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Critical lllness Claim Form — Part Il Pol

e R - 8

Private & Confidential fAA B

Internal Use Only RAtPEREER
Claim No. PRI AR
icy Number

fReges | | | |

I

For claim of “Coronary Artery Disease” and related lliness

R TR B | REAERSREE

TO BE COMPLETED BYTHE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
HTZEERE TR/ F BN G TRE

Important note §E§}E

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 TERARAATNREA » B THAERIL R FRU S TR RE—VIAREN - MEAATEFRILRE - B TR TEAAT MAREZS -

1. Name of the Patient (Insured)
WA (ZERA) #4

2. HKID Card / Passport No.
G | EIRRS

3. Details of the consultation for current illness

TERIRIRHTEE

First consultation date for this illness
L PRITE K H

Date symptoms first appeared

T T R H 3

Chief complaints / symptoms

FH

Final diagnosis
A

Date of diagnosis

T2 /

(dd/mm/yyyy)
/ / (H/BIFE)
(dd/mm/yyyy)
/ / (H/B 1)
(dd/mmlyyyy)
/ (E/BIE)

Diagnostic test performed & result

T2 Ml B

B Y R E AR R PR 2 e iR 2

Previously treated for same/related disorder?

O Yes (please provide details)
& GHREGER)

Is there any complications?

EEAGFEE?

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

O Yes & O No &

4. Was the patient hospitalized for treatment

due to this illness?

A E SR B A (LR ez e ©

O Yes (please provide details) &

Period of Hospitalization
]

CERTR BN

O No &

Name of Hospital

Bl

EBEHIRE A AT T ?

Any surgery performed during hospitalization?

= GHRHGER)

Date of surgery (dd/mmlyyyy)
Tl / / (HIAIE)
Name of surgery

FHGHH

0 Yes (please provide details) O No

Other treatment performed
HEITHVEA AR

and follow-up plans)

HibEhR® (EIETELHEUR AR

BRREER - AR R IR AT )

Brief discharge summary (including investigation tests & results, results of the treatments, any complications
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5. Had the patient previously referred by other O Yes (please provide name & address of the doctor) 2 (hHe{EE A # Rthhl) 0O No #&

physician?
N A H At B 2 2
’ : Coronary arteries involved
6. Detais qf the coroEary artery disease SR TR IR
BRI IR E
Percentage of occluded in respect
of each involved artery
BB ARPAZERR AT o b
Was coronary angiography performed? O Yes & O No &
B TR REIR S #0T ?
Was open-chest surgery performed? O Yes @ O No®&
B REIA BN T T 2
If yes, please provide details including date and type of surgery performed.
R HEIRUEEEYS o ERE T AR -
If coronary bypass grafting, please state the numbers and sites of grafts inserted.
W Ryt ARBHARSS BRASAE T4 - SAREIIE A KL B
Types and details of other treatment rendered
FA TR e R ATTEE K
Did the patient have any treatments such as balloon angioplasty previously? O Yes & [ No &
A LR & Y 2 HA A RIR I E R T S A 2
If yes, please provide details including reason, date and name of treatment received.
BT AR - BERER - AR H R -

7. Details of all diagnostic tests (apart from Date of Test Test Item Result
above mentioned) performed and the result. T H 10 TeERTE H SR
Frastteats (B LREsERIN) BEEE R
G -

Please enclose copies of the diagnostic test and

laboratory reports.

BN LZBIR (LB -

8. Is there any patient’s family history or other O Yes (please provide details) 2 (sE#2{t=E%) 0 No #&
precipitating factors which would have
increased the risk of this illness?

TR AR RIS S e A R R
BE DS R R R 2

9. Did the patient have any of the following O Yes (please provide details) & (Z5FEAEEERS) O No &
habits - smoking, drinking or drugs taking?
ﬁk%@ﬁu?ﬂé‘fg _ [&)l:g N ﬁk/@@iﬂﬁﬁﬁé‘% O Smoking 53¢ O Drinking ﬁk/@ O Drug taking HEFH%";%%]
7/Ne Duration Consumption per day

FEHIRF ] FRAE
10. Do you know whether the patient was O Yes (please provide details) 2 (FE{2fts#E) O No &

suffering from any other major, chronic or
congenital disease?
IREEHER A G EA T EAMFE - 18k
Fe R MR ?
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11. Please list details of all medical history (apart | Consultation date Complaints/Symptoms Diagnosis Treatment given
from what have mentioned above) that the Kz HI R HE2 it ftaH%
patient had ever consulted you with.

ST N B Y [E KK AT B R e
% (Br BAEFE RSN ©

12. Was there any usual physician of the patient | O Yes (please provide name & address of the doctor) J& (GEHRALE LM I ) O No #&
other than you?
WA G H HMEE KA E ?

13. Ha\_/e the biological parent§ or siblings of .the O Yes (please check appropriate and give details) 2 (M E S ) O No &
patient been diagnosed prior to age 60 with

any of the illnesses listed in the right side? 0 Cancer R
ST AR SO BH SR o S AELARAE /SRR AT O Heartdisease IR
HERAEY 2B ? O Stroke R

O Diabetes HER I

O Alzheimer's Disease Fel 227G

O Parkinson’s Disease THE R

O Polycystic Kidney Disease EZ (a0

O Other inherited disease or disorder HL A (8 M

Please provide details
FHTEHEEEE

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

HAELE R R EARIE 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 R AR R AF G - DU SRS IE R AR NEER ARYEL TR R R, > FrAE % SR AP (S » 9 R e 4 Bl
T - AR LA ETN AR E RS AR EM &R -

Name in block letters of Attending Physician / Specialist and Qualifications Address and Contact No.
T2 | SRR AR ikt e Jké& R SRS
Signature of Attending Physician / Specialist (with chop) Date (dd / mm / yyyy)
2 | SRS LEES (EH) HES(E 1 A1)
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