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

Paralysis
Complete and permanent loss of use of two or more limbs through paralysis due to accident or sickness.
35
ARSI EGEER 5 LA e WY fEe DA TR 58 22 KUK A SRR TIRE -
Name of Patient J& A\ 44 ID / Passport No. B335 | ZEHE55E Age & Sex i KR
1. Are you the patient's usual physician? {/i&7m A\ B SRS BEA4:?
Yes, medical records date back to & » BEEAIEE T L | | | | (DD/MM/YY) HIH /4 No R &g
2. When were you first consulted for this or related illness? J5 A\ & K KAFH [ BCAHBERE RN SRa2 iy H 1?
| | | | (OD/MM/YY) HIH/4E Symptoms presented were: Ji# L HE :
3. According to the patient, how long had he / she been experiencing these symptoms before the first consultation?
MBS AR HERT R - I ALE S R » FIRBCAAAES A?
Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 HI A W A H H
4. (a) Clinical diagnosis [ifif2l
(b) When was it made? {A[IRFifEEEZ2HT? | | | | (DD/MM/YY) H/H/4E
(c) When was the patient informed of the clinical diagnosis? Jp5 A {af ik 5% A= £ 4401 L BT BB B AR i B 22 187 2
| | | | (DD/MM/YY) By (name & address of physician):
HIFAE iy (B4 R i)
(d) How long, in your opinion, has the paﬁient suffered from this illness before his / her first consultation?
HURRE N R, W ATERZH— R SR T 2 A
5. (a) Final diagnosis %287
(b) Date of final diagnosis: f#%2#7 H 8 | | | | (DD/MM/YY) H/H/AE
(c) When was the patient informed of the diagnosis? & AfrHEF#k 5 AE 251 LA FRARE M2l ?
| | | | (DD/MM/YY) By (name & address of physician):
H/AMAE B (B RIE)
6. Please provide full details of the diagnosis and its clinical basis. ZFHEALFTA2ET KGR 2 ETIIER
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 iz
= HIFAE i (A Botuhl)
8. Has the patient ever been treated for the same/related conditions ? Ji5 A\ 5 &5 2 : Z AH R AERRITRE 16 2
Yes, please provide details : 45 > Z5afk | No ¥%6F
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 BEE Wbt 2 TEATEREL TG SR AR | b
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Is there any patient's family history which would increase the risk of this illness? J A 275 PRI HAT(A] ) 52 e S s i ae b i i ?

| Yes, please provide details : 45 » Z5afit I No 186
Does the patient smoke cigarette? ji A\ & 45

| Yes, has been smoking since 75 » | | | | (DD/MM/YY) H/ H 1B a1 o8 I No 84

I Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
HIES - BRfATS (H/AME), (H/AAE) 151k

1.

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

TANIRILARAETT G 2T S M AT E B A (i S R FOR b 7ie

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 BEE Wbt 20 (RS HEL TG R R | bt

12.

Please specify the EXACT location of the involved limb(s) and the severity.
A A o IR R G (L e R A

13.

Is the loss of use of the involved limb(s) considered complete and permanent?

TR RS 3 58 2 SR AR TIRE?

| Yes, please specify the condition in details : “I'No N2
A T S UMK T

. What is/are the underlying cause(s) leading to the loss of use of limb(s)? Please provide details.

FHEEBAS | Zois AU R SR TRE? Fiatall

. Is there any other surgery/treatment helps to improve the patient’s condition?

BEFreaaF N A REN?

| Yes, please provide details: 'No % H
H o G

16.

What is the prognosis of the patient?  jp5 A ZRRFHE EE BRI

17.

What tests were performed to confirm the diagnosis'7 (Please enclose copies of all laboratory reports and relevant medical reports that are available)

ARG R T REREE L2 ET? e AR S M B s fIA)

Test Date (DD/MM/YY) #ilig: H HH(E/ H /4E) Test Item #HEGIEH Result / Diagnosis #5538/ fHEkZED

18.

Other additional information for the current diagnosis Hf{th5BH 22 Em i 5 < ZE/ &R

Name of Physician Qualification
A HIE
Hospital Name (if applicable) Telephone No.
BB (A ) i e
Address
Hiz:
Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
ERbe/ BRI NS HE (H/H/4E)
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