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 :

SBER - RS (EREA BB L2 MIERER) N

Severe Rheumatoid Arthritis
Widespread joint destruction with major clinical deformity of 3 or more of the following joint areas: hands, wrists, elbows, spine, knees, ankles, feet. The diagnosis
must be supported by all of the following:
Morning stiffness
Symmetric arthritis
Presence of rheumatoid nodules
Elevated titres of rheumatoid factors
Radiographic evidence of severe involvement
The diagnosis must be confirmed by a Consultant Rheumatologist.

BEEERAEIR
[ 2 B ERAT BE IR o S MY S R AT - F T B B B BB R - BETAR YIS ERE ¢
T (B
FIRIERIETR
SRR/ R
FERR A T Tt
TS AR B T B R
PEVERSHH EIRA R R -

Name of Patient ji5 A #:%4 ID / Passport No. E{733 / FEHEEFE Age & Sex 4E Ko PRI

1. Are you the patient's usual physician? /& 7E A\ E SRS BEA4:?

Yes, medical records date back to & » BEEEAISE T L | | | | (DD/MM/YY) HIH /A I No &

2. When were you first consulted for this or related illness? Jp5 A 1 2 KR 2 AH BRI E 1B SR22 A H BA?

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

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

MRS AFTEE B RO - R ALE S JORZHT - IR AAEZ A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
s HIA 4 W OAHE H H .

4. (a) Clinical diagnosis [ A2l

(b) When was it made? {A[F5HEE S22 | | | | (DD/MMIYY) H/ A /4

(c) When was the patient informed of the clinical diagnosis? Jp5 A {4k B& A= £ 4401 P BB ) B AR i B 22187 2

| | | | (DD/MM/YY) By (name & address of physician):
HIRME 1 (B )

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

HHER THIE N - I AAERRZ TGO RZRT  ROWEC R T 2 A7

5. (a) Final diagnosis 542t

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

(c) When was the patient informed of the diagnosis? Ji A {FTHRF 4l 5 £ 454201 L i HE i b 22167 2

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

6. Please provide full details of the diagnosis and its clinical basis. ZFEALFTAEZET LR 2B EY

7. Was the patient referred to you from other physician(s)? J5 A&7 f Hfth 22 4= 12

Yes, | | | | (DD/MM/YY) By (name & address of physician): I No " &
= H/IAME W (B EEA R tE)
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8. Has the patient ever been treated for the same/related conditions ? Ji5 A 5750 &2 <2 AH B ABRRI R E L 2
1 Yes, please provide details : 75 » Z52Eili - No &H
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
2 H H/ R4 B Wit 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 2 10 S e I B b I Bemi g ?
I Yes, please provide details : £ » St I'No {84
10. Does the patient smoke cigarette? Ji5 A\ &Gk FE 25 E?
| Yes, has been smoking since 75 » | | | | (DD/MMIYY) H/ H 1B G o8 No 24
1 Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
AR BARARY (/R 7 (H/R/4E) 421k
11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
95 N IR ELSPiE T G SR AR » B i P e 4. (Mra R K SR} R berg 447
Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/ R34 B et 2 (EREILE §-E Ay g e i R e R e
12. Did the patient possess any of the followings? Please provide the specific reports of the elevated titres & the radiographic evidence.
WAEEHIRLUTIEN? A4 G _EBURRE BT RS SR A B i
(a) Morning stiffness | Yes, details : No &4
75 i o el
(b) Symmetric arthritis 71 Yes, details : “INo %H
HITRIERIETR B et
(c) Presence of rheumatoid nodules 71 Yes, details : “INo ®¥H
R R R R B et
(d) Elevated titers of rheumatoid factors 71 Yes, details : “INo ®¥H
JER R T T B et
(e) Radiographic evidence of severe involvement | Yes, details : No %H
T B B 17 i T B et
13. Are the patient has clinical deformity of the following joint areas? If yes, please describe the severity of the condition of each involved joint.
i AL N EERETE SRR ? A1 SR R AL A
(a) Hands 71 Yes, details : “1No % H
£ o el
(b) Wrists 1 Yes, details : “1No &
T B et
(c) Elbows 1 Yes, details : “1No & H
Fh o et
(d) Spine 71 Yes, details : “1No &
i 15 > G
(e) Knees | Yes, details : “1No &
S o el
(f) Ankles 1 Yes, details : “1No % H
JEER B et
g) Feet 1 Yes, details : “1No %
I o e
14. What tests were performed to confirm the diagnosis? (Please enclose copies of all laboratory reports and relevant medical reports that are available)
B R T REMEE ILR2n? Gt (b ERtalael & M B R A)
Test Date (DD/MM/YY) #gifig: HHA(H/ H/4E) Test Item fEGTEH Result / Histopathological Diagnosis #& 5/ jiEEH %2
15. What is the prognosis of the patient? jj5 A\ BREFEfE KR
16. Other additional information for the current diagnosis HAMAG R LE2E S 5 & ZE0N &R}
Name of Physician Qualification
e e i
Hospital Name (if applicable) Telephone No.
BE A R (AE ) WAk R
Address
Hidil
Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Bab/ B AR HIH (H/H/4E)
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