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

Occupationally Acquired HIV

Infection with HIV where it was acquired as a result of an accident during the course of carrying out normal occupational duties with sero-conversion to Positive
HIV antibody occurring within 6 months of the accident. Any accident giving rise to a potential claim must be reported to us within 30 days of the incident and be
supported by a negative HIV antibody test taken immediately after the incident. This coverage shall cease in the event of an efficient and effective vaccine being
found for the prevention of HIV/AIDS.

Your benefit does not cover sexually transmitted HIV infection.
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Name of Patient ji5 A 1444 ID / Passport No. B {5335 | #E AL Age & Sex 1Ef5 KR

1. Are you the patient's usual physician? {/Ri& 7R N IEH SRi2HEs 42

~1 Yes, medical records date back to i& » BEEACEE AL | | | | (OD/MM/YY) HIH /I ~ No &g

2. When were you first consulted for this or related illness? J& A & K RFHE SAHBRAE AR N K2 HEA?

| | | | (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?

MRS A AT BT - R ALE S JORZHT - IR AAEZ A?

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

4. (a) Clinical diagnosis [ifK2

(b) When was it made? ([l ES2ET? | | | | (DDIMMIYY) H/ A4

(c) When was the patient informed of the clinical diagnosis? J A\ frTH5 4556 A= 15 201 AT R A B RS E S i 7 ?

| | | | (DD/MM/YY) By (name & address of physician):
H7AME i (B4 FOtL)

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

R FROR R W AAEBRZH — KSR BOECERE T2 A

5. (a) Final diagnosis 542 HT

(b) Date of final diagnosis: f:f&2ET HHEH | | | | (DD/MMIYY) HIH/AE

(c) When was the patient informed of the diagnosis? Ji& AfrlIEF#l 55 AE £ 1= AT B RE M2l ?

[ | | | (DD/MM/YY) By (name & address of physician):
H/IFMAE i (B A0 Bat)

6. Please provide full details of the diagnosis and its clinical basis. ZFEHEALFTA2ET KGR 2B ER

7. Was the patient referred to you from other physician(s)? J5 A&7 fHfth 22 4= 42

Yes, | | | | (DD/MM/YY) By (name & address of physician): I No g
= H/IAME W (B R tE)
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8. Has the patient ever been treated for the same/related conditions ? 555 A\ 5 &5 B2 AH R AR 165 2

Yes, please provide details : 45 » Sl : ~ No &
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 BEE Wbt 2 TR TG SR AR | bt

9. s there any patient's family history which would increase the risk of this illness? 35 A2 75 PR HATAT 4 10 S e I B b I Besi e ?

“1Yes, please provide details : £ » Sl : “TNo %Ff

10. Does the patient smoke cigarette? 5 \ =AW B 7E1E?

I Yes, has been smoking since £ » H| | | | (DD/MM/YY) H/ H /B a5 f2E “1No ¥&%fH
~ Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
A BAZARY (HIRAE), 1 (HIR/AE) {51k

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

I NRILPRAETT G 28R T0RY B ST B L (MRl s SR RS Bery#41@

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/F/AE B B 2l LB LR B ARG R | R bea T I

12. Was the infection of Human Immune-deficiency Virus due to an accident during the course of work?

AN SE e TR R RS MR N I E a7 ?

“1 Yes, Details: &£ » Szt
(a) When did the accident happen? & 4| fEfriFE54E ?

On (DD/MM/YY)
7’ | | | (H/BHAE)

(b) Where did the accident happen? =4\ (F{rEE#EE?

(c) How did the accident happen? 42§45 ?

(d) How did you confirm that the aforesaid infection was due to an accident during the course of work?
Rl AT 5 R AR L AR A A M e?

No. Is the HIV infection of this patient related to any sexual activity or intravenous drug use?
A o NS R T R BRIk S ST R N S RS R e 7
I'Yes, Details: /& » FfEfil INOAN &

13. (a) When did the patient take the FIRST blood test after the accident? What was its result?
R NS ME B R AT H R AR
On (DD/MM/YY) , Result:
| | | | (H/AMAE) - fE5

(b) After the FIRST HIV antibody blood test, was there any additional test(s) performed?
INER NIRRT RERR - A TR MRS

“1Yes, please provide date(s) of the further HIV antibody blood test(s) and the result(s) “1No ¥&H
EEI i NN SRS N2 AR L LI S

Test Date (DD/MM/YY) fils HHA(H /A /4E) Test ltem HERTEE Result %55
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Test Date (DD/MM/YY) #3885 H HH(H /H /4F) Test Item F5ERIE H

Result / Diagnosis 55/ 226

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

AR SRE T REMEE LR GRR A B Asa s M B 5 =)

15. What is the prognosis of the patient? 5 A\ FRIEFHERE KR

16. Other additional information for the current diagnosis HANAG e It 2T 5 2 BV E R

Name of Physician Qualification
B A

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

Address

gk

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Babe/ e A EE RS HH (H/H/4E)
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