CRISIS COVER CLAIM FORM fE i s Policy No. {4 ELE

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

Total and Permanent Disability

The Life Assured has become totally and permanently disabled as a result of sickness or injury before age 65. The Life Assured is considered to be totally and
permanently disabled if (i) he or she is totally and permanently incapable of being engaged in any occupation, business or activity which pays an income or profit.
The above disability must have lasted without interruption for at least 180 consecutive days; or (ii) he or she suffers the following conditions: Total and
irrecoverable loss of sight in both eyes; or Total and irrecoverable loss of use of two limbs (at or above thewrist or ankle joints); or Total and irrecoverable loss of
sight of one eye and total and irrecoverable loss of use of one limb (at or above the wrist or anklejoint).

“Loss of use” means complete and permanent paralysis or actual severance. If the Life Assured is below age 15 or is unemployed at the time of becoming totally
and permanently disabled, he or she is only considered to be totally and permanently disabled if he or she satisfies the conditions as specified in (ii) above. Such
disabilities must be certified by a Registered Doctor acceptable to us.
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Name of Patient j5 A 1444 ID / Passport No. B {533 | 2E AR Age & Sex 1Ef5 KR

1. Are you the patient's usual physician? {/R& 7R A\ IEH K2 HEs 42

~7 Yes, medical records date back to i& » BEEACEE AL | | | | (OD/MM/YY) HIH /4 ~ No &g

2. When were you first consulted for this or related illness? J& A & K RFHE S AHBRAE AR N K2 HEA?

| | | | (OD/MM/YY) H/H/4  Symptoms presented were: Ji &L :

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

RIS A AT BRI RORE - R ALE S JORZHT - IR AAEZ A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
s /A4 oW OAHE H H H

4. (a) Clinical diagnosis [ifK2

(b) When was it made? {iIFFEESS22H? | | | | (DD/IMM/YY) HIF/4E

(c) When was the patient informed of the clinical diagnosis? J A\ fRTi5 #5564 15 201 T AR A B RS E S i 7 ?

| | | | (DD/MM/YY) By (name & address of physician):
H7AME i (B4 ROtiL)

(d) How long, in your opinion, has the patient suffered from this illness before his / her first consultation?
SR TR, - W ATERZEE — TR ROMEC R T B A7

5. (a) Final diagnosis B%2H7

(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? & AfrIRF#k B AE 251 LA FRAIRE S 2l ?

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

6. Please provide full details of the diagnosis and its clinical basis. ZFEALFTAZET LK 2EEY

7. Was the patient referred to you from other physician(s)? 5 A&7 fHfth 22 4= 42

Yes, | | | | (DD/MM/YY) By (name & address of physician): I No iz
= HIFAE i (A Botuhl)
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Has the patient ever been treated for the same/related conditions ? jj5 \ 1575 & 87 A0 R AERIA R E 1A 5 ?

~1Yes, please provide details : £ - il ~ No &
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 Hin H/H /4 B B 2 BTG R AAs R / (Ebe el
9. Is there any patient's family history which would increase the risk of this illness? 5 A& 5 R E AR S 100 S e N Hhsm o ieer?
I Yes, please provide details : 15 » &l INo 8H
10. Does the patient smoke cigarette? Ji5 A\ &Gk FE 25 E?
INo 8FH

| (DD/MM/YY) H/ JF JEE B AR 2

|
Ex-smoker, started on| | | | (DD/MM/YY),ceased on | | | | (DD/MM/YY)
BRI - BHAARY (H/AME) - R (H/RAE) 41k

I Yes, has been smoking since 75 » H|

11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness
I NRIELIRE T G R 2R 100 » S MR FTE R AR (TR ER FIssberg 4 FE

Treatment and Investigation Results / Hospitalization

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis
2 H H/ R4 R Bt 20 EREIE-se A= yse e L e e

(a) Was the patient totally and permanently unable to engage in ANY occupation, business or activity which pays an income or profit due to sickness or

12.
injury ?
5 NI 15 78 8 ROK A A RE T I SRRl S A B IR - SR E)?
I Yes, from | | | (DD/MM/YY) , please provide details: No i
= H (H/RI4E) Bth, S
(b) Did the above disability last without interruption for at least 180 consecutive days?
R AN T R E 180 H ?
IYes &
No, from | | (DD/MM/YY) to | | (DD/MM/YY) or approximate days/ weeks / months
wH - H (H/R/AE) = (H/RMAF) 3 K KI2#/IA
S |” ’ ‘” m ml H| || ||‘||||‘|| ’l I’l
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13. Does the patient suffer from the following conditions? If yes, please provide details:
IWAAGLUT S AL, fHaf:

Total and irrecoverable loss of

Sed M AN AR Ot

(a) Sightin both eyes I Yes, details: 'No ¥H
IR R

(b)  Use of two limbs (at or above thewrist or ankle joints) ~1Yes, details: “No ¥H
IR (FE T B e BRBAER B E) HURE e

(c) Sight of one eye and use of one limb (at or above the wrist or anklejoint) I Yes, details: 'No %
— BRI R A (FETBUEERBHERT B B ) BIRESS R

15. What is the prognosis of the patient? 5 A B HERE KR

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

AR NIEMEE LR E? Gt Bl s R dlA)

Test Date (DD/MM/YY) #5ikg H HA(H/ H/4E) Test Item #HEGIEH Result / Diagnosis &5/ 2

17. s the disease diagnosed to be directly or indirectly caused by or result from  F2ETRE S 7S B RE B A N5 [#Las s
1 self-inflicted injuries while sane or insane {5 IEH B WY FE R EH 7
I Wilful misuse of any alcohol,narcotic or drug FiiFG - & F#5Y ka0

Please give details if any of the above item(s) is/are applicable. 41 -5l - HERHLEEE

18. Other additional information for the current diagnosis Hfth 45 B k2 52 a9V &k

Name of Physician

Qualification
RS HIE
Hospital Name (if applicable) Telephone No.
Bl (A ) i e
Address
Hhdk
Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
Babr/ B AR S RS HIH (H/H/AE)
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