CRISIS COVER CLAIM FORM fE iz s Policy No. {4 EIE

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 (HREA BB TR EMmEeRER) Al

Coronary Artery Disease Requiring Surgery
The undergoing of heart surgery to correct narrowing or blockage of one or more coronary arteries with bypass grafts in persons with limiting anginal symptoms,
but excluding non-surgical techniques such as balloon angioplasty or laser relief of an obstruction.

REEITHRIT R E R BNRA
AR R DR R N LS T DALl - B AR AR DU IE— PR Bl IREDIRA I 72 B 28 - (NIRRT - BIANSEZE N B
BOLEF AR EIREN IR ZE IS L -

Name of Patient J5 A 1444 ID / Passport No. B {533 | #E AL Age & Sex 4Ef5 KR

1.

Are you the patient's usual physician? {/R/2 75k A8 & K2 e 4:?

Yes, medical records date back to i& » BEEACEE AL | | | | (DD/MM/YY) HIH /4 No &g
2. When were you first consulted for this or related illness? 5 A & X KFHF SAHRRE R N ska2rg H#1?
| | | | (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?
MR A\ BLEDRL - i ATEE ZOREEHT - HIRBICAFES A?
Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 /A4 oW OAHE H H H
4. (a) Clinical diagnosis [ifK2
(b) When was it made? {A/IFFEESS2HT? | | | | (DD/IMM/YY) H/F/4E
(c) When was the patient informed of the clinical diagnosis? Jp A\ fRTHF 4556 A= 15 201 AT AR A B PR E S i 7 ?
| | | | (DD/MM/YY) By (name & address of physician):
H7AME i (B4 ROtiL)
(d) How long, in your opinion, has the patient suffered from this illness before his / her first consultation?
ISR TR, - W ATEREZEE — TR ROEC R T 2 A7
5. (a) Final diagnosis 2287
(b) Date of final diagnosis: f#%2#7 H 8 | | | | (DD/MM/YY) HIH/AE
(c) When was the patient informed of the diagnosis? Ji& A{rHEF# 5 AE £ 1L A BRI E M2 ?
| | | | (DD/MM/YY) By (name & address of physician):
HURME (B A PEA% B tihE)
6. Was the patient referred to you from other physician(s)? J&5 A&7 fHfth 22 4= A2
Yes, | | | | (DD/MM/YY) By (name & address of physician): I'No g
= HIFME (B4 B i) -
7. Has the patient ever been treated for the same/related conditions ? Ji5 A\ 5 &5 2 2 Z AH R AERRIT R E 165 2
Yes, please provide details : £ > ZFEfi No %145
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2] H/F/AE B et B ARG G M AR R | EBERE T
8. Is there any patient's family history which would increase the risk of this illness? 3 A 275 PR EL (a4 5 s s e iR BL s i peer?

| Yes, please provide details : 4 - it I No %
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9. Does the patient smoke cigarette? ji5 A\ &5k A 1E?

| Yes, has been smoking since 75 » | | | | (DD/MM/YY) H/ H 1B G o8 I No 815
| Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
HIREE - BHAARY (H/AME), (H/AAE) 151k

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

I NRIL PR AETT G 28R T0rY » B ST B L (MRl s SR FUBEBery#41@

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/F/AE B B B ERTEFGL IR MR AEAL R | (LR

11. What tests were performed to confirm the diagnosis? (Please advise the details and provide a copy of all test reports including treadmill stress test &

echocardiogram and any other relevant hospital reports that are available.)

BHERRERAGAER N REMET HLR2E? Gt Ot A oA BRI M 5 o F ). O R I e BB I DU LA B e 2 I AR)

Test Date (DD/MM/YY) #&ilig: H HH(EH/H T 4E) Test Item f@EsTEH Result / Final Diagnosis #ii 5/ %28

12. Please describe the severity of the patient’s Coronary Artery Disease with respect to the following areas: Gk %1 REEE MR A S ARBIIRR < T

(a) Which coronary arteries are narrowed or blocked? etk EIIRHEER I 7S BiARFER Y [E L ?
(b) How many arteries are affected? f#5ty5 5 % e iR ENIK?

(c) What is the percentage of narrowing and/or blockage of the respective luminal diameters of the involved arteries?

JiTh BB IR B TP AR A R e AR ZE R B A e 2 F 43 LR
(d) What type of heart surgery has been performed? 17 1 I Clgd i

Surgery Date T4 Date (DD/MM/YY)[IH(H/ 1/ 4E) Result {5

(e) If coronary bypass grafting was performed, please state the numbers and sites of the grafts.
i EE TR RAENT, RV R R (L

13. Has the patient previously suffered from conditions like chest pain, hypertension, angina, other cardiovascular disease or other major iliness/disorders that
was/ were related to his/her current sufferings? Jpg \E{IA BRI ~ SIIEE ~ O ~ HoAth CBR IR ol HL At BRI [ B BRI i R 507 7
I Yes, please provide details : 45 » sl | No BH
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
a2 2 (H/H/AE) R it Bl AR HGELIE AR EAGR / BT

14. Please list the type(s) of treatments and medications that you have prescribed to the patient for his/her Coronary Artery Disease.

G TR BRI e /7 ke T4 AR FT LLSEY) B FLAIa R

15. When did you Alast see the patient? What was his/her condition at that time?
B Ntk — Rl NI HIA? EIRe AR SR anfar?

| | | | (DD/IMM/YY) (EI/J3/4E); Condition S/ Aiiki :

16. Other additional information for the current diagnosis H 45 RE L2 E 5 5 2 2o &R

Name of Physician

Qualification
RIS HIE
Hospital Name (if applicable) Telephone No
BEPr TR ) W AR T
Address
Hidil
Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Bab/ B AR HIH (H/H/AE)
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