CRISIS COVER CLAIM FORM fE iz s 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 :

SBIERD - BRI (HREABBEF TR EMmERER) AN

Loss of Speech
Total permanent and irrecoverable loss of the ability to speak due to physical damage to the vocal cords which must be established for a continuous period of 12

months.
SHARFESREN
FEA R S48 5 [ B0 Bk A SR EREERE ST AR DA 1 240 A I -

Name of Patient ji5 A 1444 ID / Passport No. B {533 | 2EIAWEE Age & Sex 4Ef5 KR

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 "1 No &

2. When were you first consulted for this or related illness? 5 A & X KFH R SAHRRE TR N ka2 H#1?

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

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

RIS A AT BRI - R ALE S JORZHT - IR AAEZ A?

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

4. (a) Clinical diagnosis [ffRi2ET

(b) When was it made? ([l EE2ET? | | | | (DDIMMIYY) H/ A4

(c) When was the patient informed of the clinical diagnosis? J& A frTiF 4556 A= 15 201 AT AR A B RS iE K i 7 ?

| | | | (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?
SR TR, - W ATERZEE — TR ROMIEC R T 2 A7

5. (a) Final diagnosis R4 T

(b) Date of final diagnosis: %27 HHH | | | | (DD/MM/YY) H/H/4E

(c) When was the patient informed of the diagnosis? J A RISk B 25 25501 LAt B K E Fe 227 ?

| | | | (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 LK 2EIERY

7. Was the patient referred to you from other physician(s)? Ji5 A&7 HHfth 5& 4= N7

“1Yes, | | | | (DD/MM/YY) By (name & address of physician): “1No ~g&
& HIFAE i (B4 b i)

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

~1Yes, please provide details : f - il ~ No &
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H 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? Ji5 A & 5 K EAT-rT Y S 100 S e N Hhsm o ieer?

I Yes, please provide details : 15 » sl No ¥24A
10. Does the patient smoke cigarette? Ji5 A\ &Gk FE 25 E?
~1 Yes, has been smoking since 5 » | | | | (DD/MM/YY) H/ H 1B a1 o8 “1No 84
Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
BB > BRIAIR ((SUSIEO I S (H/AME) 451k

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

TANIRLARAETT G 2Tl S s AT E B A (i S R FOR b 2ie

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 BEE Wit 20 BTG Bt Aas IR / (Ebe el

12.  (a) Since when did the patient suffer from loss of ability to speak? Ji A\ {E (A BHAATELSEERAE ) ?

Since (DD/MM/YY)
i | | | | (H/B/M4E) Bk
(b) Did the loss of ability to speak last for a continuous period of 12 months? 5 A\ & 558 Eiahhe A 121 H 1% G T ?
IYes &
INo, from | | | | (DD/MM/YY) to | | | | (DD/MM/YY) or approximate days/ weeks / months
WHH (H/AME) =] (HIR/AE) B K#9 KIEHIA

13.  (a) What was the cause of loss of speech? {8 KPS &K A FEALESHESI?

(b) Was the loss of speech caused by physical damage to the vocal cords ? Jj5 A5 EE S BE 72 1 A S <7485 |57

Yes, please provide details : /& > Fiafil : " No ~"g&
(i) Date: (DD/MM/YY) (i) Cause of the vocal cord damage:
HER: | | | | (H/AM) A SR [ R

14. Was the loss of speech permanent and irrecoverable? (Please enclose copies of all supportive reports and relevant medical reports that are available).

TANIET R AR RE S TIEREAR ? G e (A Btabai ety M AR R A)

“1Yes, please provide details : &2 > SFafl : ~ No &
Test Date (DD/MM/YY) #gkig: HHA(H/ H/4E) Test ltem ksIEH Result / Diagnosis #f5H/2

15. (a) Has the patient undergone any speech therapy? J5 A5 757

Yes, since (MM/DD/YY), details : No &6
== | | | BEtG - RIS

(b) What kinds of treatment are currently provided and / or will be provided to the patient? Jj5 A\ Bi 1EAE/ @ 5257 (1 a1 a5 ?

(c) Is there any other surgery/treatment helps to improve the patient's vocal cords? 1575 F-flifal AR nl cicm AR ?

~1Yes, please provide details 75 - ZFzfilt No &H

16. (a) What is the prognosis of the patient 5 A BRI HERE KR

I N B R AT T REME

p=(1
ar
=

(b) Please comment upon the likelihood of any significant improvement in the patient condition.

17. Other additional information for the current diagnosis HAtAG R 2 BTG SR 2 4E5 &k}

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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