CRISIS COVER CLAIM FORM fE iz s Policy No. {4 EIE

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

SR - BRI (HREABBER TR MmEeER) Al

Surgery to the Aorta
The undergoing of surgery to correct any narrowing, dissection or aneurysm of the thoracic or abdominal aorta.

REIARSEIT
ST UG Nt s i E IR - PBE S EERREIIR

Name of Patient J& A\ 44 ID / Passport No. 55335 | SEHE5RE Age & Sex i KR

1. Are you the patient's usual physician? {/i&7im A\ E SRS BE A2

Yes, medical records date back to & » BEEEAIEE T ZE | | | | (DD/IMM/YY) HIH /4 No R &g

2. When were you first consulted for this or related illness? J5 A\ & K KAH [ BCAHBRE RN SRa2 iy H 1?

| | | | (DD/IMM/YY) HIH/4E Symptoms presented were: JiEf# 0 HE :

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

MR AP BAYEORE - AEEJOR2HT > TR FES A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 HIAME B BFLE H H

4. (a) Clinical diagnosis [ifif2l

(b) When was it made? {a[FFHEE S22 | | | | (DD/MMIYY) H/ A4

(c) When was the patient informed of the clinical diagnosis? Jp5 A {af ik B& 4= £ 4401 BT ER g B AR i B 22 1807 ?

| | | | (DD/MM/YY) By (name & address of physician):
HIRME i (B )

(d) How long, in your opinion, has the patient suffered from this illness before his / her first consultation?
HURRET IR R, W ATERZ I — TR B CR i T 2 A7

5. (a) Final diagnosis Rt&2HlT

(b) Date of final diagnosis: %27 HHH | | | | (DD/MM/YY) H/H/AE

(c) When was the patient informed of the diagnosis? Jj5 A\ {af #5854 5 I1EC Al BRI iE S 2l ?

| | | | (DD/MM/YY) By (name & address of physician):
HIRME (RS R k)

6. Please provide full details of the diagnosis and its clinical basis. ZFHEALFTAE2ET KGR 2 ETIEER

7. Was the patient referred to you from other physician(s)? Ji5 A&7 HHfth 58 4§57

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

8. Has the patient ever been treated for the same/related conditions ? Jj5 A\ 1575 & ZAHRAERR R IE 165 2

Yes, please provide details : 45 » Sl : " No &F
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/F /A4 B B 2 {EATBEREL TG SRR | b

9. s there any patient's family history which would increase the risk of this illness? Ji AJ& 7 K EATARIHI S fi50A 52 e s _E bR s er ?

I Yes, please provide details : 15 » sl No ¥&A

Prudential Hong Kong Limited
(A member of Prudential plc group)

LACL/CCO09 (01/14) cccfa40101



10. Does the patient smoke cigarette? jj5 A &5 T2 [E?

Yes, has been smoking since 45 > | | | | (DD/MM/YY) H/ H 1B G o8 I No 84
| Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
HIRE - BHAATY (H/A ), (H/AAE) 151k

11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
I NI RE T G272 160 » S MR FTE R AR (FmRE e ER AU berg 4 FE

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 B Wit B TR G R AR /| bt

12. (a) What was the name of surgery to the aorta done? ‘& XA I T F BIIR Tl .2 ZFE7?

(b) Which aorta is involved? Tl K #5E F EIR?

(c) Please give details regarding the surgery performed on this aorta and provide an operation report for reference.

AR KT T EEIRTTRENS e FiriE LI E2 %

13. Is it the patient the FIRST time to receive surgery to manage the disorder of arota?

THNE S E R ETIREHETT T2

~1Yes, please advise the degree of narrowing, dissection or aneurysm of the involved arota.

& AT M IR AR ~ NEE S BB R

I No, please provide details regarding previous surgery to arota.

o G B AT ) R BRI B

14. What tests were performed to confirm the diagnosis? (Please enclose copies of all laboratory reports and relevant medical reports that are available)

AR RS R N REHEE T2 ? GRE B RS SRR S RIA)
Test Date (DD/MM/YY) #gfig: HHA(H/ H/4E) Test Item fEGTEH Result / Final Diagnosis #55%Y & 2B

15. Has the patient ever had history of stroke in the PAST and / or any history of related illness, heart problem, hypertension, diabetes mellitus, high blood
cholesterol or obesity? 5 A3 E 5 H EUs/BAHBHIIE ~ Ol ~ molfilig ~ BEPRS - el SR An R 5 ?

I'Yes, please provide full details: 4 - §fafil:

INo ®¥H
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
s 2 H/F/AE B B 2 TERTEEFGL IR KR ARG R | (LR

16. Other additional information for the current diagnosis HAMA R LLE2EFS 5 & ZEV &R}

Name of Physician Qualification
B il

Hospital Name (if applicable) Telephone No
BB (A ) i e

Address

Hizl:

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
ERbe/ BRI NS HE (H/H/4E)

Prudential Hong Kong Limited

(A member of Prudential plc group)

LACL/CCO09 (01/14) |
cocf

a40102



	P1_Policy No: 
	P1_Name of Patient: 
	P1_ID / Passport No: 
	P1_Age & Sex: 
	P1_Q1_MM: 
	P1_Q1_YY: 
	P1_Q1_DD: 
	P1_Q2_MM: 
	P1_Q2_YY: 
	P1_Q2_Fill: 
	P1_Q2_DD: 
	P1_Q3_MM: 
	P1_Q3_YY: 
	P1_Q3_Days: 
	P1_Q3_Months: 
	P1_Q3_Years: 
	P1_Q3_DD: 
	P1_Q4A: 
	P1_Q4B_MM: 
	P1_Q4B_YY: 
	P1_Q4B_DD: 
	P1_Q4C_MM: 
	P1_Q4C_DD: 
	P1_Q4C_YY: 
	P1_Q4C_Fill: 
	P1_Q4D: 
	P1_Q5A: 
	P1_Q5B_MM: 
	P1_Q5B_YY: 
	P1_Q5B_DD: 
	P1_Q5C_MM: 
	P1_Q5C_DD: 
	P1_Q5C_YY: 
	P1_Q5C_Fill: 
	P1_Q6: 
	P1_Q7_MM: 
	P1_Q7_DD: 
	P1_Q7_YY: 
	P1_Q8_Consultation Dates: 
	P1_Q8_Physician / Hospital: 
	P1_Q8_Diagnosis: 
	P1_Q8_Treatment and Investigation Results / Hospitalization: 
	P2_Q10_DD: 
	P2_Q10_MM: 
	P2_Q10_YY: 
	P2_Q10_Ex-smoker_DD (started on): 
	P2_Q10_Ex-smoker_MM (started on): 
	P2_Q10_Ex-smoker_YY (started on): 
	P2_Q10_Ex-smoker_DD (ceased on): 
	P2_Q10_Ex-smoker_MM (ceased on): 
	P2_Q10_Ex-smoker_YY (ceased on): 
	P2_Q11_Consultation Dates: 
	P2_Q11_Physician / Hospital: 
	P2_Q11_Diagnosis: 
	P2_Q11_Treatment and Investigation Results / Hospitalization: 
	P2_Name of Physician: 
	P2_Qualification: 
	P2_Hospital Name: 
	P2_Telephone No: 
	P2_Address: 
	P2_Date: 
	P2_Q16: 
	P2_Q15_Consultation Dates: 
	P2_Q15_Diagnosis: 
	P2_Q15_Physician / Hospital: 
	P2_Q15_Treatment and Investigation Results / Hospitalization: 
	P2_Q14_Test Date: 
	P2_Q14_Test Item: 
	P2_Q14_Result / Final Diagnosis: 
	P2_Q12A: 
	P2_Q12B: 
	P2_Q12C: 
	P2_Q13_Yes_fill: 
	P2_Q13_No_Fill: 
	P2_Q13_No: Off
	P2_Q13_Yes: Off
	P2_Q15_Yes_Fill: 
	P2_Q15_Yes: Off
	P2_Q15_No: Off
	P2_Q10_Ex-smoker: Off
	P2_Q10_Yes: Off
	P2_Q10_No: Off
	P1_Q9_Yes: Off
	P1_Q9_No: Off
	P1_Q9_Yes_Fill: 
	P1_Q8_Yes: Off
	P1_Q8_No: Off
	P1_Q7_No: Off
	P1_Q7_Yes_Fill: 
	P1_Q7_Yes: Off
	P1_Q1_Yes: Off
	P1_Q1_No: Off


