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Critical lllness Claim Form — Part Il Policy Number

e s R — S8 treases | | | | | | | | |

Private & Confidential FAA KA For claim of Other Critical lliness RN EMEEER

TO BE COMPLETED BYTHE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
HIZEEER » iR B BN BTTRE

Important note EEEEETH
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 TR ARAATNZREA @ B ToAER IR FRI S T RE—VIAREN - MEAATERLRE - B TR TEAATMAREZSE -

1. Name of the Patient (Insured) 2. HKID Card / Passport No.
WA (ZIRA) #H4 EEG G | ISR
. . First consultation date for this illness (dd/mm/yyyy)
3. De}aﬂs of thﬁ current illness SR BRATE 2ok i / / (HIA)
BB
Date symptoms first appeared (dd/mmliyyyy)
P B H / / (RIAIE)
Chief complaints / symptoms
FF R
Final diagnosis
&S
Date of diagnosis (dd/mmiyyyy)
2 HEA / / (/A
Diagnostic test performed & result
TR [EWRERE S
Previously treated for same/related disorder? O Yes (please provide details) O No
B YR EHEAH R P 2 e ? = (GHERAGES) &=
Is there any complications? O Yes & O No &
EEAEE?

If yes, please give details.
I 0 ER LR -

4. If due to accident, please describe the )
Date of accident (dd/mmlyyyy) Place

accident in details. ZYNEEA / / (H/AIE) B
EREINEEL » RSN

Cause of Injury

ZIGKE

Injured part, nature & severity of injury
ZGEAL - AR BB

5. Was the patient hospitalized for treatment O Yes (please provide details) & (FHF2HLEER) O No &

. 2
due to this illness? Period of Hospitalization

R NB AR R o ALz af ? JEsica
Name of Hospital
e

Any surgery performed during hospitalization? O Yes (please provide details) 0O No
EREHIR 2 & A T T+l ? & GHfRGERE) &
Date of surgery (dd/mmiyyyy)
Fily HHH / / (EITAHF)
Name of surgery
ER(E=

Other treatment performed

TR H A AR

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

HibEiR® (EEMEEUR AR - JaREER - A OFEE RS

IL/CLM/FORMI/CI-II/SEP2024 1of3


mailto:info@generali.com.hk
mailto:info@generali.com.hk

6. Is it possible that this illness was related to
the factors listed in the right side?

RS ARGURETIZ EAR ?

O

Yes (please check appropriate and give details) & (58EERE i IR HtER)
BREE 1 8%

O Self-inflicted condition or suicide

O No &

O Under influence of alcohol or other psychoactive substances 2SS gE Y
O Involvement in high risk activities =S

O Pastinjury oriliness WG | B

O AIDS and/or other sexually transmitted disease B LI S A M

O Psychological condition LHEIRZE

O Occupation ke

Please provide details

HTEHLEEE
7. Had the patient previously referred by other O Yes (please provide name & address of the doctor) J& (FEfEfkE A4k Rttt ) O No #&
physician?
TRAE B AN B A 2
8. Activities of Daily Living (ADL) Please check against the box that most accurately describes the patient’s ability.
H & 4= S EE) B R BT ARE TR TIHE -
Washing: the ability to wash oneself inthe | O No help is needed ENE37
bath or shower (including getting in or out | 1 gome help or supervision is needed (e.g. to wash the back, hair) TR s i Bl i B e
of the bath or shower) or wash oneself by
any other means. O Needs someone to help most of the times Ry B R T p
Bk L A AT EAELEGR AT TRBEOR | O Not able to do at all (needs to be washed or bathed entirely by caregiver) SEAAEEETTSER
o (EFEEHDATIEOWART ) B FHAM 7
FAEATRES] -
Dressing: putting on and taking off all O No help is needed NEE R
INMSEIEY 'te_ms of clothing without O Some help or supervision is needed (e.g. to button clothes, put on trousers) {7 T2 {77 8ok B 22
requiring assistance of another person.
A AR A AR R A 0 Needs someone to help most of the times KA I T ED A ZE B
BITHFE NERE—VIFTEXRY) - [0 Not able to do at all (needs to be dressed entirely by caregiver) SEefEEE TR
Feeding: all tasks of getting food into the O No help is needed ENE37
bOdy_ enes it has been prepared without O Some help or supervision is needed (e.g. to scoop food) (E R e
requiring assistance of another person.
A (PR A EERYERT 0 6 [0 Needs someone to help most of the times KSR R E R BB
BT EECTEFT &Y - O Not able to do at all (needs caregiver to feed entirely or is tube-fed) SES L ETT5E
Continence: the ability to voluntarily O No help is needed TR
contrql blgdder and bowgl functions so as [0 Some help or supervision is needed (e.g. to get on or off the toilet) (B8 B i Bh e EE 22
to maintain personal hygiene.
HRT © A HeHIERE B IR AR H SRS [0 Needs someone to help most of the times KSR R E R BB
J7 0 DIGRIERE A - O Not able to do at all (needs diaper and cleaned by caregiver) SES L ETT5E
Transferring: getting in and out of a chair O No help is needed TR
g;:iiga\rI]V(I:tehOUt requiring any physical [0 Some help or supervision is needed (e.g. to get on or off the chair/bed) (B B i Bh e EE 22
BEEE T :'Eﬁ%&@%gﬁﬂfgﬁ;ﬁT s\ 0 Needs someone to help most of the times KBS HFRETH R B A B
BT Y%K -~ Aot K B FHRETL - [0 Not able to do at all (needs to be placed on the chair/bed by caregiver) SEMEE H 1T
Moving: The ability to move from room to O No help is needed FEZ R
;C;C;?;t\;\lrl]t:gut requiring any physical [0 Some help or supervision is needed (B T B e R 22
TEIEE S « FEEE(TMEBNEN T > | O Needs someone to help most of the times R E I B 3 R B
BiTHE—HErEEEES—HEME - O Not able to do at all SE& A ET5K
9. Is there any patient’s family history or other O Yes (please provide details) & (GEFetaER ) O No &
precipitating factors which would have
increased the risk of this illness?
TEIIRI I A RHEART 50 e S B At R 2412
(SR N R e Ay e
O Yes (please provide details) 2 ( Z5HELEElE) 0O No #&

10. Did the patient have any of the following
habits - smoking, drinking or drugs taking?
WA LT EE - R - UMk HIEE
LZ/e

O Smoking % O Drinking BCH

Duration

R BRHE

O Drug taking Ff:FHgE)

Consumption per day
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11. Do you know whether the patient was O VYes (please provide details) = ( S52{itsE) O No &
suffering from any other major, chronic or

congenital disease?

IRRBRIERA Y A EMHEARE - 18k

BRI ?
12. Please list details of all medical history (apart | Consultation date Complaints/Symptoms Diagnosis Treatment given
from what have mentioned above) that the Kz B R HE R ftiagE

patient had ever consulted you with.
SRR N B G MIOKZHIPTA BT
1% (BrbkEsessh) -

13. Was there any usual physician of the patient O Yes (please provide name & address of the doctor) 2 (GEHEALES A4 Rl ) O No &

other than you?
RN A HAE SR ek ©

14. Have the biological parents or siblings of the | O Yes (please check appropriate and give details) & (G5 EFERIRAEE) 0O No #
patient been diagnosed prior to age 60 with O Cancer i
. ) ) . T
iny of the |Ilnesies Ils\ted"ln the rlgﬂt side? N O Heart disease Lol
a8 [ A IR A2 SCIREE I BB AR AR 75 15 Al O stoke -
BEEALYIZER? )
O Diabetes HEPRIA
0 Alzheimer’s Disease [Epist ox T
O Parkinson’s Disease THE R
O Polycystic Kidney Disease SR B
O Other inherited disease or disorder LAl 788 (e P 50

Please provide details
SR

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

HAtELR KRR EABIHTE R -

Declaration E¥HH

| 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.

RNGEME I Y A B AR R AF G - DU ISR AR NEER ARYEL R R R, > FrAE % SR AFTRIF(E » 39 R e S il
T - AR > LA ETN A SR E RS AR &R -

Name in block letters of Attending Physician / Specialist and Qualifications Address and Contact No.
T | R R AR ikt e Jké& R SRS
Signature of Attending Physician / Specialist (with chop) Date (dd / mm / yyyy)
T2 I ERELEES (EHD HEF(H /A1)
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