EREEERE{E P ER-PE GROUP CRITICAL ILLNESS CLAIM FORM - STROKE

ERS{RESEHS Group Policy No.

BEMD - TZBEREE BmIvELER  FAERABES/AE/RBABTEE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Employee’s / Patient’s / Claimant’s own
expenses.)

A. 7% AE ) PARTICULARS OF PATIENT

1 5 AR Name of Patient

2 FE R MR Age and Sex

3  B{3:%/ #EWBEHES 1.D. Card / Passport No.

B. E®RE Y CLINICAL DETAILS

1 BAZERERCIZTIENZE We can trace the medical record of patient back to
F Year A Month H Day
L |

1 L 1 I

2 BRUHIRME B EEE % HEB Date of the symptoms first appeared
F Year A Month H Day
L |

3 RABRERILFRAE 2 K52 B Date of first consultation for this condition or related illness
£ Year A Month H Day
L |

1 L 1 |

4 EFMRIPEREZZRZEARFIFIE Please describe the symptoms and complaints at first consultation.

5 WMASETHEMBLEEN?MIR  FREZBEZHEZ KM - 1s the patient referred by other |

Z Yes & No
physician? If yes, please give the name and address of the referring doctor. = O

6 2[R Diagnosis

~

fol 5 &2 When was the diagnosis made F Year A Month H Day
| L

8 MANBREEHTIERSIE? Is patient’s iliness resulted by below conditions?
(1) B E RS ER M S | ZBAYBSERAEAR cerebral symptoms due to transient ischaemic attacks 7% No
(2) (I T B H 2 FRIM M 4 42 BEERIE any reversible ischaemic neurological deficit 7% No

(4) HARS RS AIELRRINBEERZENME LR vascular disease affecting the eye or
optic nerve or vestibular functions

%A No

O O
O O
(3) EfmEEES I B HYBEEBEEAR cerebral symptoms due to migraine O 2ves O =no
O O
O O

V) SERAFTMHEHAREE? M2 BIRMHEMER - Was there any neurological deficit?
Is so, please provide details

5012101301
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EBSREESRHE Group Policy No.

B. ER/RE R (#&) CLINICAL DETAILS (Continued)

L ZMSKEEEREEERKAN? IR - BIEMZIBEREHERZ A - Was there any permanent neurological deficit? Is so, please provide

details for how long such deficit lasts for. O =ves O = No

1M FREAATEZAE  BEREER BEEOUHBERLRE ZEZIRERTE] If so, please provide treatments, investigation

procedures, results, and/or any complications and follow up plan regarding the stroke)

C. B TFZE%ER PROFESSIONAL COMMENT

1 BERPEARERERER  NEBEHMRNARM ? N2 - FRMHARZIEBHRIAREFS © s the stroke a

recurrent episode or related to any previous conditions? If so, please provide details of the diagnosis and treatments. D = Yes D & No
7278 B8 Date of diagnosis/treatments F Year A Month H Day
IS I I I I — I E—

B (BIERZHN A/ E R4 R) Details(including diagnosis/ treatments/ investigations and results)

2 WAZRELERIGNEAZ LLEAERIEE? Is there any patient’s family history which would increase the risk of this illness?

3 71578 The prognosis of the condition

4 ZEEBEANRREREBRSBER IsitHIVrelated?
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EBSREESRHES Group Policy No.

D. EfthE % E OTHER MEDICAL HISTORY
1 WABEAEBLUTHIE/ZIE - Does the patient have any medical history or habit as indicated below?

[ 6% Asthma [ ks cardiac problem [] #%/R 7% Diabetes Meliitus

[0 ZEAF3% Hepatitis B [C] = m/ Hypertension [[] &% 51f5 Previous operation
[ %% Drugabuse [] & &&B& Drinking [] miE&18 Smoking

[0 Zi&tER=aE Family history of cancer ] x#%&&% Unfavorable family history

[0 MUEESSE7 None [] Bfth#=ss - FEaRAA Other disease, please specify

2 ZMACSERERLMERIHMRSEERESBENBRAGE ? MNRF - 5HFF15 - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

B #f Dates 75 Disease AR/ EREFA BEHE/EREE

£F Year | B Month | H Day Details of treatment/hospitalization Name of Physician/Hospital

3 AIRMHEUHE/IRIELIEEFIE Please provide details of Drinking & Smoking habit.

{844 8 Drinking/ Smoking start date since F Year A Month
L

H Day
I I I E— |

1 L 1 |

£ H F3 £ Daily consumption (z/61/18 /% piecel pack/ bottle/ can)

E. B4 E N KRR ATTENDING PHYSICIAN'S PARTICULARS AND DECLARATION
AANELER - MAAFRAE - EAMARARHNENISSEE 2SI - WiEE R - | HEREBY DECLARE that all the information provided by me in this form is
true and correct to the best of my knowledge and belief.

TEBENSZ i
Name of Attending physician Qualification
ik B4 ER
Address Contact No.
£F Year | A Month | H Day
TRBEEERBR/ZhMES B8
Signature of Attending Physician and 0 :
Stamp of Hospital / Clinic ate
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