* y TEAB |5 4
EEBERRR-IER CHINA LIFE
CRITICAL ILLNESS CLAIM FORM - KAWASAKI DISEASE

fREESEHS Policy No.

EEMY - TZBEREE HRHEZBLEEE  FIAERARAZRRA/ REFEA/REABITEIE)
PART Il - ATTENDING PHYSICIAN’S STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. % AE 1 PARTICULARS OF PATIENT

1 % ALES Name of Patient

2 ZF# KB Age and Sex

3  B{3:&/ #HR5ETS 1.D. Card / Passport No.

B. ERFRE Y} CLINICAL DETAILS

1 WAZEBERERTEZE We can trace the medical record of patient back to

£ Year A Month H Day
| IS I I E— | I | | I |
2  BREIRFEE B EAEE4 HEA Date of the symptoms first appeared
£ Year A Month H Day
| I I I E— | | I | I |
3 AABERBERIILHIEE 2 K52 B EB Date of first consultation for this condition or related illness
F Year B Month H Day
| IS I I E— | I | | I |

4 FEHMRIPEREZE ZEARFNFRIE Please describe the symptoms and complaints at first consultation.

5 WASEHHEHMBEEN?NZE  FRHZEBEZH BRI - Is the patient referred by other [ 2 Yes [ = No
physician? If yes, please give the name and address of the referring doctor.

6 2[R Diagnosis

7  {IH5HEE2 When was the diagnosis made F Year A Month
| L

L | | |

H Day
I}

C. BT ZE%ER PROFESSIONAL COMMENT

1 ERHERESBIEEMUEZ)BF - RESEERRFMAER
What type of laboratory test or investigation has been performed to work up/ confirm of Kawasaki Disease? And, what was the result? Please give
details: (And, please enclose a copy of the laboratory test result)

RSB F/R/8 A HmEER
Test Date YYYY/MM/DD Test Item Result/ Histopathological Diagnosis

2 =EEAROHEEERRERERE TR KRR Sk 2 ikE?

Was there any echocardiograph evidence of cardiac involvement manifested by dilatation or aneurysm formation in the coronary arties?

O=zves Ox
MA, BIRMHAROEEERIZIEELAR If yes, please give detail of the echocardiograph evidence: (And, please enclose a copy of the
laboratory test report)
FEASRE CB) ROBRAT (RPEARENEEMRLZRAOERAT) ||I| || |"|"|""” I|| I|
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fREEIRES Policy No.

C. B FZE#EER (#) PROFESSIONAL COMMENT (Continued)

3 WABERALRMUTER:
SEEIM Mid anaemia
[] ;m¥kE#E White blood cell count above normal
BRMEXRFERATIMIKIPEZEFAS Elevated erythrocyte sedimentation rate which indicates blood vessel inflammation
(] s#mpt4 /)R 2 E =8 -7+ Sharp rise in the number of platelets
O wzesramesEmimIERs BB ESFHA% Diagnostic tests reveal the presence of coronary aneurysm or other heart
or blood vessel abnormality which necessitates surgical treatment

MAE - BIRHFMAFAAEEN Ifso, please give surgery details.

4 %5 AIRBS R RR 7 ? What was the prognosis of the patient?

5 MA . BRUHAARXAE HBERHER AETOUHBERDLRE ZEZSIRERTE! If so, please provide treatments, investigation
procedures, results, and/or any complications and follow up plan regarding the stroke)

D. EfthE& 5% OTHER MEDICAL HISTORY

1 WABEBESEUTHIE/ZE - Does the patient have any medical history or habit as indicated below?

E] 0% Asthma E] U\ % Cardiac problem E] 2R J% Diabetes Mellitus

[0 ZE8F3k% Hepatitis B [] =mE Hypertension [] #5251 Previous operation
[0 &% Drug abuse [] &#0&EB18 Drinking [] =18 Smoking

[0 =#&triE Family history of cancer [[] 1% Unfavorable family history

[0 M B3R5 None [] Efth#=7s - FEERAA Other disease, please specify

2 RARABSRRERLMERIHMBRSERESBENBERAE ? M1EE - BT - Had the patient previously been treated or
hospitalized for the above disease or other major disease? If so, please give details.

H A Dates S AE/(ERRFER BEUR/BREE
#59% Disease . N i .
F Year | B Month | H Day Details of treatment/hospitalization Name of Physician/Hospital

3 FRIRHENE/IRIZEZIEF1E Please provide details of Drinking & Smoking habit.
Z 1B YA 8 Drinking/ Smoking start date since £ Year B Month
|

L | | | L |

5 H FA £ Daily consumption (z/E2/18/HE piecel packl bottle/ can)

E. 25451 KERA ATTENDING PHYSICIAN’S PARTICULARS AND DECLARATION

RAEIERMR - BLAAPRTHANE - LR AARENERNGRSZE ZEE - WiEEHEA - | HEREBY DECLARE that all the information provided by me in this form is
true and correct to the best of my knowledge and belief.

THBEHS HE
Name of Attending physician Qualification
ik BB EE
Address Contact No.
IBERERBR/CHRES a8 < Ve || A | 5 Dey
Signature of Attending Physician and . t
ate

Stamp of Hospital / Clinic
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