


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

| Yes, please provide details : 5 » i No &

10. Does the patient smoke cigarette? Ji5 \ &5 G E 75 E?

Yes, has been smoking since > H| | | | (DD/MM/YY) H/ H /B a1 f2E “TNo &F
~1 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 NRIL PR AETT G20 T0RY » B ST a B L (MRl s B R B Bery#41@

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/F/AE B et ] ARG G AR AR | B

12.  What kinds of the clinical evidence, questionnaires and /or 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)
B TERRRATRES - P8 R/ BER LAE 2 9 A TP B R P B P S B E R AL R ?
(GHER U BT E I N B B RHER T BB 1 A B B/ BRI E 1)

Test / Questionnaire Date (DD/MM/YY)) falig/ 46 H HA(H/ H /4E) Test Item/ Questionnaire 5 EHIE H /N5 Result / Diagnosis #5522t

13. Please describe the severity of the condition and specify impact(s) on the patient’s daily activities with respect of the following areas.
G L A DA N ARRERIRE B R HL H TS s -

(a) loss of intellectual capacity

R

(b) reduction in mental and social functioning
A R 2 DHRETER

(c) need for continuous supervision
P2 R R R

14. Does the patient require continuous supervision? Ji A &5 75 TR 7 E?

Yes, please advise what kinds of continuous supervision were provided and the details.
& e N TR B — R R et

“1No, please advise why no continuous supervision is required.
AN FR L A S AN TR R RS2 R ?

15. Is the patient ‘s Alzheimer’s Disease or dementia related to and / or caused by neurosis, psychiatric illness?

T3 N FIBA] Bk P BB T 25 B B AT BRSPS e ek i 3522

~ Yes, please provide details of the aforesaid condition with (a) first consultation date, and (b) name and address of the medical attendant(s): I'No fN&
& 0 RHRRILLA RN - AU (a) WIOCKREE HI K (b) BAE A Rttt

16. 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) 3 /EEARERAS TR N AEMEE ILE2ET MER? e A R ERIGS M B aIA)

Test Date (DD/MM/YY) #ilig: H HH(H/ H /4E) Test Item #HEGIEH Result / Histopathological Diagnosis 45/ ]

17. What is the prognosis of the patient?  Jp5 A FRIEFE R KR

18. Other additional information for the current diagnosis AR LLF2ERFS S & ZEA &R}

Name of Physician Qualification
RIS HIE

Hospital Name (if applicable) Telephone No
BB ALE) i e

Address

il

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Babe/ B E R HH (H/F/4E)

Prudential Hong Kong Limited
(A member of Prudential plc group)

LACL/CC10 (01/14) cccfa40102



	P1_Policy No: 
	P1_Name of Patient: 
	P1_ID / Passport No: 
	P1_Age & Sex: 
	P1_Q1_MM: 
	P1_Q1_YY: 
	P1_Q1_DD: 
	P1_Q2_MM: 
	P1_Q2_YY: 
	P1_Q2_Fill: 
	P1_Q2_DD: 
	P1_Q3_MM: 
	P1_Q3_YY: 
	P1_Q3_Days: 
	P1_Q3_Months: 
	P1_Q3_Years: 
	P1_Q3_DD: 
	P1_Q4A: 
	P1_Q4B_MM: 
	P1_Q4B_YY: 
	P1_Q4B_DD: 
	P1_Q4C_MM: 
	P1_Q4C_DD: 
	P1_Q4C_YY: 
	P1_Q4C_Fill: 
	P1_Q4D: 
	P1_Q5A: 
	P1_Q5B_MM: 
	P1_Q5B_YY: 
	P1_Q5B_DD: 
	P1_Q5C_MM: 
	P1_Q5C_DD: 
	P1_Q5C_YY: 
	P1_Q5C_Fill: 
	P1_Q6: 
	P1_Q7_MM: 
	P1_Q7_DD: 
	P1_Q7_YY: 
	P2_Name of Physician: 
	P2_Qualification: 
	P2_Hospital Name: 
	P2_Telephone No: 
	P2_Address: 
	P2_Date: 
	P2_Q10_DD: 
	P2_Q10_MM: 
	P2_Q10_YY: 
	P2_Q10_Ex-smoker_MM (started on): 
	P2_Q10_Ex-smoker_DD (started on): 
	P2_Q10_Ex-smoker_YY (started on): 
	P2_Q10_Ex-smoker_MM (ceased on): 
	P2_Q10_Ex-smoker_DD (ceased on): 
	P2_Q10_Ex-smoker_YY (ceased on): 
	P2_Q11_Consultation Dates: 
	P1_Q8_Consultation Dates: 
	P1_Q8_Physician / Hospital: 
	P1_Q8_Diagnosis: 
	P1_Q8_Treatment and Investigation Results / Hospitalization: 
	P2_Q18: 
	P2_Q17: 
	P2_Q16_Test Date: 
	P2_Q16_Test Item: 
	P2_Q16_Result / Histopathological Diagnosis: 
	P2_Q13A_Fill: 
	P2_Q13B_Fill: 
	P2_Q13C_Fill: 
	P2_Q11_Physician / Hospital: 
	P2_Q11_Diagnosis: 
	P2_Q11_Treatment and Investigation Results / Hospitalization: 
	P2_Q12_Test / Questionnaire Date (DD/MM/YY): 
	P2_Q12_Test Item/ Questionnaire: 
	P2_Q11_Result / Diagnosis: 
	P1_Q1_Yes: Off
	P1_Q1_No: Off
	P1_Q7_Yes_Fill: 
	P1_Q7_No: Off
	P1_Q8_No: Off
	P1_Q7_Yes: Off
	P1_Q8_Yes: Off
	P2_Q9_No: Off
	P2_Q9_Yes_Fill: 
	P2_Q9_Yes: Off
	P2_Q10_Yes: Off
	P2_Q10_Ex-smoker: Off
	P2_Q10_No: Off
	P2_Q14_No: Off
	P2_Q14_Yes_Fill: 
	P2_Q14_No_fill: 
	P2_Q15_Yes_Fill: 
	P2_Q15_Yes: Off
	P2_Q14_Yes: Off
	P2_Q15_No: Off


