CRISIS COVER CLAIM FORM fy iR st Policy No. {3 Bi5E

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

SBER - B (EREABTBFE LR EMEEER) R

Major Organ Transplantation
The actual undergoing as a recipient of a transplant of a heart, lung, liver, pancreas, kidney or bone marrow.

IE%%E’T%E
ZORNSERS G E L2 O ~ I ~ W ~ Bl ~ s B B A T -

Name of Patient j55 A #:44 ID / Passport No. B {735 | #EHE5RHE Age & Sex 4Eii K R

1. Are you the patient's usual physician? {/R/& ¢ E A\ B 5 SRS Es 42

~1 Yes, medical records date back to & » BEEHI S E | | | | (DOD/MM/YY) H/H T No 1"

2. When were you first consulted for this or related illness? Jj5 A\ & K RAH R B AHRSpRE I T K2y H 2

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

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

MBI A AT B RO - R ALE S JORZHT - IR AAES A?

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

4. (a) Clinical diagnosis [ K2

(b) When was it made? ([l 2277 | | | | (DDIMMIYY) /A4

(c) When was the patient informed of the clinical diagnosis? Ji5 A ATl 5% 4= 24 H AT ER I G PRI T KL 27 ?

| | | | (DD/MM/YY) By (name & address of physician):
FTREE i (B4 ROt

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

SR TR - W NTEREZ S — TR ROEC A T 2 A7

5. (a) Final diagnosis 542 T

(b) Date of final diagnosis: #i: 7% 2 H H# | | | | (DD/MM/YY) H/H /AR

(c) When was the patient informed of the diagnosis? j5 A AT 58 A 25 401 EL FiT B ToiE e 27 2

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

6. Please provide full details of the diagnosis and its clinical basis. ZFHEALFTAZET LA 2B EY

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

“1Yes, | | | | (DD/MM/YY) By (name & address of physician): “1No ~g&
> HIFAE i (B AEA B ihE)

8. Has the patient ever been treated for the same/related conditions ? Jj5 A\ 575 @& ZAHRAERR I IE 165 2

~1 Yes, please provide details : £ - gl ~ No ¥&f
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 BEE Bt 2 {EATER2 TG SRR | bt
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9. Is there any patient's family history which would increase the risk of this illness? 5 A\ &5 K AT A 52 e S i s i i1 I e i b 2

71 Yes, please provide details : 15 > Fatil : I No @A
10. Does the patient smoke cigarette? J5 A 27545 I FPE 72 ?
~1 Yes, has been smoking since 15 * (| \ \ | (DD/MM/YY)H/ H /AEBRtE /28 I No&H
~1 Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
HIREEE -~ BHIARY ((SHEIES S (/A4 f 1L
11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this illness
TN ELPRENT SR 28200y » B W s A A (it SR Fssbery 44 im
Consultation Date (DD/MM/YY)  Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 H H/H /4 - Gog lreed 20 TR SR AR AL / (bR e s
12. (a) Please comment on the condition preceeding the transplantation surgery of the patient. Zfi3tis AAERAE FITHTAIRDIT
(b) What is/are the underlying cause(s) leading to this patient’s organ transplantation? {85 |7 |05\ FE S 7 i 2 B R Ai?
(c) Please describe history of end stage heart/lungs/liver/pancreas/kidney/bone marrow disease of the patient.
PRI A o AL Lol it/ e M B o 2
13.  (a) What type of transplant surgery has been performed to the patient? Please specity the exact location and the organ(s)
N TR TG ? SRt ek Tl RS B R -
(b) The transplantation surgery was performed on (DD/MM/YY) , at (hospital/ place)
R (FI/ A ) 45 (BSI5E/HE) T
14.  Please provide details if patient has any of the following health history
WAL TR
71 Yes, details are : 5 > 515 : 1 No%H
(a) Sickling disorders HetRAIE AL
(b) Thalassaemia R
(c) Other haemoglobinopathy ~ HAIMAT 55
(d) Hepatitis B ZIUF 5
(e) Cirrhosis fififk,

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

AT R AR T REMEC LR G EE A R s S B REiE mIA)

Test Date (DD/MM/YY) #8 HA(H/ H/4F) Test Item f 5538 Result / Diagnosis & 5/22 67

16. Is the disease diagnosed to be directly or indirectly caused by or result from F2ERIE 75 B 2B M2 715 | #EEEE]
71 self-inflicted injuries while sane or insane £ 5 1F & BB G N &= H S
~J Wilful misuse of any alcohol,narcotic or drug [N - 1 F &5V a5

Please give details if any of the above item(s) is/are applicable. 21 Fults#i fHFE » Ffeftaers

17. What is the prognosis of the patient after the organ transplant? 55 A\ A% B BAAE L HEE BRI

18. Other additional information for the current diagnosis A RE L2 E 5 5L > A&k

Name of Physician Qualification
BEE G

Hospital Name (if applicable) Telephone No.

b AR AE ) HfseER,

Address

Hudl

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Bahe/ BT K HIH (H/H34F)
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