CRISIS COVER CLAIM FORM fo i Bt iASEE Policy No. {5 B4

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

Coma
A state of unconsciousness with no reaction to external stimuli or internal needs persisting continuously with the use of life support system for a period of at least
96 hours and resulting in permanent neurological deficit.

B
PRI NGRS B ORI E TR B R » SR SR B A SR R i D 96/ NI - MDEEUR AR IRET L

Name of Patient j55 A #:44 ID / Passport No. B {7y | F#EHE5RHE Age & Sex 4Eii K R

1. Are you the patient's usual physician? {/Ri& 7R A\ E K2 HEs 42

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

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

| | | | (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?

RIS AT BRI - R 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 K2

(b) When was it made? {i[IffEE 2277 | | | | (DDIMMIYY) H/ A4

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

| | | | (DD/MM/YY) By (name & address of physician):
H/RME i (B4 R tihl)

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

MR FROR R W AAEBR R — KA BOECERE T2 A

5. (a) Final diagnosis R4 T

(b) Date of final diagnosis: fi: 7% 2 H 8 | | | | (DD/MM/YY) HIH /4

(c) When was the patient informed of the diagnosis? jp5 A AT 58 £ 25 401 EL FiT B AT oiE e 217 2

[ | | | (DD/MM/YY) By (name & address of physician):
HIRME (RS R k)

6. Please provide full details of the diagnosis and its clinical basis. ZFEALFTAEZET LR 2EIERY

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

1 Yes, | | | | (DD/MM/YY) By (name & address of physician): “1No iz
= HIAMAE W (B RotL)

8. Has the patient ever been treated for the same/related conditions ? Jj5 A\ 1575 & ZAHRAERR R IE 165 2

1 Yes, please provide details : 75 » Z52Eili - 1 No %6
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 Hin H/F /A4 B B 2 TR TG SRR | bR
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9. Is there any patient's family history which would increase the risk of this illness? Jj5 A& 75 PRI HATART Y S50 s s i b s nséer?

Yes, please provide details : 15 - &l | No 44

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

| Yes, has been smoking since 75 » | | | | (DD/MM/YY) H/ H 1B a1 o8 I No 84
| Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
BRI - BRI (H/FAE), R (H/AAE) 151k

11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
I NI E T G 2R 160 SG e MR FTE R AR (TR ER AU berg#FE

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 BEE Wit 2 TR TE SR AL ARG IR | b

12. How long (in hours) was the patient in a state of coma? J5 A& NS IRERHE 724 (LUVNRETE) ?

13. What supporting system(s) was/were required to maintain the survival of the patient? Please indicate the period the patient was on the life-supporting
system(s).

TN BTSRRI A 2 REHE LR A\ G IR Lo SR RN Y -

14. Did the patient have no reaction or response to external stimuli or internal needs persisting continuously with the use of life support system for at least 96
hours?

N BT AR SO B 96/ N » 41 SOl ek PO 7E TR S S e S e ?

Yes, please describe the exact symptoms and limitations suffered by the patient and the severity of the condition. I'No g

& > Gl AEERIERIANISZ ZIRIRE] - DO S DR B R -

15. Did the coma result in any permanent neurological deficit? FRA B EUK A T IHEER 2 ?

| Yes, details : ~ No %H
o Eal

16. What is the prognosis of the patient? 5 A B KR

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

AR AR M IEMEE LLRE? Gttt M R JIA)

Test Date (DD/MM/YY) #gkig: HHA(H/ H/4E) Test Item fEGTEH Result / Histopathological Diagnosis #& 5/ jiEEH#%2

18. Other additional information for the current diagnosis HAth4G RE L2 E 5 5 2 2o &R

Name of Physician Qualification

e e HIE

Hospital Name (if applicable) Telephone No
B2 R (AE ) Hikik FE R

Address

Hizl:

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
ERbe/ BRI NS HE (H/H/4E)

Prudential Hong Kong Limited
(A member of Prudential plc group)
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