CRISIS COVER CLAIM FORM fE iz i 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 (HREA BB TR EMmERER) AN

AIDS due to Blood Transfusion
The Life Assured being infected by Human Immunodeficiency Virus (HIV) or Acquired Immune Deficiency Syndrome (AIDS) provided that:

the infection is due to blood transfusion received after the effective date of this benefit or the date of any reinstatement, whichever is later; and

the blood transfusion is received on the advice of and under the regular care and attention of a Registered Doctor and is received in a legally constituted
Hospital (as defined below) in Hong Kong; and

the infected Life Assured is not a haemophiliac; and

certification is received from the Registered Doctor performing the relevant blood transfusion and from the legally constituted blood or blood product supplier in
Hong Kong which supplied the particular blood or blood product for the relevant transfusion confirming that the Life Assured is infected by HIV or AIDS through
blood transfusion.
Hospital means a legal constituted establishment operated pursuant to the laws of the country in which it is based and which

provides care and treatment of sick and injured persons on a resident inpatient basis; and

has facilities for major surgery; and

provides full time nursing service; and

is under the supervision of a Registered Doctor; and

is not primarily a clinic, a place for the aged, persons with mental disorders, alcoholics or drug addicts, a nursing, rest or convalescent home.
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Name of Patient ji5 A 144 ID / Passport No. B {533 | #E AL Age & Sex 4Ef5 KR

1. Are you the patient's usual physician? {/Ri& 7R A\ IE 5 SRi2HEs 42

~1Yes, medical records date back to & » BEEHI R | | | | (OD/MM/YY) HIH /4 T No 1"

2. When were you first consulted for this or related illness? 5 A & X KFH [ SAHRRE TR N ka2 H#1?

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

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

MRS AFTEE B EORE - R ALE S JORZHT - IR AAES A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 H/A 4 W TAHE H H H

4. (a) Clinical diagnosis [ A2l

(b) When was it made? {A[FHEE S22 | | | | (DD/MMIYY) H/ A /4

(c) When was the patient informed of the clinical diagnosis? Jp5 A {a] ik B& A= £ 4401 Pt BB B ARSI i B 22 187 2

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

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

5. (a) Final diagnosis %287

(b) Date of final diagnosis: f:f&2ET HHH | | | | (DD/IMMIYY) HIH /AR

(c) When was the patient informed of the diagnosis? & AfrIEF#k 55 AE £ A0 AT BRI E N2 ?

| | | | (DD/MM/YY) By (name & address of physician):
FURME (B A EA% B dtihE)
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6. Please provide full details of the diagnosis and its clinical basis. ZFEEALFTAZET LK 2B EY

7. Was the patient referred to you from other physician(s)? Ji5 A&7 HHfth 58 4= N7

“1Yes, | | | | (DD/MM/YY) By (name & address of physician): I'No F &
= HIRMAE B (B A4 R )
8. Has the patient ever been treated for the same/related conditions ? Ji5 A\ 575 @& AERIAERA R IE G 7
Yes, please provide details : £ > ZFEfi | No %H
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/ 34 B it 2 LA B2 1R SRR AR | b
9. s there any patient's family history which would increase the risk of this illness? 35 A2 75 PRI HATAT 4 5 10 S e N B b B s ?
“1Yes, please provide details : 5 » Fjafilk “1No %
10. Does the patient smoke cigarette? 5 \ =AW B 741E?
“1Yes, has been smoking since > H| | | | (DD/MM/YY) H/ H /B a1 f2E “TNo %F
~1 Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
B - BHRARY (H/AME), (H/AHAE) 21k

All consultants, specialists and hospitals to which your patient has been referred to or attended for this illness

1.
TSR G 2T S s S AT A B A (it S iR FOR b 2ie

Treatment and Investigation Results / Hospitalization

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis
2 H H/ R4 BEE Bhr 2 TR TG SR AR /| bt

12.  Was the infection of Human Immuno-deficiency Virus (HIV) or Acquired-deficiency Syndrome (AIDS) due to blood transfusion?
P NS A I T A NS b e (R B ) SRR I Ekr o el (B2udis) ?
B

Yes, please answer the followings: & - Z[H] TﬁJF“ié
~ No, please go to Question 13. ‘A& - FfaIZF 55135

(a) When and where did the patient receive the blood transfusion? 455 A fAIHE B (78 B H2 27611 ?

On (DD/MM/YY) at (place)
IS (0B M) 1E (HbEh) LT
G FH T ATy ?

How did you confirm that the aforesaid infection was due to blood transfusion? B [ Al fgEE it

(b)

PTG e B Al H B REA -

(c) Please provide dates of all HIV and/or antibody tests performed and the results.

Test Date (DD/MM/YY) gl HIH(H/ H/4) Test ltem fEsEH Result #55

S FRIRE R B AR TS AR Al 3 S i 1 ?

(d) Was the blood transfusion recommended by you or any other registered medical practitioner?

Yes, the blood transfuction was recommended by (name & address of physician):

FRCE A 24 Rt

No 2
(e) Why was the blood transfusion recommended? Ji5 A & {1 /gl 61 Tim 1 ?
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12. () Was the blood supplied by a legally blood and / or blood product supplier in Hong Kong?
I3 N PRSI IR A P e A MR SR B (L e e P (AL

~1 Yes, Name and address of the supplier
& 0 xR HER AT Rt

~1 No, source of blood and / or blood product supplied
AN MU BT B AR

Name and address of the supplier
PASISENEA Y e iR
(g) Was the patient under a Registered Doctor’s regular care and attention before and / or after the blood transfusion?
93 NAEB LA A 707 FH e e A A R S 2

~1 Yes, details of regular care and attention received:

A I IR RN

~1 No, reason:

WA A

13.  What is/are the underlying cause(s) leading to the patiemt suffering this from HIV or AIDS ? {185 X5 |20k A\ L FERiminm/ B EERiR?

14. Did the patient belong to any of the following groups? Ji5 A &5 @ LA NEEFH?

~1 Homosexual and bisexual [r]{: 5z #1475

71 Intravenous drug user #&H#EFIRT S EEY)H

71 Haemophiliac [ B

71 Spouses and sexual partners of the above groups [ SitEERH D B (4

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

A AR SRS R T REMEE LRI Gt (I BARER & B B EIAR)

Test Date (DD/MM/YY) f&ls HEA(H/H /) Test Item FERTE H Result / Diagnosis #5522

16. Is the disease diagnosed to be directly or indirectly caused by or result from F2EIRIE S 7S B HE B M B2 515 |FEEEE]
7 self-inflicted injuries while sane or insane £ & IEH B8R HEIER TEREEHE
~1 Wilful misuse of any alcohol,narcotic or drug BN » ¥ F#5% el ik

Please give details if any of the above item(s) is/are applicable. 21 Faltid H# » et

17. What is the prognosis of the patient?  Jp5 A R HE R KR

18. Other additional information for the current diagnosis AR ILI2 B 5 5L > 4E9 &kt

Name of Physician Qualification
B A

Hospital Name (if applicable) Telephone No.
Wb FBAE ) BtiE RS

Address

Hhgil

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
SRbE/ SR R R HE (H/H34F)
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