CRISIS COVER CLAIM FORM fE = g EE S Policy No. {f-E85kHE,

Part Il Medical Certificate (to be completed by the Attending Physician, duly qualified and registerd, at claimant’s own expense) in relation to:

BEE - BFEE (HREASBEERISENERER) AR

Stroke (Definition Before 2017)
Any cerebrovascular incident producing neurological sequelae lasting more than 24 hours and including infarction of brain tissue, haemorrhage and
embolisation from an extra-cranial source. There must be evidence of permanent neurological deficit.
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Stroke (Definition from 2017 onwards)
Any cerebrovascular incident producing neurological sequelae lasting more than 24 hours and including infarction of brain tissue, haemorrhage and
embolisation from an extra-cranial source.

This event must result in neurological functional impairment with objective neurological abnormal sign on physical examination by a Registered Specialist
Neurologist at least 4 weeks after the event.

The following are excluded:

(a) Transient Ischemic Attack (TIA);

(b) brain damage due to migraine; and

(c) vascular disease affecting the eye, optic nerve or vestibular function.
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Name of Patient J& A% ID / Passport No. {5335 | 3EH595 6 Age & Sex F# Ky 1

1. Are you the patient's usual physician? & & AMEE KE2HEE4:?

O Yes. Medical records dated back to =& » B4 EE A2 | | | | (DDIMMIYY) (H/BI4E) O No R &

2. When were you first consulted for his/her illness(es)? #7 A & 2R EISAHBEFERE N oR2a9HEA 2

| | | | (DD/IMMIYY) (HIF14E) Presenting signs & symptoms were JiE{#E$E:

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

RIBIR A FTEe VT - A EYOREZHT » RO ESA?
Since | | | | (DD/MM/YY) OR For___ day(s) month(s) year(s)
e (BIRHE) e CAFAE H H F

4. (a) Clinical diagnosis E&K2E

(b) When was it made? {a[i%fE2iE2E? | | | | (DD/IMM/YY) (HIHI4E)

(c) When was the patient informed of the clinical diagnosis? 7% A {ai 4 8& 4t E R SR AV EE PRIE B 2 ?

| | | | (DD/MMIYY) (H/E14E) by (name & address of physician) pi(E%4: #:42 R HhE):

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

B TR WATEREZ S —RSH AT - ARECR T %A

5. (a) Final diagnosis %

(b) Date of final diagnosis £4%22Er HHA | | | | (DDIMMIYY) (HIHI4E)

(c) Date the patient was informed of the diagnosis Jj§ A5 AR £ 22809 H 7 5

| | | | (DD/IMM/YY) (H/F/4E) By (name & address of physician) (884 444 Ko tiiik):
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6. Please provide full details of the diagnosis and its clnical basis. st A 2T KGR 2B

7. Was the patient refered to you from other physician(s)? 5 A\ 245 F Hfth E& 4= g 12

O Yes, & | | | | (ODMM/YY) (H/A/4E) O No R

By (name & address of physician) g (5§ 4= 444 K k)

8. All consultations, specialists and hospitals to which your patient has been referred to or attended for this illness
i NERILSPETTT e 2 s ey - B i ER T A B4R (EER R SR FIgs b4

Consultation Date (DD/MM/YY) Physician/ Hospital Diagnosis Treatment and Investigation Results/ Hospitalization
ez HIN H/A 4 a4/ BEhr a4 2l EERZ A R EER Ehiafs

]

9. s there any patient’s family history which would increase the risk of the above final diagnosis? ¥ A& & {E{0] B3 281580 S B i0 it a2 B JE g ?

3 Yes, please provide details : 7 » sEzfl: O No J8H

10. Does the patient smoke cigarette? J5 A & &AW fEE1E?

O Yes, has been smoking since 4 » | | | | (DDIMMIYY) (H/BIAF) BrAaR g O No &H
O Ex-smoker, started on Filfz B - BAEH | | | | (BD/IMMIYY) (HIHI4E),
ceased on 3| | | | (OD/MMIYY) (H/ RIS IE
11. Please describe the initial episode: sl o

(a) Nature of the episode #Jz2M'&
(b) Date of the episode #WJ22HH#I | | | | (DD/IMMIYY) (H/R/4E)

(c) Is this an acute attack? How long has the symptom lasted for? EZxH)E a2 Mmas?  HInERE 7442

(d) Is there any infarction of brain tissue, haemorrhage embolisation from an extra-cranial source was resulted?

TR ARSAHAREIE B SO B SRR AR TR S 2

3 Yes, please provide full details: 7 » &Ea¥Hi: ONo 8H

(e) Is cerebrovascular incident due to the following: Fi i 3% S E AR LU

(i) Transient Ischemic Attack (TIA) %G %8 4RSS 55 1E O Yes & O No R
(i) brain damage due to migraine H1ji> R EER M EE IS TE S 0 Yes /& 0 No &
(iii) vascular disease affecting the eye, optic nerve or vestibular function O Yes & O No Rz

IR SR R 1K SR E S 4D AR I s B BRI

(f) Has any radiological scanning or imaging procedures on brain or other tests were performed? (Please enclose copies of all laboratory reports and any
relevant hospital reports that are available.) A THHIF M SEFEH ERER? GEIRCAMREREE KRR ERIE)

Test Date (DD/MM/YY) f&ls HHA(H/H/4E) Test Item t&EHIEH Result / Final Diagnosis 4553/ & 2H
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12. (a) Any neurological sequelae which lasted more than 24 hours?
N JB A R R A IO NI A SR R R ?

3 Yes, please provide full details on the neurological sequelae: ONo&H
B SHEILR EAEATEIR:

(b) Are the neurological sequelae permanent?
A B R B A R AR 2

3 Yes, please provide full details: & » &Ea¥Hi: O No R&

(c) Any neurological functional impairment with objective neurological abnormal sign on physical examination at least 4 weeks after the event ?

SPEVMERINL > ROFETERRE > A TEMEREER?

O Yes, please provide full details: & » 3tk ONo&H

(d) The patient’s present limitations on both physical and mental conditions. 5% A\ EBRHF RS REFIRS t R HIRTIR

(e) Date of return to normal activities. [E/{E F+4 E8HIHE | | | | (DDIMMIYY) (HI/BIFE)

13. Has the patient ever had history of stroke in the PAST and / or any history of related iliness, heart problem, hypertension, diabetes mellitus, high blood
cholesterol or obesity? Jp \iB1EE A T BB/ SAHBHIRE ~ CRBEBRIR - mlBE ~ BEPRIP ~ s Bs s A 52

0 Yes, please provide full details: 7 - ¢l O No 48
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
ez HIN HIA A B4 B et 2 T2 G B A SR | (Ebats

14. Other additional information for the current diagnosis E:Ath 75 Btk 22845 5 > 485 N&E k)

Name of Attending Physician Qualification
TR HEEER

Hospital Name (if applicable) Telephone No.
Bl () BEEIRIS

Address

Hhhik

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
B/ B A E R Hi (H/AI4E)
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