CRISIS COVER CLAIM FORM fE iz i 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 :

AR - BRI (HREA BB TR EMmERER) AN

Motor Neurone Disease
Unequivocal diagnosis of Motor Neurone Disease by a specialist neurologist supported by definitive evidence of appropriate and relevant neurological signs.

EEERE TR
FERS SR e A B T R A IO - T ELA S8 R AR R IR R RS DR PR 3

Name of Patient J& A\ 44 ID / Passport No. B {7335 1 S IE5E0E Age & Sex i KR

1. Are you the patient's usual physician? {/i&7m A\ B SRS BEA4:?

Yes, medical records date back to & » BEEEAIEE T ZE | | | | (DD/MM/YY) HIH /A No R &g

2. When were you first consulted for this or related illness? J5 A\ & K KAH [ BCAHBRE RN SRa2 iy H 1?

| | | | (OD/MM/YY) HIH/4E Symptoms presented were: Ji# 0 :

3. According to the patient, how long had he / she been experiencing these symptoms before the first consultation?

MR AP BAYEORE - ALEE R > RO FESA?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 HIAME B BFE H H

4. (a) Clinical diagnosis [ifif2l

(b) When was it made? {A[FHEE S22 | | | | (DD/MMIYY) H/ A /4

(c) When was the patient informed of the clinical diagnosis? Jp5 A {af ik B& 4= £ 4401 L FiT BB ) B ARSI i B 22 1807 2

| | | | (DD/MM/YY) By (name & address of physician):
HIRME 0 (B )

(d) How long, in your opinion, has the paﬁient suffered from this illness before his / her first consultation?
HURR R R, W ATERZ I — TR SRR T 2 A

5. (a) Final diagnosis B#%2H7

(b) Date of final diagnosis: f:f&72ET HHH | | | | (DD/MMIYY) HIH/HAE

(c) When was the patient informed of the diagnosis? & AfrHEF#k 5 AE 51 LA FRRE M2l ?

| | | | (DD/MM/YY) By (name & address of physician):
H/RMAE B (B RIE)

6. Please provide full details of the diagnosis and its clinical basis. ZFEEALFTAZET KRB EY

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

Yes, | | | | (DD/MM/YY) By (name & address of physician): INo N g
= HRMAE (B ROtE)
8. Has the patient ever been treated for the same/related conditions ? Ji5 A\ 5 &5 2 #: Z AH R AERRIT R E 16 2
1 Yes please provide details : 4 » Fafili : 1 No %6
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
wh2 HH# H/ 34 B Bt e LA B2 TR S A R | b
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9.  Is there any patient's family history which would increase the risk of this illness? Jj5 A J2: 75 PRI EA TR B4 S Ji S b i b i e e ?

| Yes, please provide details : 77 » Siafil : INo 8H
10. Does the patient smoke cigarette? Jp5 A\ 745 W fE 222
71 Yes, has been smoking since A » H| | | | (DD/MM/YY) H/ F /4E BG4 INo &FH
~1 Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
RS BRLAHY (H/HAR), 1 (H/H/AE) 451k

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

TR S22 100 - BG4 skt R I Eery i

Consultation Date (DD/MM/YY)  Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ A4 b et Bl FEATBE LIRS BT ES

12.  (a) How would you describe the patient’s current medical condition? ZfHi3iisps A\ FREFA R

At N\ B A TR A BRI RO TR Bk e P RE ]

(b) Please describe the relevant neurological signs presented by the patient that related to motor neurone disease and state the definitive evidence.

13.  (a) What is the occupation of this patient? Jj5 A Mk SE S (EE?

(b) With respect to the patient’s occupation and duties, how would it be affected by this illness? FR4EE A HkSE RIS » LRl

(c) Would you consider the patient to be disabled? & N2 A B A5 7E1E?

| Yes, totally disabled from original occupation T SRS T H A
~1 Yes, totally disabled from any occupation & SERMEEE T T ARE
| Yes, partially disabled from original occupation = Rﬁu_ﬁglgﬁj\ﬁﬁﬂifﬁﬁi
"1 Yes, partialy disabled from any occupation 2 HEEHET T T Tk 2E
I'No R
14.  Please list the type(s) of treatments and medications that you have prescribed to the patient for this illness. FFa iyt HEERAS T A IETE K SEYG
Treatment / Name of Drug Frequency / Dosage Start Date (DD/MM/YY) End Date (DD/MM/YY)
BRI/ TR BT BRtE HIH(H/ A4 FEA HHAH/ A /4

AR AR N IEMEE L2 G B S B earE =5

Test / Investigation Date (DD/MM/YY) {bEg/f s H HWI(H/H/4E) Test / Investigation Item {bEg/faEHIE H Result / Diagnosis #&5/22 T

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

16. What is/are the underlying cause(s) leading to the motor neurone disease of this patient? {5 K5 [EuiE A ET S ITK?

17. When did you last see the patient? What was his/her condition at that time? FHEHEREIT—RAV2 A HHIDURIRE A\ B E IR

18. What is the prognosis of the patient? 5 A B 2 KA

19. Other additional information for the current diagnosis  E A BH L2 52 ZES &R

Name of Physician Qualification
RIS HIE

Hospital Name (if applicable) Telephone No.
EbeimAnLE) Igki R

Address

il

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Babe/ B8 R R HE (H/B/4)
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