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Critical lllness Claim Form — Part Il ,
presges | | | [ [ [ | |

ERREE R - F 28

Private & Confidential A Rtk For claim of “Stroke” A MhfE, &5

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

Important note EEEEEHEIE
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 -

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

2. HKID Card / Passport No.
BTG | EESES

. . . First consultation date for this illness
3. Details of the consultation for current illness . / /

ey SN FRILEERE E IOk HE
R R S PLCRIRIE RS H

(dd/mm/yyyy)
(HIAME)

Date symptoms first appeared
EE R B H

(dd/mmlyyyy)
(H/RIH)

Chief complaints / symptoms

TR

Final diagnosis
RS

Date of diagnosis
fiEz2 HHH / /

(dd/mmlyyyy)
(H/RIF)

Diagnostic test performed & result
TR HIE S iR

Previously treated for same/related disorder? O Yes (please provide details) O No

T W R AR R D 6 2 = GHRIEEEE) &

Is there any complications? 0 Yes & O No &

EEATFRIE?

If yes, please give details.
I TR -

4. Was the patient hospitalized for treatment O Yes (please provide details) 2 (GE#2{tERE) O No

due to this illness?
BB D ELILER g AR AR ?

Period of Hospitalization
EREERHA

Name of Hospital

e

Any surgery performed during hospitalization?
B RS A T Tl ?

O Yes (please provide details) O No
= (GEREEEE) 7

Date of surgery

Tt HEA / /

Name of surgery

ERIE=

(dd/mmlyyyy)
(B/RIE)

Other treatment performed
TR E A G

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

HibeiR® (EfERESHEREER  JaRER - AEOFSE AT S
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5. Had the patient previously referred by other
physician?

AN B AE LA B A 2

O Yes (please provide name & address of the doctor) & (FHHEALEE A= 4% Kol )

O No &

6. Details of the stroke
BT EEEE

Has there been an infarction of brain tissue, haemorrhage or embolism /
thrombosis from an extra-cranial source?

SRR ANGAHSREZE © S eSO NR RS (BOEHR2E / ik ?

Was the cerebral symptoms caused by transient ischemic attacks / migraine O Yes /&

/ Vascular disease affecting the eye or optic nerve or vestibular functions?
SRR MRS BRI/ (REERS | B RSETAEAR [ SR SR B 24T RE
R B ?

Has there been any cerebral and subarachnoid haemorrhage?

SRR RS R R A 2

Is there any evidence of neurological functional impairment with objective
neurological abnormal signs?
EEA B BEUR TR MR B A F B SRR 2

If yes, please provide below details:
HE o AR TR ¢
(i) duration of the neurological functional impairment:

T RE VR AR -

[0 Lasting at least four weeks or above
FH@EU 2RISR

O Permanent
KA

O Yes &

O Yes &

O Yes &

O No &

O No &

O No &

O No #&

O Others
At

(ii) please describe the details of the neurological functional impairment and neurological abnormal signs:

I A T RE P B S e F O TEARGE NS -

77 DAREHE A -

7. Details of all diagnostic tests (apart from Date of Test Test Item Result
above mentioned) performed and the result. TR H EA IEsTEE 4
P2 lels (bR AESERAN) BIsEE R
G

Please enclose copies of all the test reports.

AN LT SRR -

8. Activities of Daily Living (ADL) Please check against the box that most accurately describes the patient’s ability.

H % 4 ErEE) R R RETR ARE IR TIHE
Washing: the ability to wash oneself inthe | O No help is needed AT B
bath or shower (including getting in or out O Some help or supervision is needed (e.g. to wash the back, hair) B R R B eEs %
of the bath or shower) or wash oneself by O Needs someone to help most of the times KBRS I D 7R 2780
any other means. ) _ BUS
VR H SRR EC A RTE A A B 0 Not able to do at all (needs to be washed or bathed entirely by caregiver) e EETTERE
& (EFEEHUSELEOWSR ) S AT
RIVAE ST -
Dressing: putting on and taking off all O No help is needed R
necessary items of clothing without O Some help or supervision is needed (e.g. to button clothes, put on trousers) 1§ S5 % 7 Bhak 2L
VUG as:ls;;nce of another person. O Needs someone to help most of the times RER 5B T ER 38 i B
: 45 Sl o
EEQ Z%““ﬁﬁ/\{m)\i%%rﬁﬂm BT > Bl [0 Not able to do at all (needs to be dressed entirely by caregiver) SE AR 1T 5E K
ET53 MR E—VIFTRRY) -
Feeding: all tasks of getting food into the 0 No help is needed e
body once it has been prepared without O Some help or supervision is needed (e.g. to button clothes, put on trousers) {2517 BhelE; 22
requiring assistance of another person. O Needs someone to help most of the times KRS R H R B0
i e iAo e 5 SN s
ﬁﬁ/ﬁ;\ ERFAMA LRI T > = O Not able to do at all (needs to be dressed entirely by caregiver) st kBT
BiTHEEETHEFTZEY) -
Continence: the ability to voluntarily control | J No help is needed A HEE R
bladder and bowel functions so as to O Some help or supervision is needed (e.g. to button clothes, put on trousers) & T2 7 BhekE; 22
maintain personal hygiene. O Needs someone to help most of the times KRS P TR S B
: R E B St ot
A+ AR R AR LI H #AE 0 Not able to do at all (needs to be dressed entirely by caregiver) SERfUEEITIER
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Transferring: getting in and out of a chair O No help is needed ET
or bed without requiring any physical O Some help or supervision is needed (e.g. to button clothes, put on trousers) {75 E 7=k 8: 22
aSSISiilnce. - R O Needs someone to help most of the times RER S I8 TS S 77 B
*gjizjﬁbjz P AERAR ETRBIIREST A O Not able to do at all (needs to be dressed entirely by caregiver) SEefEEE TR
BT EPEIR ~ bt K R FRETL ©
Moving: The ability to move from room to O No help is needed RS
room without requiring any physical O Some help or supervision is needed (e.g. to button clothes, put on trousers) 1§ 255 {7 Bk i 22
?§SIStSnC§ o ] . O Needs someone to help most of the times R 57 B R AT 7S i Bh
ﬁ:izjﬁbjj ’ E’;“ﬁﬁﬁﬁgﬂbﬂg %@T l O Not able to do at all (needs to be dressed entirely by caregiver) SEefEEE TR
EfTHE Mg ES—fMEMH -
9. Is there any patient’s family history or other O Yes (please provide details) 2 (FE#EftEE) O No &

precipitating factors which would have

increased the risk of this illness?

T 2 1 PR ART 2 7 SR BlHEAth R 2R 2

R B pRE R 2

10. Did the patient have any of the following O Yes (please provide details) 2 (FEfEEEEE) O No &
habits - smoking, drinking or drugs taking?

i RS DR - W ARk O Smoking 1% O Drinking &/ O Drug taking fIRFIZEY)
LZ/Ne Duration Consumption per day
R FRAE

11. Do you know whether the patient was O Yes (please provide details) /& (G2 ) O No &
suffering from any other major, chronic or
congenital disease?

IRE AR A G BT A -~ 18Pk
FeR MR ?

12. Please list details of all medical history (apart | Consultation date Complaints/Symptoms Diagnosis Treatment given
from what have mentioned above) that the KezH# ER R g2 Prrieftian
patient had ever consulted you with.

FHRALE N B Y K2 T A BRI
1% (Br BIEEsR M) -

13. Was there any usual physician of the patient | O Yes (please provide name & address of the doctor) J& (FFFEHLES Ak Rtk ) O No &
other than you?

i N A HAE SR a4k 2

14. Haye the biological parent.s or siblings of ‘the O Yes (please check appropriate and give details) & (35588 & 15w MIEEGEERE) O No &
patient been diagnosed prior to age 60 with O c B
any of the illnesses listed in the right side? ancer_ " E
SR AR A SCRES L SB SHIRAE 7S B Rl O Heart disease LB

BEBEAYZ 5 ? O Stroke i,
[0 Diabetes PRI
O Alzheimer's Disease o] 28 R
O Parkinson’s Disease 4R
O Polycystic Kidney Disease EZ 53]
O Other inherited disease or disorder — Effr i BB
Please provide details
Eetietced =

15. Any additional information you consider

relevant to this claim.
HAELE R R E A A& -
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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.

RNGEIREI G E B ARERIFHZE > RS ISR SR AR ARSI E R - FrAE % sAANBTHATE » 39 B E a0
FiEEL - AAAELLEI - JAERN A B SR EOR A AR E T &R -

Name in block letters of Attending Physician / Specialist and Qualification Address and Contact No.
2 | SRS R AR itk B B4 EE EE SRS
Signature of Attending Physician / Specialist (with chop) Date (dd / mm / yyyy)
T2 I R AT (B HEH(H /R 14)
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