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 (HREABBEF TR EMmERER) AN

Elephantiasis

The result and complication of filariasis, characterised by massive swelling in the tissues of the body as a result of obstructed circulation in lymphatic vessels.
Unequivocal diagnosis of elephantiasis must be clinically confirmed by an appropriate specialist, including laboratory confirmation of microfilariae, and must be
supported by our medical adviser.

Your benefit does not cover Lymphoedema caused by infection with a sexually transmitted disease, trauma, postoperative scarring, congestive heart failure, or
congenital lymphatic system abnormalities.
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Name of Patient ji5 A 4:44 ID / Passport No. {738 / F#HE5RS Age & Sex 5 K R

1. Are you the patient's usual physician? /& 7m A E T SRS BE A4 ?

Yes, medical records date back to & » BEEEAIEE T E | | | | (DD/MM/YY) HIH /4 No N &g

2. When were you first consulted for this or related illness? Ji5 A 1 K AFHIE S AHRRE I R ka2 H 51?

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

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

MR AP BAERL - AEE R > BRI FES A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 HIANME B BFLE H H

4. (a) Clinical diagnosis [iif2l

(b) When was it made? {A[FHEE S22 | | | | (DD/MMIYY) H/ A4

(c) When was the patient informed of the clinical diagnosis? J5 A AT 4% A= 45 01 it B A g PRSRE S 227 ?

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

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

HUER TR - I AAERZ 3 — TGO RZRT  ROWIEC R T 2 A7

5. (a) Final diagnosis B#%2H7

(b) Date of final diagnosis: #: 7% i2ET H 8 | | | | (DD/MM/YY) HIH /4

(c) When was the patient informed of the diagnosis? 575 A fAIREF i 5% £ 25 41 Fy B8 A i B 2 7 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. ZFEEALFTAZET LR 2ETEY

7.  Was the patient referred to you from other physician(s)? & A& 75 FHEL Al B - A2

Yes, | | | | (DD/MM/YY) By (name & address of physician): I No i
= HIAMAE (B M RotL)
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(b) Please advise the details on the areas(s) and severity of the swelling & obstruction.

8. Has the patient ever been treated for the same/related conditions ? jj5 A\ {5 4545 #& 427 AR R AR BN Ve VA i
Yes, please provide details : £ > ZFEf I No ¥&H
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
wh2 H# H/ 34 B it B A BEIERLIE b A 3R / (EBEREs
9. s there any patient's family history which would increase the risk of this illness? 35 A 2 75 PR HATAT 4 5 10 S e I R b I Bemi e ?
71 Yes, please provide details : 75 » ZHafil : “INo ¥&H
10. Does the patient smoke cigarette? 5 \ =AW B 741E?
I Yes, has been smoking since £ > H| | | | (DD/MM/YY) I/ H 1B A f28 INo 84
I Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
A BALA (H/AME), £
11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
95 N R ELSPiE T G2 R AR » B i T e A4 (Mramt K SRt R eI 447
Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 H H/ 34 B et B BRI AR AR | (Ebear
12. What is/are the underlying cause(s) leading to the elephantiasis of this patient? {185 X5 |20E A5 7w ?
13. (a) Is there any massive swelling in the tissues of the body resulted by the obstructed circulation in lymphatic vessels?
95 N 75 FR AR S I R R 2 T S e B e A RS A [ IR 2
| Yes, please provide details: £ > Z5afil INo & FH

A LT R B R - e S H 2R B AR

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

B ERE AR BT ILR2RT? G Te O a R aEa e S RS RIA)

Test Date (DD/MM/YY) #gilig: HHA(H/ H/4E) Test Item #bGIEH Result / Diagnosis f&54/ 2

15.  What is the prognosis of the patient?

T N BRF S TR

I self-inflicted injuries while sane or

16. Is the disease diagnosed to be directly or indirectly caused by or result from F2EmRER & EREE M EEE F71)5 [FEaE s

insane E?ﬂmm%%% HE TER ﬁ&%

| Wilful misuse of any alcohol,narcotic or drug FiipFg » & P& e EEh

Please give details if any of the above item(s) is/are applicable. 1 Fift# % » FHEEHLEEE

17. Other additional information for the current diagnosis Hfthf5 Bd 22 Erid 5 < ZE9 &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 R HH (H/F/4E)
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