CRISIS COVER CLAIM FORM f sl prsha Policy No. {5-E5%HE

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

SBIERMD - BRI (HREABBEF TR EMmERER) AN

Aplastic Anaemia
Bone marrow failure which results in anaemia, neutropenia and thrombocytopenia requiring treatment with at least one of the following:
blood product transfusion
marrow stimulating agents
immunosuppressive agents
bone marrow transplantation.
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Name of Patient jp5 A 2t: %% ID / Passport No. B {7y3& | #EHE5RHE Age & Sex SR

1. Are you the patient's usual physician? {R& 9k A K2y Ee4:?

Yes, medical records date back to i& » BEEACEE AL | | | | (OD/MM/YY) HIH /1 INo fNg&

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: JEELEE :

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

MBI A AT BRI RORE - R ALE S JORZHT - IR AAES A?

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

4. (a) Clinical diagnosis K2k

(b) When was it made? {A[EFHEEE2ET? | | | | (DD/MM/YY) H/H/MAE

(c) When was the patient informed of the clinical diagnosis? Jp A\ frTH5 4556 A= 15 201 T R A B R E S i |7 ?

| | | | (DD/MM/YY) By (name & address of physician):
H/AMAE o (B RbhE)

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

MR N RO W AAEBR R — KM - BOECRE 72 A

5. (a) Final diagnosis B#%2H7

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

(c) When was the patient informed of the diagnosis? Jp5 A {4l B& A= 2501 H it FR KPS 227 ?

| | | | (DD/MM/YY) By (name & address of physician):
H/RM BB Ak B k)

6. Please provide full details of the diagnosis and its clinical basis. ZFHEALFTAZET LK 2EEY

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

Yes, | | | | (DD/MM/YY) By (name & address of physician): I NoAN &
i H/FAE i (B b )

8. Is there any patient's family history which would increase the risk of this illness? Jp5 A\ J&: 25 K HATRI A S50 S e i L Hhpem it ?

| Yes, please provide details : 45 > Z5afit I No %15
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9. Has the patient ever been treated for the same/related conditions ? Jj5 \ 15 753 4% 2 PR E]/AEBR AR AE 1655 ?

71 Yes, please provide details : 5 » Fiafilt : 71 No 86
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 HW H/H 4 B Wbt 2l RIS RELIE b A A / (Bt 1E

10. Does the patient smoke cigarette? Jj5 A & 45 T FFE 22 E?

71 Yes, has been smoking since £ > H| | | | (DD/MM/YY) H/ 3 /BRI & TINo %H
~1 Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
HTRER - PG (H/AMAE, i (H/H/AR) 151k

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

A EILPFETT G2 E A0 - Sy HRrpT AR A GEHER R HRD IRk 218

Consultation Dates (DD/MM/YY)  Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
g H i H/A M4 B B 2l ARG AR ARSI / (bR rTE

12. Please describe the severity of the patient’s bone marrow failure and advise if it resulted in anaemia, neutropenia and thrombocytopenia of this patient?

ARl A B B RE SIS A B AL A R A A 5 (B ~ vk BRI Sl MR -

13.  What was the underlying cause(s) leading to aplastic anaemia of this patient? Please advise the cause(s) in details.

AR A5 150 A I RRBBEIE 22011112 Rt DA -

14.  What is/are the reading of the followings: ZFFefit 7R IEATEEL

(i) Haemoglobin levels
iiIREE

(ii))  Red blood cell counts
ALIMBRAAEHREL

(iii)  White blood cell counts
H IBRAHAE HREL

(iv)  Platelet counts

I/

(b) Please provide a copy of the diagnostic test results for our reference, if any. FHEHEAE 2B RS EIA -

15.  Which of the following treatments is/are provided to the patient? Please describe the extent of the treatment given.

NSRBI SR -

(a) Blood product transfusion
iy AL 2 i

(b) Marrow stimulating agents
H BRI

(c) Imunosuppressive agents
BRI

(d) Bone marrow transplantation

(EE e

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

A AR SRR RN T REMEE LRI G (1A BARER R & B B BN

Test Date (DD/MM/YY) f&ls HEA(H/H /) Test Item fiEETE H Result / Diagnosis f&5/722

17. Other additional information for the current diagnosis FAWAG [BH L2 BTS2 ZHY &R

Name of Physician Qualification

B AR HE

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

Address

Hhgil

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
PRbe/ SR A R R HE (H/H4F)
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