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BEAZREZRERGEZ Critical lliness Advance Benefit Claim Form

BEEER FRBEEEBRAM "V 1 R
Important note: Please put “ v ” for the appropriate box Cleal’ WhOle Form

88 PART Il (HERZEBLIEE to be completed by attending Physician)
A. BAEHR Patient Information

1. % Name 2. B)3% / #EB5EAS ID Card / Passport Number | 3. F#; Age 4. M5l Sex

5. BTERERABERZHNEE W "2, - BETZABMZEME Are you the patient’s usual physician? If “Yes”, medical records traceable from

H DD A MM £ YYYY
B. EB&EZER Medical Information
1. REERLIZEE Symptom Onset Date 2. BRK#ZHHE First Consultation Date 3. &l Symptom(s)
| | | | | | | |
H DD A MM £ YYYY H DD A MM £ YYYY
4. a. Z2ETHH Diagnosis Date b. 2Ef Diagnosis
| | | |
B DD A MM F YYYY
c. MABRIEHH d. RMAENE (BRHEBE/ BhaE)
Patient First Being Informed Date Informed by (please provide name of physician / hospital)
| | | |
H DD A MM F YYYY

e. ERERZIRARR ? 3BIRHEEH1E What was the underlying cause of the disease? Please provide details

f. BEAERMERABLFERR ? BIRMHFFE Was the disease caused by any congenital or HIV related? Please provide details

5. BRICABRKENEYFE (QEFN - WEaR - bF%)

Please provide details of treatment and medication (include surgical, radiotherapy, chemotherapy, etc.)

HEA Date HHE /B Name/ Type 185 Details
| | |
B DD BMM  FEYYYY
| | | |
B DD BMM  FYYYY
| | | |
B DD BMM  FEYYYY
| | | |
B DD BMM  fFYYYY
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6. BIRHMABTLERA LMERSERAEEER Please provide past history of the disease specified above or related disease

HHS Date B84 / BPt Physician / Hospital 2P / BPeithilt Clinic / Hospital Address  ERESEAS Telephone Number
| | | |
B DD BMM  FYYYY
| | | |
B DD BMM  FEYYYY

7. ERAEHESR Cancer related disease
a. I - BFEREBAEZ4AI Site, organ involved and cancer grading

b. BEZIMNIRESERZ D EA R Surgical-Pathological cancer staging and the cancer staging system used

c. BEETEEFABTIRBRE?W "H, - FIRHEEF1E Was a biopsy of the tumour performed? if “Yes”, please provide details

HE§ Date #1E / B4 Name/ Type #R Result
H DD B MM £ YYYY
B DD B MM £ YYYY

d. @ETKREZR  BWACTKEEALREZEREIRENAE ?
Before consulting you, when did the patient undergo investigations or receive treatment for any abnormality for such organ?

HEA Date B4 / Bt Physician / Hospital #%R Result
B DD B MM F YYYY
B DD B MM F YYYY

e. RETRERRENIEE ? Is the diagnosis confirmed with histological examination?
C & No (#FRHEREE please provide reason )
7 2 Yes (FRURESNTZHE KRR please provide the date and result of the histological examination )
HEA Date #R Result ES
(a) EEBRUENROZRE ?
Is it carcinoma-in-situ or any lesion described as carcinoma-in-situ?
(b) BEEREREERMER ? Is the tumour completely localized?
EESEEAME FREAAREY  BARENEINELNER ?
| © Is the tumour histologically described as benign, pre-malignant or dysplasia?
B DD B MM Fvyyyy (d) BHAREFAZEGHAER ? Is there uncontrolled growth of malignant cells?
(e) REBAREHITABMSUMKE ?
Is there any invasion of adjacent tissue or regional lymph node?
(f) EECEMNEHMEZE ? Is there any distant metastasis?
ME  BEERBCERIEES ? If yes, what is the identified secondary site?
f. BERHREER ZERESERMUREBERE? If the diagnosis is skin cancer, is it malignant melanoma? O%&No [ 2 VYes
9. EEETEABRGHRERS (HV ) BREE T HIRER ?
Is the tumour in the presence of HIV infection?
h. EEFESE EEABERE (CINI - CINIE CIN I 3 FEE8iR ERREE ?
Is it Cervical Intra-epithelial Neoplasia (CIN I, CIN II, or CIN Ill) or Squamous Intra-epithelial lesion?
i. =5 RAIZE IHTHEMMEMBIM ? Is it Chronic Lymphocytic Leukaemia less than RAI Stage 37 C&No [O= Yes

P
o
alil
=
o

Oomoonmnmo o
oD omnim

O&No [12 Yes

O&No [O=2 Yes
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8. IL\IE® Heart Attack
a. AEHEMBERE?W "H. - FRHEEEE Any history of typical chest pain? if “Yes”, please provide details

HEE Date 15 Details
A E
From | | | | To | | | |
B DD B MM FYYYY B DD B MM FYYYY

b. AARLNEEFBNINLLOEBLZE  BAEABORSHMBEREHOIEE ? (FRHEABELER )
Is there any new characteristic ECG changes indicating acute myocardial infarction at the time of the relevant cardiac @ & No [0 Z Yes
incident? (Please provide the related ECG)
c. BEETOERE ? Was an ECG performed?
B & No (FERMER please provide reason )
O 2 Yes (@EiRMOEB ZHEAKFIE please provide the date and details of the ECG )

HEE Date 515 Details
(a) EEALINEERANIOOEBZ(E ? =
Is there any new characteristic ECG changes? D&No ORYes
(b) ZAOEEZ(EREENEEE OB ERAEOIIEE ?
| | | | Is it indicating acute myocardial infarction at the time of the relevant cardiac E&No [ =2 VYes

H DD A MM FYYYY incident?

d. BEETIIAAGE ? Was a blood test performed?
E & No (HBIR/REA please provide reason )
C 2 Yes (FREMAENG ZBHEA KIS please provide the date and details of the blood test )
HEE Date 515 Details
@) DR R CK-MB 258/ 1N EH ?

Is there characteristic rise of cardiac enzymes CK-MB? D&ENo OE Yes

| | | | (b) HANEEZEAR T Troponin T _ ng/ml
H DD A MM FYYYY () LAESER | Troponin | _  ng/ml
e. BEOKRRE? Isit Angina? C&No T2 VYes
9. B@ Stroke
a. EERGAKMMERESH - SIHEPLRMHEIEE ? s this neurological sequelae caused by cerebrovascular incident?
= & No
O 2 Yes ( #AiRHtEEIE please provide details )
&R Lasting period 15 Details
(a) 2EEMEEMIEE ? s it infarction of brain tissue? B&No 2 VYes
| | | (b) 2FRSHM ? Is it haemorrhage? B &No 2 VYes
H Days /1B Hours (c) EERBIEREINZ12E ? Is it embolisation from an extra-cranial source? O&No 02 Yes

b. BREBASLKIMNEBEETEIBME ? After onset, is there any physical examination perform by a Specialist in Neurology?
F & No (HBIR/REA please provide reason )
O 2 Yes (ARt EHEAKFENE please provide the date and details of the examination )

HEA Date ##15 Details
B HEINEERIE ? i i i i
(a) Eé%?ﬁﬁ BESE ? Does this result in any neurological functional HZENo 75 Yes
| | | | impairment?
B DD EmM  Evyyy (b)) BEHEEEER ? s there any objective neurological abnormal E&No [ 75 VYes
c. %%?*TEE%EE’?'fEH“‘ﬁ?ﬂ]l?fﬁf ? lIs it Transient Ischemic Attack (TIA)? F&No 2 VYes
REFREEHNRERMERMWILIES ? Is it Brain damage due to migraine? E&No [ 2VYes

e. %#\ﬁéﬁméﬂﬁﬁ'ﬁﬁaﬁi%%EJZHUEE,%%IJJE‘E?E FENMERR ?

=
Is it Vascular disease affecting the eye, optic nerve or vestibular function? B&No O=Yes

0. FRHERABENRRELIEER Please prowde |nformat|on of the past health history of the patient
HHA Date B84 / BPR Physician / Hospital 52Ff / BReithiil Clinic / Hospital Address  EB7&5%H5 Telephone Number

H DD H MM FEYYYY
(EZR5KE First consultation)

B DD A MM FYYYY

B DD A MM FYYYY
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MFREBARGRE - RREEERB B RABIBEER

=1
ma

2

Please provide information of patient’s family health history, habit on smoking any tobacco products and consumption of alcoholic drink

RIGmE 2R 8

o Family Health History

Diagnosis Date

H DD B MM £ YYYY
H bD B MM F£YYYY
H bD B MM F£YYYY
D.Wﬁﬁﬁé% EmiER
Smoking Tobacco Products  Product Type
EXFESER fR EmER
[ Drinking Alcohol Product Type

O #EERIAKRABZEE No such information

il
Disease Details

SETHRE
Daily Amount
k3
Cigarette(s)
SRFHAE
Daily Amount
=27
ml

2SN

Relationship with Patient

SRS
Duration
3 | % |
From to
H MM FYYYY A MM FEYYYY
RHERSRE
Duration
2 | & |
From to
H MM FYYYY H MM FEYYYY

. BN LERIEERE - REBIRERS -
Note :

2ttt / EREAFBER / AFHEHREIX

Please attach copies of histopathology report, endoscopic report, diagnostic / laboratory tests report and/or operating theatre summary

B4 ER Physician Information

BEus

Name of Physician

et

Br BRuEERER

Signature and Official Stamp of Physician / Hospital

BEREXEER
Qualification and Specialty

F2FR [ Bk 2 it
Address of Clinic / Hospital

BREIES
Telephone Number

H# (H/R/%)
Date (DD/MM/YYYY)
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