CRISIS COVER CLAIM FORMfZ 2 RS Policy No. { B

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

BIERMD - BRI (HREABBEF TR MmERER) AN

Cardiomyopathy

Cardiomyopathy as diagnosed by a specialist cardiologist characterized by impaired ventricular function of unknown aetiology with permanent and irreversible
physical impairment to the degree of class 4 of the New York Heart Association Classification of cardiac impairment.

Your benefit does not cover Cardiomyopathy directly related to alcohol or drug usage.
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Name of Patient ji5 A #:44 ID / Passport No. B {7y3& | #EHE5RHE Age & Sex 4E i K R

1. Are you the patient's usual physician? {/R& 7R N IE 5 K2 HEs 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 AHRSTREE T K2 Hi?

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

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

MBI A AT BRI ALE S JORZHT - IR AAEZ A?

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

4. (a) Clinical diagnosis K2k

(b) When was it made? (A EE S22 | | | | (DD/MM/YY) HIF/AE

(c) When was the patient informed of the clinical diagnosis? J5 A {r] H5 4k 5% A 1540 HL A FE A G AR RE S a2 ?

| | | | (DD/MM/YY) By (name & address of physician):
F/RME i (B84 R thl)

(d) How long, in your opinion, has the patient suffered from this illness before his / her first consultation?
MR NATER, - I ATEBEZ A — T2l SRR R 7 2 A7

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? ¥ A {RTHEF 4l 5 A 45 4201 L i HE e B 22167 2

| | | | (DD/MM/YY) By (name & address of physician):
HIRME  HHCEERES R dE) -

6. Please provide full details of the diagnosis and its clinical basis. ZFEALFTAZET LK 2EIEY

7. Was the patient referred to you from other physician(s)? Ji5 A&7 d Hfth 5& 4§57

Yes, | | | | (DD/MM/YY) By (name & address of physician): | Nof g
= HIAMAE W (B A4 R t)

8. Has the patient ever been treated for the same/related conditions ? jj5 \ 1575 & #& 827 A8 E] AERRA IR E A5 2

| Yes, please provide details : 45 » Z52Ei | No ¥%H
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 Hin H/F /A4 B B 2 TEATERL TG SRR /| bRt
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9. Is there any patient's family history which would increase the risk of this illness? Jj5 A JE: 75 K HAT A S50 S e _ Hpem it ?

| Yes, please provide details : 45 » ZFEEik No %4

10. Does the patient smoke cigarette? Ji5 A\ & &G FE 25 E?

| Yes, has been smoking since 45 > | | | | (DD/MM/YY) HI/ H 1B G o8 I No 84
I Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
HIRE - BHAAY (HIAME), i (H/AHE) 151k

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

TANIRARAETT G a1l B M AT E B A (i S R FOR b 2i

Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
M2 H H/ R4 B Wit 2 PIB RIS EE RMERE S

12. What is the degree of severity of the cardiomyopathy in terms of ventricular function? Please provide the details. FF {5/ [ FE DhEELAFEIL IR B R -

13. Was the impaired ventricular function with permanent and irreversible physical impairment? Ji5 A 1.0 FE IIHEIE S & 15 oK A SN 0] 18 s RelE s ?

I Yes, please provide details : &2 » St I No "z
14. (a) What is the cardiac impairment class of the patient according to the New York Heart Association (NYHA) classification?
FRABAHER LB lh B COMBREBERR 1 » 95 AE CBBRIREREERS 311 2 02
(b) If NYHA classification is not used, what was the classification used and what condition(s) do(es) that particular class indicate?
T AR AR OO o B O IR BERR TR AR, - R R 5 LA T SRRl B AR T IR RIS 0 ?
15. (a) What is/are the underlying cause(s) leading to cardiomyopathy of this patient? {5 X5 | Zok AR ?
(b) Was the patient’s cardiomyopathy secondary to alcohol or drug usage? ¥ AR UL 275 B AR RS g2y [E?
Yes, please provide details.: No "2
5 AL
Alcohol P Drug g%
Types
TR
Consumption Pattern / Dosage
JIR IR /
No. of years consumption
JR I AEHA
Was it on prescription?
2 «(r':'ﬁ’)

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

ATt R N REEE ILRET? RTE O A Ra s MR R S RIA)

Test Date (DD/MM/YY) #&lig: H HA(EH/H /4E) Test Item f@ETEH Result / Diagnosis #5535 2287

17. What is the prognosis of the patient? ji5 A\ ERIFHE R Kotk

18. Other additional information for the current diagnosis H:fiti 5 Fi b a2 G 52 ZES V&R

Name of Physician Qualification
A HIE
Hospital Name (if applicable) Telephone No
Betat(anEm) i e
Address
Hk
Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Bab/ B AR HIHH (H/H/AE)
Prudential Hong Kong Limited
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