
you with.

SFAEEEURE A B E Y AR K HIFTA SR
s£F (PR EAERRSIN) -

14. Was there any usual doctor of the patient O Yes (please provide name & address of the doctor) & (FHHEMLEAE4E4Z k) O No &
other than you?

A ERAHAME T K2R A 2

15.Have the biological parents or siblings of the | [0 Yes (please check appropriate and give details) 2 (ZF#EEEH S E 0 GeEEERE) O No &
patient been diagnosed prior to age 60 with

any of the ilinesses listed in the right side? 0 Cancer HEAE
I8 NBIREAE SCREER SRR AR S TR Z R A O Heart disease O
BEFEYZ 5% ? O Stroke o,

O Diabetes PR

O Alzheimer's Disease Fal 22 GERE

O Parkinson’s Disease TAE

O Polycystic Kidney Disease 2 BEME YR

O Other inherited disease or disorder H:fl 5 {1455

Please provide details
IR

16.Any additional information you consider
relevant to this claim.

HAELR KRR EABIHTE R -

Declaration EEHH

| 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.

ANEEVERE B ARERIEL2E > MRS TR SR AW ARIE LM E R - FrAs % sA NS » 39 BB E S UN0E
B - ANAELLEI S ERTE A B SR A A\ R E Tk -

Name in block letters of Attending Physician / Specialist and Qualifications Address and Contact No.
Z | BRI e RER Hhk R B B R SR
Signature of Attending Physician / Specialist (with chop) Date (dd / mm / yyyy)
2 | ERELEES (EH) H (B /A1 4)
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