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 :

AR - BRI (HREABBEF TR EMmERER) Al

Multiple Sclerosis

Unequivocal diagnosis by a specialist neurologist and confirmed by modern investigational techniques such as image scanning confirming more than one episode
of well-defined neurological symptoms, with persisting signs or involvement of the optic nerves, brain stem and spinal cord together with impairment of co-
ordination and motor and sensory function, with the Life Assured not necessarily confined to a wheel chair.

Ejedrdians
RS ERL B AR IR - WA GRS B LS ERGITZ R - B PO B SRR - B B Rt S i ~ B B mnofeik - I B &
Bl SoEE) ~ B IIRESE - (H2RAN—E T E R -

Name of Patient j5 A 1444 ID / Passport No. B {533 | #E AL Age & Sex 1Ef5 KR

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

~1Yes, medical records date back to & » BEEHI$E = | | | | (OD/MM/YY) HIH /5 7 No "2

2. When were you first consulted for this or related illness? 5 A & 2K KFH [ S AHRRE TR N ska2rg H#1?

| | | | (OD/MM/YY) H/H/4 Symptoms presented were: J &L :

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

MRS A AT B RORE - R ALE S JORZHT - IR AAEZ A?

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

4. (a) Clinical diagnosis [ifK2

(b) When was it made? ([l EE2ET? | | | | (DDIMMIYY) H/ A4

(c) When was the patient informed of the clinical diagnosis? Jp A\ frTiF 4556 A= 15 201 T AR A B RS iE S i 7 ?

| | | | (DD/MM/YY) By (name & address of physician):
H/RME i (B4 R tihl)

(d) How long, in your opinion, has the patient suffered from this illness before his / her first consultation?

R FROR R W AAEBR R — KA - BOECERE T2 A

5. (a) Final diagnosis 542 HlT

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

(c) When was the patient informed of the diagnosis? 55 A {4k 5 AE 25 1L i FEAR E S 2B ?

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

6. Please provide full details of the diagnosis and its clinical basis. ZFHEALFTA2ET KGR 2 ETIER

7. Was the patient referred to you from other physician(s)? J5 A&7 fHfth 22 4= g2

Yes, | | | | (DD/MM/YY) By (name & address of physician): I No iz
= HIFAE B (A Fotuht) |

8. Has the patient ever been treated for the same/related conditions ? Ji5 A\ 5 &5 @ : Z AH R AERRIT R E 16 2

Yes, please provide details : 45 - Zf No %8
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/F/AE B B 2l ARG G M AR R | EBERET
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9. Is there any patient's family history which would increase the risk of this illness? 75 A& 75 IR E A (AT 52 15008 S e e B b aem i e ?

71 Yes, please provide details : 75 » Zafilt : INo&E

10. Does the patient smoke cigarette? 5 A\ &5 H K IEE1E?

71 Yes, has been smoking since 75 * (| | (DD/MM/YY) H/ H /4 B i o8 INo &H
1 Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
HIREEE - BHIARY (H/R#E,  ” (H/H/#E) f2 1k
11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this illness
T N L RENT SR 202 T0HY » B MEr A B AL (it R T bery 44 im
Consultation Date (DD/MM/YY)  Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 H H/H /4 B B 20 FEATEIRLE AR ARSI / bR E s

12.  Are there more than one episode of well-defined neurological symptoms with persisting signs of involvement of the optic nerves, brain stem and spinal cord?

AANARHIRZ I — RUTERHASRIROR - R 0 Rs RS ~ S ST il fmsine

1 Yes, please provide details and enclose copies of all laboratory reports and relevant medical reports I No REH

A G PR I B S N RS R

13. Is there any impairment of co-ordination and motor and sensory function? J§ A\ S5 K&, ~ R E A 5 2Z8?

1 Yes, please describe to what extent : T No % H
o Al HAR R

14.  Was there a history of repeated relapse and remission of steady progressive disability? J5 A FAE =0 F8mcAa 1 B 48 H R 18 28 Ko AR i s o ?

~1Yes, please provide details: TINo #H

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

BT ERRER S SR T fElE LR E 2 GRIe it E RS MBS RIA)
Test / Investigation Date (DD/MM/YY) {kEg/fgka HEA(H/H /) Test / Investigation Item {b B/ fgaIE H Result / Diagnosis #55/2E

16. What is the prognosis of the patient? 5 A BRI 2 SR

17. Other additional information for the current diagnosis HAth5 B LLE2E SR 2 I &R

Name of Physician Qualification
B A

Hospital Name (if applicable) Telephone No.
b ImALER) Tki&eER

Address

Hirhl:

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Babe/ B A H 8 (H/3/4F)
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