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For claim of “Heart Attack” B/FR MBI ZE, 215

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 -

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

2. HKID Card / Passport No.
GG | EIRRS

Date of surgery
FiigEH / /

(dd/mmlyyyy)
(HIAIE)

Name of surgery

EREZ

; : : First consultation date for this illness (dd/mmlyyyy)
3. Details of the consultation for current illness o s
Date symptoms first appeared (dd/mmlyyyy)
TS LR H / / (HIRAE)
Chief complaints / symptoms
Y
Final diagnosis
B
Date of diagnosis (dd/mmlyyyy)
T2 HH) / / (HIRI4E)
Diagnostic test performed & result
T2 MR S At SR
Previously treated for same/related disorder? [ Yes (please provide details) [ No
B YR SRR i R 2 e ? & GERHEEER) 7
4. Was the patient hospitalized for treatment O Yes (please provide details) & (FfEAtElE) O No &
due to this illness?
TN B A RLEL PR G A LB Bl 265 ? Period of Hospitalization
{EREns
Name of Hospital
e
Any surgery performed during hospitalization? [ Yes (please provide details) [ No
R A T T 2 = (Rt &

Other treatment performed
M AETTHYEAL B

complications and follow-up plans)
HIFERE (B2 N R AER  JaRas R - Aa0rE K1)

Brief discharge summary (including investigation tests & results, results of the treatments, any
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5. Had the patient previously referred by other
physician?

AN A B AR 2

O Yes (please provide name & address of the doctor) & (FHiRftEEdL M) O No &

6. Details of the heart attack
HRA RS e

Date of attack

FEHE / /

(dd/mmlyyyy)
(HIRIF)

Duration of the acute symptom

MR R R

Was there a history of typical chest pain? O Yes & 0O No &
T IH BRI IRE ?
Were there any new characteristic changes in ECG indicative of
myocardial infarction? OYes & 0O No &
PR RO O BB B S TR B M O UREZE R BB 7
Have any Echocardiographic been performed prior to this infarct? OYes & 0O No &
PR R & o (F O e 2

If yes, please provide details (including date & result) and attach copies of report.

BT RS (EREABIRER) o M B AR S EA -
Was the test of cardiac enzymes CPK-MB or cardiac troponin T or |
performed? O Yes & O No &

EEHET UMK CPK-MB S AUEED T 2 1 AT ?

If yes, please provide details (including date, type of test performed and result) and attach report
copies.
BT AR (BB - SR o W EARIHEEERIA -

Was there death of a portion of heart muscle?

A EMAHYCHLEESE ?

O Yes & 0O No &

What is the degree of permanent physical impairment of heart muscle function based on
New York Heart Association (NYHA) classification?

IRBARLY O E RS | B R AR B EAR A 2

Was the permanent physical impairment of heart muscle function last

For six months or above continuously? O Yes & 0O No &
OHLIIRE A AN B BRI 2 SR S 8 3 2l | 2
7. Details of all diagnostic tests (apart from Date of Test Test Item Result
above mentioned) performed and the resuilt. T HIH TERTE H 4ER
Fra2Eeis (Fr ETsE RN ) AUREE R
GER o
Please enclose copies of all the test reports.
AT LB R -
8. Is there any patient’s family history or other O Yes (please provide details) & (FfEALEElE) O No &
precipitating factors which would have
increased the risk of this illness?
TR SR S S e A R 2 R
BN b IR U
9. Did the patient have any of the following O Yes (please provide details) 72 (sFfefftaEE) O No &

habits - smoking, drinking or drugs taking?
WAL TEE - B ~ BNk A%
Y2

O Smoking "% O Drinking BT O Drug taking HgFHZEY)
Duration

R

Consumption per day
HRAE

IL/CLM/FORM/ATTACK-II/SEP2024

20f3




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

IR AEE RN G AR EA R E - 18
SRV ?

O Yes (please provide details) & (EEEEZER) O No

11. Please list details of all medical history (apart
from what have mentioned above) that the
patient had ever consulted you with.
AT N B Y [m IR R A SRR
1% (Br BEEsR AN ) -

Consultation date Complaints/Symptoms Diagnosis Treatment given
K2 HEH FIF 2 Pt e

12. Was there any usual physician of the patient
other than you?
RN EA HAEE Ko e ?

O Yes (please provide name & address of the doctor) & (FEiRftE 44K EE) O No &

13. Have the biological parents or siblings of the
patient been diagnosed prior to age 60 with
any of the illnesses listed in the right side?
S AN AR SCREBI L 2B HIRAE N R Rl
HEEAEY R ?

O Yes (please check appropriate and give details) 2 (FHEEMEEFTMEMHEES) O No &
O Cancer FEIE

O Heart disease ol

O Stroke i,

O Diabetes HERIP

O Alzheimer's Disease [T 2% 5B

O Parkinson’s Disease TR

O Polycystic Kidney Disease LEENEENR

O Other inherited disease or disorder i &4 B

Please provide details
FHTRHEEEE

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

HAELR KRR EA BRI &S -

Declaration E#HH

request of the patient or his/her family.

| 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

ARNGEIEI B B ABERFHZE > DLEERRSTHER AR NERRARIE e E R - FraE % A ARTAIFTE @ B E R
fedt - ANAELLEEI LA EMTR A B S8 ZORAS A SRl (E &t -

Name in block letters of Attending Physician / Specialist and Qualifications

T2 HESERA AR

Address and Contact No.
bk K B 4% B RS SRS

Signature of Attending Physician / Specialist (with chop)
T2 EREEEY (EH)

Date (dd / mm / yyyy)
HIA (5 /A 1 4F)
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