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ATTENDING PHYSICIAN’S STATEMENT it 41 )
Dread Disease Claim — Heart Disease (CLIND02-01)

To be completed by the attending physician / surgeon at the claimant’s own expenses
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Please write in regular script clearly
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A. GENERAL INFORMATION

1. Are you the Insured usual Doctor?

2. When the patient first consulted you for the illness or injury?
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3. Please describe the symptoms and complaints of the patient during first consultation
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4. Please describe the recent condition of the patient.

5. What is the final diagnosis? When and on what ground(s) the diagnosis was made? What was the cause of the disease?

6. What will the prognosis of the condition be? Is the disease getting better or deteriorated? Is it possible to recover?

7. According to medical history given by the patient, T‘i}%ﬁ} b g @r*ﬁ“}tﬁ”ﬁ B
a. How long had the patient been experiencing these symptoms before the first consultation
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b. How long do you feel the symptoms had lasted before this first consultation. ¥ * I?it'glj Jﬁ FEFL v F“ il WF el 2

c. Had the patient previously consulted any other physician on account of these symptoms? If so, please give name and address of

. Physician and other details.
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B. DETAILS OF THE INSURED’S DREAD DISEASE

1. Did the patient complain of chest pain recently? If yes, please describe the characteristics of the onset of the chest pain.
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2. Is the patient diagnosed as Acute myocardial infarction recently?
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3. Did the patient suffer from coronary artery atherosclerosis before? For how long?
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4. What is the recent change of the enzyme related to AMI according to the blood test?
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5. What is the recent change related to AMI in ECG?
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6. If the patient was undertaken any form of coronary artery surgery? If yes, please provide the name of surgery.
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1. Is the patient referred by another doctor ? ngiﬁ kjé? SR P g LY
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Name and address of the referral doctor {7 & % 1 & &, A 1#55H

2. Had the patient previously been treated or hospitalized for this or any other serious disorder ? If so, please give details.
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Dates Disease/Disorder Details or treatment/hospltallzatlon Name of Physician/Hospital
F I ifi>@‘:/ = [f?'a’r%‘l?j B Ik © RN £
Name of Attending physician / Specialist (with qualification) Address
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Signature of Attending physician / Specialist Date
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’ Hospital Stamp
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Name of Hospital
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Address (if outside of Hong Kong)
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