CRISIS COVER CLAIM FORM fE iz i Policy No. {4 B85

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

Blindness
Total and irrecoverable loss of sight in both eyes.

REH
EEIRSE NS TR -

Name of Patient J& A\ 44 ID / Passport No. B335 | ZEHE55E Age & Sex i KR

1. Are you the patient's usual physician? /K&K A B K2 HeE4=?

Yes, medical records date back to & » BEEEAIEE T L | | | | (DD/MM/YY) HIH /A

No 2

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

| | | | (OD/MM/YY) HIH/4E Symptoms presented were: JiE# 0 HE :

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

MR AP BAYEORE - AEEJOR2HT > HIREOCFESA?

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

4. (a) Clinical diagnosis [ifif2l

(b) When was it made? {A[F5HEE S22 | | | | (DD/MMIYY) H/ A /4

(c) When was the patient informed of the clinical diagnosis? Jp5 A {af il B8 4= £ 4401 L Pt BB ) B ARSI i B 22 187 2

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

(d) How long, in your opinion, has the paﬁient suffered from this illness before his / her first consultation?
HURR MR R, W ATERZ I — R SRR T 2 A7

5. (a) Final diagnosis B%2H7

(b) Date of final diagnosis: f#%2#7 H i | | | | (DD/MM/YY) HIH/AE

(c) When was the patient informed of the diagnosis? & AfrHEF#k 5 AE 251 LA BRI RE M2l ?

| | | | (DD/MM/YY) By (name & address of physician):
H/RME B (B R RIE)

6. Please provide full details of the diagnosis and its clinical basis. ZFHEILFTA2ET KGR 2 ETIER

7. Was the patient referred to you from other physician(s)? Ji5 A&7 d Hfth 5& 4= 5N

Yes, | | | | (DD/MM/YY) By (name & address of physician):
= HIAMAE (B ROtL)

“1No &

8. Has the patient ever been treated for the same/related conditions ? Jj5 A\ 5 75 & ZAH R AERR R IE 165 2

~1Yes, please provide details : £ - il

Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 B Wit B TR TG SRR /| bR

~ No &H
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9. s there any patient's family history which would increase the risk of this illness? Jj A\ 275 FRIHATRT A 22 60 5 T s b iser?

| Yes, please provide details : 4 - gt : I No %
10. Does the patient smoke cigarette? Ji5 \ &5 Gk E 7 E?
“1Yes, has been smoking since 5 > H| | | | (DD/MM/YY) H/ H /B a1 f2E “TNo &F
I Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
BRI - BIARY ((GUEIEO S (H/AMF) 421k
11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
995 N PRI LIPS B2 a Y - B A AR (L E R R MR8
Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/F/AE B et B FEABE LR AR A R | bR
12. What was the cause of the loss of sight? {{E£F K5 |30k AR ZHH?
13.  (a) The present visual acuity of both eyes 5 A\ HEHRE RGBS 15
Left Eyve /iR Right Eye
(b) What kinds of treatment are currently provided and / or will be provided to the patient? Jj5 A B E/F/ T 52 (TR IE 7
(c) Is there any other surgery/treatment helps to improve the patient’s visual acuity in both eyes? 45 F-iifaliiGHE nl CaEsim N\ SRR R 7
I Yes, please provide details : £ » Sl : “INo 86H
(d) Are there any plans to conduct further tests? 5455 1#IHEF T HADHIER?
| Yes, please provide details : 45 - Fflk No 2H

available).

R AR E o6 R AW AR ? Gt AR s S RS HIA)
“1Yes, please provide details : &2 » Sl :

Test Date (DD/MM/YY) #&kig: HHA(H/ H/4E) Test Item #ksIE H Result / Diagnosis #5422

14. Was the loss of sight permanent and irrecoverable in both eyes? (Please enclose copies of all supportive reports and relevant medical reports that are

“TNo Rg

available)

Test Date (DD/MM/YY) gl FHH(E/ A /4E)

I TREG M ER A EIRE S T RERH ) ? GHEIHHRIRER RS K B RER S RIA)
~1 Yes, please provide details : 15 » il

Test Item #HEGIEH Result / Diagnosis #5527

15. Can you determine that the patient’s both eyes are” Legally Blind"? (Please enclose copies of all supportive reports and relevant medical reports that are

“INo #H

16. What is the prognosis of the patient?  jp5 A ER 7 BRI

17. Other additional information for the current diagnosis HAth#5 B HLa2 TGS~ ZE9V &R

Name of Physician Qualification
BN HIE

Hospital Name (if applicable) Telephone No.
BB ALE) i e

Address

il

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Babe/ B E N HH (H/F/4E)
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