CRISIS COVER CLAIM FORM fE i 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

Muscular Dystrophy
Hereditary muscular dystrophy confirmed by a specialist neurologist resulting in the inability to perform without assistance 3 or more of the following:
- bathing, dressing, using the lavatory, eating, moving in or out of a bed or chair.

NEERR
FHFSEE R R E R AR R VB B A R SEEHE A IR TE I M RERSE R N IS A LRTSED © YRk ~ 28K - AT~ K - EEPABGRIBIREH T~

Name of Patient j5 A 1444 ID / Passport No. B {5335 | #E AL Age & Sex 1Efi5 KR

1. Are you the patient's usual physician? {/Ri& R B 5 K2 HEs 42

~1 Yes, medical records date back to & » BEEHIEE R | | | | (OD/MM/YY) HIH /4 T No "

2. When were you first consulted for this or related illness? J5 A & X KAH [ SAHRRE TR N ka2 H#i?

| | | | (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?

MBI AT BRI RO - R ALE S JORZHT - IR AAEZ A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 HIA 4 W OAHE H H .

4. (a) Clinical diagnosis [ A2l

(b) When was it made? {A[F5HEE S22 | | | | (DD/MMIYY) H/ A4
(c) When was the patient informed of the clinical diagnosis? Jp5 A {5l & A= £ 4401 L Pt R ) B ARSI i B 22 1807 2

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

(d) How long, in your opinion, has the paﬁient suffered from this illness before his / her first consultation?
HURRE IR R, - WATERZH— TR B CR i T 2 A

5. (a) Final diagnosis 5427

(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 25 501 At B K B 222

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

6. Please provide full details of the diagnosis and its clinical basis. ZFHEALFTA2ET KGR 2 ETIER

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

Yes, | | | | (DD/MM/YY) By (name & address of physician): I No " g
= HIFAE i (A Rotuhl)
8. Has the patient ever been treated for the same/related conditions ? Jij5 A\ 575 @ & AERAERA R IEIGE 7
Yes, please provide details : 45 - Zf INo &H
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
wh2 HH# H/F/AE B Bt #Zl A BEIERLIR b A 3R / (EBEREs

9. s there any patient's family history which would increase the risk of this illness? J A\ 275 FRIHATAT A 22 60 5 T i b iser?

~1Yes, please provide details : £ » Sl I No @A
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10. Does the patient smoke cigarette? Ji5 A\ &Gk FE 25 E?
| Yes, has been smoking since 75 » | | | | (DD/MM/YY) H/ H 1B G o8 I No 84
| Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
AR BRARARY (BRI, " (H/R/A4E) 4210
11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
905 N IR ELSPiE T G52 R AR » B i P e 4. (MraRt K SRt R berg 447
Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
wh2 HH# H/ 34 B Bt 2l (LB LR R ARG R | bR I
12.  What type of muscular dystrophy does the patient has? 55 A fHIAS EAR BB FAH— K672
13. What is/are the underlying cause(s) leading to the muscular dystrophy of this patient? {5 X5 [Zum A\FIHEEARR?
14. (a) Is the patient able to perform any of the followings without assistance? Ji5 AfEEE IS N AT FYTEEIRIEES?
(b) Please state since when, why and how much assistance is required if the patient is unable to perform.
A AARBSELT Y INET) - 555 B REBELS ~ R &R
(i) Bathing Able fE% Unable ‘g%
Vi Reason JE{[A:
Asistance required FTEEEE170:
Since Hft:
(ii) Dressing Able fE% Unable ‘g%
ZEAR Reason JE{[A:
Asistance required FTEEEE170:
Since HfE:
(iii) Using the lavatory Able fE% Unable ‘g%
| Reason JFi[X:
Asistance required FTEEEE17 0
Since Hft:
(iv) Eating Able {E%y Unable ANgE4
HER Reason JE{[A:
Asistance required FTEEEE170:
Since Hft:
(v) Move in or out of a bed or chair ~1 Able fE%y ~1 Unable “R{E%
BB EGR B R e T Reason J5i[A:
Asistance required FTZZEE17 0
Since Hit:
15. What tests were performed to confirm the diagnosis? (Please enclose copies of all laboratory reports and relevant medical reports that are available)
BT 1oha bR SRR N RefeE o ? G dia Rbelad s KBS EIA)
Test Date (DD/MM/YY) #ilig: H HH(E/ H /4E) Test Item #HEGIEEH Result / Diagnosis #i5/ 22T
16. What is the prognosis of the patient?  jp5 A ER 7 BRI
17. Other additional information for the current diagnosis HAth#5 B tLa2 T SR~ ZE9V &R

Signature & Hospital/ Physician’s Chop

O e PN

Name of Physician Qualification
RIS HIE

Hospital Name (if applicable) Telephone No
Bl M (A ) i e
Address

Hiz:

Date (DD/MM/YY)

Hi (H/A/4F)
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