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RS HE R - B8 (M0

Internal Use Only RAtPEREER
Claim No. PRI AR

Policy Number

||

||

I

For claim of “Cancer” | “Carcinoma-in-situ”/ “Early-Stage Malignancy”/ “Benign Brain Tumour” |

“Surgical Excision of Covered Benign Tumour”

BRI | T | TR | T RIGISIES | T FTG R R FE

TO BE COMPLETED BYTHE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
H TREBELESR TR B FEN BT E

Important note égﬁ

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 TERARALTNRARA - FH THEERILR FRUS TERE—TARER - MEAATERERE - B TR TEAATIMAREZE -

WA (ZERA) #E4

1. Name of the Patient (Insured)

2. HKID Card / Passport No.
GG | EIRRS

3. Details of the current iliness
ERERAEEE

First consultation date for this illness
L PERITE IR H

Date symptoms first appeared
TS R H

Chief complaints / symptoms

WA

(dd/mmlyyyy)
/ / (BRI

(dd/mmlyyyy)
/ / (BRI

Final diagnosis
R

Date of diagnosis

T2 /

(dd/mmlyyyy)
(HIRIAF)

Diagnostic test performed & result
TR G Sl

Previously treated for same/related disorder?

B Y R [E AR R PR 2 e fE 2

O Yes (please provide details)
& GHRIGER)

Is there any complications?

EEAGEE?

If yes, please give details.
I 0 ER R o

O Yes & O No &

due to this illness?

4. Was the patient hospitalized for treatment

AL PR 8 A LR iz af ?

O Yes (please provide details) & (ZEfEftaElE)

Period of Hospitalization
R

O No &

Name of Hospital

Bl

Any surgery performed during hospitalization?

(EBEHARTR A AT T 2

Date of surgery

ERCIEE|

O Yes (please provide details)
= (R

(dd/mmlyyyy)

/ (BIAIF)

Name of surgery

EREA

Other treatment performed
HEITHVHA AR

Brief discharge summary (including investigation tests & results, results of the treatments, any complications and

follow-up plans)

PR (EREHES AR - JARER - A A R #])
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5. Had the patient previously referred by other O Yes (please provide name & address of the doctor) & (:EfefitE4 L EHut) O No &
physician?

AT A H At 2R 2

6. Details of the current Cancer / Carcinoma-in- .
Site of the tumour

situ / Early-Stage Malignancy REisR7
- A=
R TREE TR | REAEE ) SRS

Staging of the tumour Staging System
FEE Gl SRS Gl ESH

Was it Carcinoma-in-situ? O Yes & O No &

EmB IR ?

Was it early-stage malignancy? O Yes & O No &
B P ?

Was the tumour completely localized? O Yes & O No &

ey s IAG S e

Was there uncontrolled growth of malignant cells? O Yes & O No &
MR R A 2 A R R E 7

Was there any invasion of adjacent tissue or regional lymph node? (0 Yes /& O No &
He e 5 2 B B HA AR A AR S B S 2

Was there distant metastasis to other organ(s)? O Yes & O No &
HERIE BRI E B B ASERE 2

Is the diagnosis confirmed with histological examination? O Yes & O No &

PETRE SEREITTEE ?

If yes, please provide details (including type of examination & result) and enclose the histological
report.
T RIS (ISR AR ) R BB A -

If no, please provide the reason(s) of not performing the histological examination in details.

T o SRR TR AR A -

7. If the tumour is benign in nature, please Was there any malignancy potential according to appropriate O Yes 2 O No &
provided details here medical criteria during investigation?
IR Bt o SEAE R (R o MR B AT (E A AR 57 SR VB e M A 2

If yes, from what evidence? Please give details and enclose the investigation reports.
e 0 e ARSI S AT R

8. If the diagnosis is Leukaemia, please I; it CHhrormic Lymphocytic Leukemia? O Yes 2 O No &
provide details here. i P MR AR 3 s 2
sppe e, uE B ) . i
MDETRE M » SFESLRR I Please confirm the RAI or Binet stage. [0 RAI stage 4% O Binet stage 4k 71

SAMEER RAI 2 Binet &5

Is it malignant melanoma? O Yes & O No &

EAEER ORI ?

9. If the diagnosis is skin cancer, please
provide details here.

24 3 i, SE B2 rd . .
DT RIENE » ARSI If yes, please provide the biopsy report and resuilt.

A AT R B A R AR -
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10. If the patient suffered from brain tumor,
please provide details here.

EIRNERISE - AR -

Site of brain involved

PR AR =

Is it tumor of the acoustic nerve, in pituitary gland or spine?

AT SIS ER AR ?

Is the tumor in the form of cysts, granulomas, haematomas and other

malformations in or of the arteries or veins of the brain?

PSR - AZEE - A - S EREERIRILE B 2

If yes, please provide details.
e At EE o

O Yes & O No &

O Yes & O No &

15. Do you know whether the patient was
suffering from any other major, chronic or
congenital disease?

IR ARIER A Y B H i - 18k
B R MR ?

11. Details of all diagnostic tests (apart from Date of Test Test Item(s) Result
above mentioned) performed and the result. fants H HA TaEsIE H 4E
FrE=Eels (b DLESERAN) BIEEE K
SR -

Please enclose copies of the diagnostic test and
laboratory reports.
AN LB R (L5 -

12. Treatment details. Type(s) of treatment administered & fELE Details ¢{%
Ny =
AR O Radiotherapy

[0 Chemotherapy [

0 Hormonal therapy fa/fl 5269

O Target therapy FZE &5

O Surgical FNHlr

O Palliative 474847

[0 Others HAtf
Date of treatment (dd/mmlyyyy)
et =L / / (HIR4E)

13. Is there any patient’s family history or other O Yes (please provide details) & (G5FeAtaER) O No &
precipitating factors which would have
increased the risk of this illness?

TEIER I 1 AR SR S B At R 2412
(SR R e Ay g

14. Did the patient have any of the following O Yes (please provide details) & (E5#E(k¢) O No &
habits - smoking, drinking or drugs taking? ) o ) ) o
ﬁj\%éﬁu—ﬁ‘@,rg _ [&@ N ﬁ}(@iﬁlﬁﬁﬁ%’? O Smoklng I:Diig O Drlnkll’lg ﬁ/@ O DrUg taklng H&Fﬁ%ﬁ‘%#@

m? Duration Consumption per day
Frn FRH=E
O Yes (please provide details) & (FHEEEEERE) O No #&

16. Please list details of all medical history
(apart from what have mentioned above)
that the patient had ever consulted you with.
AR B2 Y AR AT SRR
sEE (FREAERRFIN) -

Consultation date ~ Complaints/Symptoms
Kz HIH T/

Diagnosis
T2

Treatment given

e (it B

17. Was there any usual physician of the patient
other than you?

WA H HAEF R AR 4 2

O Yes (please provide name & address of the doctor) & (FHigfteAu L Rihlk) O No &
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18. Have the biological parents or siblings of the

O Yes (please check appropriate and give details) 2 (5880 EE TGS ) O No #&

patient been diagnosed prior to age 60 with O c -
any of the illnesses listed in the right side? ancer EIE
S [P AR A SCREE L SB S IRAE 7S B Al O Heartdisease LB
BEBEAYZ R ? O Stroke i,

O Diabetes PRI

O Alzheimer's Disease [ 24 G BT

[0 Parkinson’s Disease LR

O Polycystic Kidney Disease EZ id=r

O Other inherited disease or disorder HAth S {EH MR

Please provide details

et

19. Any additional information you consider
relevant to this claim.
HAM LR TR E A BRI ©

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.

AAGERLE I BB R MR E R AF s - DL RIS IRE R A ABPR AR E R - A% - SR ARG © 9 AET 2T
fedtt - RASELLEEH - JLAEMTR A S SE ZRA ARl (E &R -

Name in block letters of Attending Physician / Specialist and Qualifications Address and Contact No.
2 | BRI AR Mk R4S B EE SRS
Signature of Attending Physician / Specialist (with chop) Date (dd / mm / yyyy)
T | EREEES CGEH) HEA(H 1A 145)

IL/CLM/FORM/CANCER-II/SEP2024 40f4



