CRISIS COVER CLAIM FORM f 3B EE S Policy No. {fEE8%HE

Part Il Medical Certificate (to be completed by the Attending Physician, at claimant’s own expense) in relation to:
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(1) Early Stage Dementia including Early Stage Alzheimer's Disease

Diagnosis of dementia based on neurological assessment by a Registered Specialist who who is a Registered Specialist Geriatrician,
Registered Specialist Neurologist or Registered Specialist Psychiatrist confirming cognitive impairment characterised by a Mini Mental
State Examination score of 19 or less out of 30, or equivalent score on another medically validated and accepted test of cognitive function.
In order to satisfy the definition, two confirmatory neuropsychometric tests performed at least six months apart are required, and both of
the assessments should be based on the same neuropsychometric test and meet the required level of severity. The Life Assured must
have been placed on disease modifying treatment prescribed by the Registered Specialist and must be under the continuous care of the
Registered Specialist.
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(2) Alzheimer’s Disease / Irreversible Organic Degenerative Brain Disorders (Dementia)

Progressive deterioration or loss of intellectual capacity or abnormal behaviour as evidenced by the clinical state and accepted
standardised questionnaires or tests arising from Alzheimer’s Disease or irreversible organic degenerative disorders resulting in significant
reduction in mental and social functioning requiring the continuous supervision of the Life Assured. The diagnosis must be confirmed by a
Registered SpecialistGeriatrician, Registered Specialist Neurologist or Registered Specialist Psychiatrist.

Alzheimer’s disease or other dementia caused by psychiatric illness, any drug or alcohol use or any reversible organic brain disorder is
excluded.
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(3) Severe Dementia (*for Annuity Benefit):
“Severe Dementia” means Alzheimer's Disease / Irreversible Organic Degenerative Brain Disorders (Dementia) characterised by a Mini
Mental State Examination score of 10 or less out of 30, or equivalent score on another medically validated and accepted test of cognitive
function.
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Name of Patient J&5 A #E:% ID / Passport No. 5 {5355 | sEHA5EHE Age & Sex s K R

1. Are you the patient's usual physician? {=&KE AIBF K2 HVEe4:?

O Yes. Medical records dated back to /& » B4 EH A E | | | | (DDIMMIYY) (H/H/14E) 0 No Ri&

2. When were you first consulted for his/her iliness(es)? 3% A\ & XN ILERF B N K2 HHIEA H?

| | | | (DD/MMIYY) (HIBI5E) Presenting signs & symptoms were J5{#a4E:

3. According to the patient, how long had he/she been experiencing these symptoms before the first consultation?
B A PR ALY ERL - 5 ATEEZOR2 T - R B EmIRE A2

Since | | | | (DD/IMM/YY) OR For day(s), month(s) year(s)
1 (H/ A1) EY EFFE H A F
4. (a) Clinical diagnosis E&fR2Er

(b) When was it made? fa[ifE2is2l? | | | | (DD/IMM/YY) (H/BI4E)
(c) When was the patient informed of the clinical diagnosis? & A {a[iF 48 A4 £ EL A 8BS PRIRE S a2 ?

| | | | (ODD/MM/YY) (H/BI4F) by (name & address of physician) fH (534 #:44 K Hrlk):

(d) How long, in your opinion, has the patient suffered from this illness before his/ her first consultation?
BRI TR, - o ATEREZ S — TR AT T 2 A
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5. (a) Final diagnosis £{&z2HT

(b) Date of final diagnosis 42T H A | | | | (DD/IMMIYY) (H/FI4E)

(c) Date the patient was informed of the diagnosis % A #2541 & 28y H B B

I I | | (DD/IMMIYY) (H/B /%) By (name & address of physician) ph(E%4: #:4 R ihl):

6. Please provide full details of the diagnosis and its clinical basis. 2 {tFTA 28 R EER 2B

7. Was the patient refered to you from other physician(s)? J7& A&7 g E At B A f# 112

O Yes, £ | | | | (ODMM/YY) (H/A/E) O No R

By (name & address of physician) g (884444 K ik

8. Has the patient ever been treated for the same/related conditions?

0 Yes, please provide details : 7 » sEzfl: ONo8H

Consultation Date (DD/MM/YY) Physician/ Hospital Diagnosis Treatment and Investigation Results/
Hospitalization

Wz HiA HI A R Bhiet il R IE BAR &SR (Ehests

9. All medical consultants, physicians (general physicians or specialists) and hospitals to which your patient has been referred to or attended for this
illness

T PRIILREE T 8 B2 A2 TR S H By T A (R i SR FBs e 478

Consultation Date (DD/MM/YY) Physician/ Hospital Diagnosis Treatment and Investigation Results/
Hospitalization
Wz Hi H/A 4 B4 Bhiet 2 (R RRL A BAR &SR (Ehests

10. What assessment tests were performed to confirm the patient's diagnosis of Alzheimer's Disease or irreversible organic degenerative disorders?
(Please provide a copy of all test reports)
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0 Mini Mental State Examination(MMSE): ( fifj 5 &% &% (MMSE) )

Assessment Test Date (DD/MM/YY) (MMSE) Assessment Score
SHEHE T HRME (o EEER) FHEDH
O Other medically validated and accepted test of cognitive function test / questionnaire:
Name of Assessment Test / questionnaire Assessment Test / questionnaire Date (DD/MM/YY) Result / Score
PR R B AT SRS HE HIAAE HIEAGER | 578

0 Have not performed any assessment test / questionnaire ;475 i T(E o] 5E5 IS/ 5

11. What kinds of the clinical evidence, questionnaires and lor tests have been performed to confirm the patient's Alzheimer's Disease or irreversible organic
degenerative disorders? (Please provide details and the tests and/ or questionnaires for the diagnosis of the patient's Alzheimer's Disease or dementia)
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Test / Questionnaire Date (DD/MM/YY) Test Item / Questionnaire Result / Diagnosis
e H (B A4 B e G “ER 2

12. Please describe the severity of the condition and specify impact(s) on the patient's daily activities with respect of the following areas.
SRR A DL IRREATEZ S B S H RSB 2 -
(a) Loss of intellectual capacity & JJ&iE

(b)  Reduction in mental and social functioning ## 5+ 25 ThAEJEGE
(c) Need for continuous supervision #2245 BRI FE T
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13. Does the patient require continuous supervision?
B R E R 2 R ?

O Yes, please advise what kinds of continuous supervision were provided and the details.
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0 No, please advise why no continuous supervisions required
T2 FEEEAUR N Ry ol R TR R Re sz Ik 2

14. Isthe patient's Alzheimer's Disease or dementia related to and / or caused by neurosis, psychiatric illness?

T3 AT o] R 22 P BB R A R B RE AT A 17 7 o o P B e O P A 2

3 Yes, please provide details of the aforesaid condition with (a) first consultation date, and (b) name and address of the medical attendant(s):
B BEREALLL EIESL - ER(Q)ITCRES HE R (b) B AEAEAS Btttk

O No &

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

AR R T REHEE IL2 B e ? Rt A RIS M B

=

A)

Test Date (DD/MM/YY) fg: ki F Hf Test Item f@k#TEH Result / Histopathological Diagnosis 4558/ 22T

16. What is the prognosis Of the patient?

17. Other additional information for the current diagnosis HAth 75 B 22845 5 > 585N &R}

Qualification
Name of Attending Physician EEERR
T RN

Telephone No.
Hospital Name (if applicable) LIRS
Elre-Aat (A )
Address
ik
Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Bh B RGEED HE (H/HI4)
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