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R LE AR - B premsees | | | | | [ | |

For claim of “Parkinson's Disease” or “Less Severe

Private & Confidential A A\ 4% ;fgg}ﬂsﬁl%;%jﬁ?s; e
S E I A SE I

TO BE COMPLETED BY THE ATTENDING NEUROLOGIST AT THE CLAIMANT’S OWN EXPENSES
H ZR2 BB LR - T B/ F RN A1TEE

Important note EEEETE
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 THBEREFERIETERE—UENEN - MEAASIERILRE - B TR A TRRE S -

1. Name of the Patient (Insured) 2. HKID Card / Passport No.
WA (ZERAN) ## EAEG (| IR
3. Details)of thﬁ current diagnosis First consultation date for this illness (dd/mm/yyyy)
TR BLBRIRETE TR H i / / (HIA 1)
Date symptoms first appeared (dd/mm/yyyy)
R EE R H / / (HIB15)
Details of symptoms presented
REEES
Final diagnosis
i eesi
Date of diagnosis (dd/mm/yyyy)
ZHE / / (H/B 1)

Ls th§ diagnosis Idiopathic Parkinsonism?
ZHERL T A R PR VRO A 2

O Yes 2 [0 No (please provide details & the cause) & (FHEFEHLEENE KA
4. WT?t teSti.an%.lnveStlgatlc:ns Wi C?dmed Date of Test (dd/mm/yyyy) Test Item Result
out to confirm diagnosis (p.ease provide BRI (0B 14 HERTE vy
copies of all reports, including relevant
tests/diagnostic reports)
M TR R ARER AR E 2l ¢ (AR
FrEsSEIA - BIEARHRR e S )
5. Was the patient hospitalized for treatment O Yes (please provide details) /2 (F5f2HEEER) O No#

due to this illness? B
173 R TR 8 A B 2 Period of Hospitalization
Rt A

Name of Hospital

Bt

Treatment(s) performed during hospitalization
ERe HAT o AT THY AT

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

RS (EIETER M R AER - EREER - AaOMEE R R TE)
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6. Current conditions of the patient

TANIRFF L

(a) Is the patient on medication for Parkinson’s Disease?
T NI E & 2 R IH S R R EEY B 2
[0 Yes (please provide details, including treatment period)

& CGGHfRfGHE - Giamf)

(b) Has the treatment been successful in controlling the symptoms of Parkinson’s Disease?

FRH AR P AR 2

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

ek L A BT RS ELECH S BETTARE BOM
& (EFEREHUSEIEOWSH) iR EA T
FARIVAE ST -

Dressing: putting on and taking off all
necessary items of clothing without
requiring assistance of another person.
BAR ¢ fEfRFREAM N LEBEN T - 1
BT KRB — VIR -

Feeding: all tasks of getting food into the
body once it has been prepared without
requiring assistance of another person.
B R HA A LEBIRET -
EfTERTHETFZ &Y -

[0 Some help or supervision is needed (e.g. to wash the back, hair)

O Needs someone to help most of the times

[0 Yes (please provide start date & details) 2 (et ) O No &
(c) Are there signs of progressive impairment?
BT UM A BRI IR ©
O Yes (please provide details) 2 ( Z5#2t5E ) O No &
7. Permanent and irreversible impairment in Please tick against the box that most accurately describes the patient’s ability.
Activities of Daily Living (ADL) HERRPETHE AR TR TS -
H ' A S Eh 7k A A BE B T AE s
Washing: the ability to wash oneself inthe | [0 No help is needed N A

(] R E RS
PNy IR i)

0 Not able to do at all (to be washed or bathed entirely by caregiver) SEEfEEETTAR
Is there a possibility of recovery from this impairment?
SRR T AR AR NS 2
O Yes (please provide details) & (Z5HEAtEE) 0O No #&
O No help is needed e

[0 Some help or supervision is needed (e.g. put clothes or trousers)

O Needs someone to help most of the times

B RGBSR
RER I IS T 2 5 B

0 Not able to do at all (needs to be dressed entirely by caregiver) SEEEEETTSER
Is there a possibility of recovery from this impairment?
IETETRE A FTRETRIENS 2
O Yes (please provide details) &2 ( #552LEEE) O No &
O No help is needed AEE

[0 Some help or supervision is needed (e.g. to scoop food)
[0 Needs someone to help most of the times
O Not able to do at all (needs caregiver to feed entirely or is tube-fed)

Is there a possibility of recovery from this impairment?
BT RERRREA T R MAENS 2

[ Yes (please provide details) & (ZEfefEEE)

T RR 2B B ER
PG SR IEEE i)

AR TR

O No &
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Continence: the ability to voluntarily control
bladder and bowel functions so as to
maintain personal hygiene.

RN+ FERIE 5 RIS TR H 58

73 0 DAGRRHE A4 -

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

B8RS - AR AR BER T » 7]
BT EPEIR ~ bt K R FRETL ©

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

TTENRES] * TERERERIEBIRIEILT - =]
EfTHE—MEHEEHES—MEH -

0 No help is needed NHEE )
0 Some help or supervision is needed (e.g. to get on or off the toilet) (B R B e e 22
0 Needs someone to help most of the times RERST i RIE T
O Not able to do at all (needs diaper and cleaned by caregiver) SERUEEITER
Is there a possibility of recovery from this impairment?
ISR RERRREEA I RETRENS ?
[ Yes (please provide details) & (ZEFEALEER) O No &
O No help is needed R 8

[l E e
KBRS AR R A )

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

[0 Needs someone to help most of the times

O Not able to do at all (needs to be placed on the chair/bed by caregiver) 54 % EH TR
Is there a possibility of recovery from this impairment?
IETEYIREEEEA T REIRIENS ?
[0 Yes (please provide details) & (FHHeftEEE) O No &
O No help is needed N A

O Some help or supervision is needed A I B =S

RER I D e 2 5B

[0 Needs someone to help most of the times

O Not able to do at all SERIAETTIER,
Is there a possibility of recovery from this impairment?
IS TEIREREREA T RE RGNS 2

O Yes (please provide details) 2 (3EHRfEsEN) ONo &

8. What tests did you use to establish the
patient’s function of each ADLs mentioned
above (e.g. standardised functional
assessments, observation of patient
performing ADL specific tasks, etc.)?

AT HEPEREARE R AR B H A S E S
HIZhRE 2 (B LThRERT AL - BEH A
1T EEEE)

If your assessment was taken from reports provided by the patient or relatives, please attach copy of such
report(s).

IR TRIE N R B ITFE RS+ 350 L AR &l -

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

AN B TRIR A 2

10.1s the patient’s diagnosis related to the
circumstances or conditions provided in this

section?
A2 S (D 51 Y BB
e 2

O Yes (please check appropriate and give details) & (GE#EHERE & F M IgMEEE) O No &

ZEY) | RE BRI

O Drug-induced or infections

O Vascular issues or brain tumours 72 T R B A PR

O Self-inflicted condition or suicide ByEEN 1 Bi%

O Under influence of alcohol or toxic substances ZE S R

O Past injury W25

O Neurosis or psychiatric illnesses THECHERE A RO FR
O Others s

If yes, please provide full details
i tsaa

11.Had the patient previously referred to you
by other doctor?
WA B G HA B A 4E K 2

O Yes (please provide name & address of the doctor) & (EIRfitEe4Z Fthhk) O No &
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12.Did the patient have any of the following O Yes (please provide details) & (FEHeftaER) 0O No #&
habits - smoking, drinking or drugs taking?

WAREHLLNENE - B - BB % O Smoking % O Drinking £H O Drug taking g FHZEY)
Y ?
Duration Consumption per day
FHERER HRAE
13.Do you know whether the patient was O Yes (please provide details) & (FEHEftaER) O No &

suffering from any other major, chronic or
congenital disease?
IR EIE R N BT EA R - 181

SRR ?
14.Please list details of all medical history Consultation date Complaints/Symptoms Diagnosis Treatment given
(apart from what have mentioned above) Kz HH FF tE AR L a7

that the patient had ever consulted you with.
TR N B E Y E K2 T BRI
=1F (FREAERRIN) -

15. Was there any usual doctor of the patient 0 Yes (please provide name & address of the doctor) /2 (FEHEALEEAE4E2 Fthik) O No &
other than you?

WA A HAE R K2R B4 2

16.Have the biological parents or siblings of the | [0 Yes (please check appropriate and give details) & (&E#EEEHE = MEEHEES ) ONo &
patient been diagnosed prior to age 60 with

any of the illnesses listed in the right side? U Cancer HEAE
I3 N A2 SO BB L B I ARAE S TR Z iTE O Heart disease Lo
BEALHNZ PR ? O Stroke e
O Diabetes HER IR
O Alzheimer's Disease Fel 22 ERE
[0 Parkinson’s Disease TS HH
O Polycystic Kidney Disease L BENEENR

O Other inherited disease or disorder H:ftti& {# 4555

Please provide details
LR

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

HAELERR EARHIE R -

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.

RNGEMEH A B A R AF 206 - DL RIS IHE R AR AZEROR AR BRI R FrAS % SA AP E » 19 R B E i
AL - ANEEY] - ST EAE A SHREEOR A N B E M

Name in block letters of Attending Physician / Specialist and Qualifications Address and Contact No.
T2 | R ERE ik e Jké& R SS9
Signature of Attending Physician / Specialist (with chop) Date (dd / mm / yyyy)
T2 I HRRAES (FEHD HEI(H /A1 4)
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