CRISIS COVER CLAIM FORM fo i Bt iASEE Policy No. {- Bk

Part Il - Medical Certificate (to be completed by the Attending Physician, duly qualified and registered, at claimant's own expense) in relation to :

SBIERD - BRI (HREABBEF TR EMmERER) AN

Major Head Trauma

Accidental head injuries resulting in residual brain damage to the extent that there is a permanent neurological deficit causing Significant Functional Impairment.
“Significant Functional Impairment” means a consultant neurologist has assessed the Life Assured as scoring 5 or less on the eight point version of the Glasgow
Outcome Scale of Head Injuries or equivalent levels of functional impairment on a similar scale which has been generally accepted in medical literature.

BRE A
EOMYIHA S PR AR RS - ERRE I AR R ARIRL R » 05 LR A LIREINTE - T EEIITIREIET | R R A ISR R e A DU B Z B
BEFEAUE(Glasgow Outcome Scale of Head Injuries)i58. O AT (AT TS0 B T > BURIEREE S ik 2 U U P FOR IS R AU hREIR T

Name of Patient j5 A 1444 ID / Passport No. B {533 | #E AL Age & Sex 1Efi5 KR

1. Are you the patient's usual physician? {/Ri& 7R A\ IE SRS HEs 42

~1Yes, medical records date back to i& » BEEAC LA IE | | | | (OD/MM/YY) HIH /5 ~ No f~"&&

2. When were you first consulted for this condition of head trauma? Jj A\ & X KIEEAS B G AR~ K2 i HHH?

| | | | (OD/MM/YY) H/H/4  Symptoms presented were: JiEELEE :

3. According to the patient, how long had he / she been experiencing these symptoms before the first consultation?

MRS A AT BRI RORL - R ALE S JORZHT - IR AAEZ A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 /A4 oW OAHE H H H

4. Please provide full details of the diagnosis and its clinical basis. ZFFEE{LFTA 25T KGR 2ETIEE S

5. Was the patient referred to you from other physician(s)? Jj5 A 275 S A i A2

“1Yes, | | | | (DD/MM/YY) By (name & address of physician): T No i
i HIFAE i (B b i)

6. Has the patient ever been treated for the same/related conditions ? Jj5 \ G 7514 #8827 M R HERR AR E A5 2

Yes, please provide details : 4 > §5afk ~ No ¥&H
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/H /A4 B B 2 TR TE SR AR /| b

7. Is there any patient's family history which would increase the risk of this illness? J5 A& 75 R EAT R 22 e S e Hhsm noier?

I Yes, please provide details : 15 » sl INo 8H

8.  Does the patient smoke cigarette? Ji5 A\ & & AKFE 25 E?

| Yes, has been smoking since 75 » | | | | (DD/MM/YY) H/ H 1B G o8 I No 84
| Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
BRI - BHAAY (H/AMAE), (H/AHE) 151k

9. All consultants, specialists and hospitals to which your patient has been referred to or attended for this illness
I NI E T G R 2R 160 » S MR FTE R AR (TR ER AU berg#4FE

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 B Wbt B {EATEREL TG SR AR | b

(A member of Prudential plc group)

cccfa40101
LACL/CC16 (01/14)




Signature & Hospital/ Physician’s Chop
FRbe/ BRI NS

Date (DD/MM/YY)
H# (H/H /M)

10. Please provide the full details qf the accident leading to head trauma.
A B R RGN BN
(a) Date & Time
=SS
(b) Location
Hiu Bk
(c) Where and how did it happen? (Describe activities engaged if applicable)
EOMIFE A R F B, (A, S A IR T 205 E))
11. Is there any residual brain damage resulting from the head trauma?
ZEA RIS B AR ?
lease provide details : No %A
1 L :
12. (a) Is there any neurological sequelae resulting from the head trauma?
FZHEA AN A S A R B ?
~1Yes, please provide specify the exact symptoms and the type(s) of the limitation(s) “1No &
A e OEE RO B SR BRI -
(b) Is that sequelae permanent?
AR A5 AR AT
, please provide details : I Nof &
S0 R :
(c) Was there any permanent neurological deficit / functional impairment manifested?
BEEERALE T R AR A BT EE ?
~1 Yes, please describe the type(s) and the severity of neurological deficit / functional impairment: No %
B o RS R AR P B D e R ORI By A
13.  What is the score of the patient on the Glasgow Outcome Scale of Head Injuries in this head trauma incident?
I NAE E X SRR BV IR RET & 2 BRI RS IR RS2 % 7
14.  What tests were performed to confirm the diagnosis? (Please enclose copies of all laboratory reports and relevant medical reports that are available)
BT 1Eha bR R N ReieE o Grigdia Rbalad s KBS EIA)
Test Date (DD/MM/YY) #&lig: H HA(EH/H /4E) Test Item f@EsTEH Result / Diagnosis #5538 522ET
15. Is the disease diagnosed to be directly or indirectly caused by or result from  Z2ERIE & 75 E e i T 715 [EsE R
| self-inflicted injuries while sane or insane {EMEIEF B H G TEEHE
~1 Wilful misuse of any alcohol,narcotic or drug Fiif - & FH#5Y)aE:
Please give details if any of the above item(s) is/are applicable. 4[] F-3lis#H % @ FFELALFEE
16.  What is the prognosis of the patient? 5 A B HE R KR
17. Other additional information for the current diagnosis Efth 45 B k28 52 a9 &kt
Name of Physician Qualification
RIS HIE
Hospital Name (if applicable) Telephone No.
Bl M (A ) i e
Address
Hidl
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