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

Medullary Cystic Disease

Diagnosis of medullary cystic disease by a specialist physician and evidenced by end stage renal disease with the Life Assured undergoing regular peritoneal
dialysis or haemodialysis.

B HEEEER
FHPURL R R ROl S B B e S E LSOOI - M2 R AT S T RSB TBURGENT

Name of Patient j55 A #:44 ID / Passport No. B {7y3& | &SRS Age & Sex 4Eii K R

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

~1 Yes, medical records date back to & » BEEHI$E 0 E | | | | (OD/MM/YY) HIH /4 No &

2. When were you first consulted for this or related illness? Jj5 A\ & X ERIAH R BRI AEE T K2y Hi?

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

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)
s /A4 oW AL 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 ER A G 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:#% 2 H 8 | | | | (DD/MM/YY) HIH /4

(c) When was the patient informed of the diagnosis? jp5 A {A]HF 58 £ 25 401 EL FiT B RTpiE 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 LK ZEIEY

7. Was the patient referred to you from other physician(s)? J& A&7 fHfth 22 4= 8 4-?

1 Yes, | | | | (DD/MM/YY) By (name & address of physician): I'No g
= H/IAME (B EEA R atE)

8. Has the patient ever been treated for the same/related conditions ? Ji5 A\ 75 & 248 ) FERRI i 1o 2

Yes, please provide details : £ > ZFEfi No %145
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 HIN H/F/AE B Bt 2 ARG G SRR R | (EBERE T
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9. Is there any patient's family history which would increase the risk of this illness? 5 A &5 R HATA SR e S s i ae LR nipeer?

71 Yes, please provide details : 45 > Ziafilt I NoBEH

10. Does the patient smoke cigarette? 5 A\ &5 H K IEE1E?

71 Yes, has been smoking since 75 * (| \ | | (DD/MM/YY) H/ F /4FBRIE, JE TINo¥BH
1 Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
ATRSER - BtER H/AA, (H/AAR) 151k

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

I8 N RIELRETTT S22 1h - sl R i A B A B s 3R T b #4

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 HW H/HAE Bk Wbt 2l FEATER GG SRATAE I / (EBEES

12 Has the pateint’s renal disease reached end stage? Please enclose copies of the laboratory report(s).

TAAIVE R CEEARI? e AR

~1 Yes, please provide details.: T No NE

14. Is the patient currently undergoing regular peritoneal dialysis or haemodialysis

TN T E B TS AT I G AT?

~1 Yes, starting from (DD/MM/YY) for ~1 peritoneal dialysis ~] haemodialysis “INo &
I H (B/ 7 /4F) BRtRstErT HEBRSEAT MBGENT
The frequency is at (place)
RS S (¥l AT

15. Has renal transplantation been planned? If so, what is the approximate date?

N BT ERETE RN AVERRE - TERHREATIREETT?

0 Yes 5 7 No
The transplantation will be taken place around (DD/MM/YY) performed at (place)
SR EZ SR TPN )N (H/H /4y AE (Bae/HAE) HEFT

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

A AR SRS RN T REMEE LRI G (1A BARER S B B BN

Test Date (DD/MM/YY) f&l& HEA(H/H /) Test Item FERTE H Result / Diagnosis &5/ 27

7. What is / are the underlying casue leading to medullary cystic disease of this patient? {185 K5 | Em AP B EEE 2E[E 5?2

—

18. What is the prognosis of the patient? Jp5 A BRI SR

9. Other additional information for the current diagnosis At /5 RE L2 5 2 ZES &R

—

Name of Physician Qualification
B HE

Hospital Name (if applicable) Telephone No.
Wb FBAE ) BtiE RS

Address

gl

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
PRbe/ SR R R HE (H/H4F)
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