CRISIS COVER CLAIM fE R hsgE 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 :

AR - BRI (HREABBEF TR EMmERER) AN

Bacterial Meningitis
Bacterial meningitis causing inflammation of the membranes of the brain or spinal cord resulting in permanent neurological deficit. The diagnosis is to be
confirmed by a specialist neurologist.

R R B e
PRIAR RS RIS IR B B > WPEEUR A MRS IRERE - AR i R R -

Name of Patient ji5 A #:44 ID / Passport No. S{733 / HEHESRE Age & Sex 4Eii K R

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

~1 Yes, medical records date back to i& » BEEACEE AL | | | | (OD/MM/YY) HIH /4 1 No &

2. When were you first consulted for this or related illness? Jj5 A\ & X ERIAH R B AHRSTRAEE T K2 Hi?

| | | | (OD/MM/YY) H/H/4  Symptoms presented were: Ji#EELE :

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

RIS A AT BT RORL - R ALE S JORZHT - IR AAESZ A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
i HIRI o EE H H a

4. (a) Clinical diagnosis K2k

(b) When was it made? {i[IffEEiE 277 | | | | (DDIMMIYY) H/ A4

(c) When was the patient informed of the clinical diagnosis? Jj5 A ATl 5% 4= 24 H AT ER A G PRI T KL 272

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

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

MRIEE PR W AAEBRZH— KM - BOECEE T2 A

5. (a) Final diagnosis 542 HT

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

(c) When was the patient informed of the diagnosis? Jp5 A {4l B& A= 251 H it FR KPS 227 ?

[ | | | (DD/MM/YY) By (name & address of physician):
H/FMAE i (B A0 Bath)

6. Please provide full details of the diagnosis and its clinical basis. ZFEEALFTAEZET LK 2ETIEY

7. Was the patient referred to you from other physician(s)? J A&7 fHfth 22 4= g7

I Yes, | | | | (DD/MM/YY) By (name & address of physician): I No "
= H/IAME  H (B AEEA R tE)

8. Has the patient ever been treated for the same/related conditions ? Ji5 \ 5 75248 2 AERIFERRI e A 2

| Yes, please provide details : 4 > Z5afit No &4
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/F/AE B Bl B AT B2 1R SR AR | b
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9. Is there any patient's family history which would increase the risk of this illness? Jp5 A\ 275 K HAF A A9 S it S g i e Ehpem e ?
Yes, please provide details : £ » Sl : “TNo &%Ff
10. Does the patient smoke cigarette? 5 \ =AW B 751E?
I Yes, 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)
BRI - BIRARY (H/AKE), (HIR/AE) {51k
11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
95 N IR ELSPiE T G SR 1R » B i P e 4. (Mrait K SR} R berg 447
Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 HH# H/ 34 B it Bl (EREIE §=E Ay g e i R e s e
12.  Was the meningitis directly caused by bacteria? 5 A SIS 2 75 FHATIE A [51?
I'Yes, name of bacteria :
& 0 AR
~1 No, underlying cause(s) for the patient’s meningitis:
ARG NG nS7 S e
13. (a) Please describe the extent of the inflammation of the membranes of the brain or the spinal cord. Z iR B a2 222
(b) Did the bacterial meningitis resulting in permanent neurological deficits?
U AL S A 75 UK A MRS RERRIE?
I Yes, please describe the type & specific the extent : INo %
B SR e R B HAR
14. What tests were performed to confirm the extent of the permanent neurological deficit? (Please enclose copies of all laboratory reports and relevant medical
reports that are available)
AR B A R T REREE K A MRS TRE R FaR AR ? (Gt Bt B AR B o S BT 5 EIAR)
Test Date (DD/MM/YY) #&lig: H HH(EH/ H /4E) Test Item f@EsTEH Result / Histopathological Diagnosis #i 5/ JiE k2T
15. How did the permanent neurological deficit affect the patient’s daily activities? Jj5 Aftk 2 ST HREHIRATR A 828 H H 3 15 8)?
16. What is the prognosis of the patient? 5 A B KR
17. Other additional information for the current diagnosis HAMAG R LLR2ES S & ZEV &R}
Name of Physician Qualification
e e HE
Hospital Name (if applicable) Telephone No
Bbr TR (AE ) Wik FE R
Address
Hidil
Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Bab/ B AR HIH (H/H/AE)
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