CRISIS COVER CLAIM FORM fE iz s Policy No. {4 B8

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

AR - BRI (HREABBEF TR EMmERER) AN

Loss of Independent Existence

The permanent inability of the insured to perform without the continual assistance of another person, 3 or more of the following activities of daily living:
Washing — the ability to wash in a bath or shower (including getting into and out of the bath or shower) or to wash satisfactorily by other means.
Dressing — the ability to put on, take off, secure and unfasten all garments and, as appropriate, any braces, artificial limbs or other surgical appliances.
Feeding — the ability to feed oneself once food has been prepared and made available.
Toileting — the ability to use the lavatory or otherwise manage bowel and bladder function so as to maintain a satisfactory level of personal hygiene.
Transferring — the ability to move from a bed to an upright chair or wheelchair and vice versa.

The coverage of this benefit will commence at age 18 and cease at age 65. Your benefit does not cover any event caused by a psychiatric Condition

REBILAETEREN
ZRNEA AR T - K AMIEEAET T YIS, ERY H VS EIRE
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Name of Patient J%5 A 1t:44 ID / Passport No. B {533 | 2 AR Age & Sex 4Efi5 KR

1. Are you the patient's usual physician? {/R& 7R N IEH SKi2HEs 42
Yes, medical records date back to & » BEEEAIEE T L | | | (DD/MM/YY) HIH /A I No iz

2. When were you first consulted for this or related illness? 5 A & 2 KFH R SAHRRE R N ka2 H#1?

| | | | (OD/MM/YY) H/H/4  Symptoms presented were: JR &L :

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

MRS A AT B RORL - R ALE S JORZHT - IR AAESZ A?

Since | | | | (DD/MM/YY) OR for day(s) month(s) year(s)
7 HIA 4 W TAHE H H .

4. (a) Clinical diagnosis [ K2l

(b) When was it made? {A[F5HEE S22 | | | | (DD/MMIYY) H/ A4

(c) When was the patient informed of the clinical diagnosis? Jp5 A {5k & A= £ 4401 Pt BB ) B AR i B 22 1867 2

| | | | (DD/MM/YY) By (name & address of physician):
HIRME i (B )

(d) How long, in your opinion, has the patient suffered from this illness before his / her first consultation?
HURRE MR R, WATERZ I — TR SR CRe i T 2 A

5. (a) Final diagnosis R4 T

(b) Date of final diagnosis: %27 HHH | | | | (DD/MM/YY) H/H/4E

(c) When was the patient informed of the diagnosis? J A RISk B A5 25501 HL At B K E Fe 222

| | | | (DD/MM/YY) By (name & address of physician):
HIRME (RS R k)

6. Please provide full details of the diagnosis and its clinical basis. ZFHEALFTA2ET KGR 2 ETIIER

7. Was the patient referred to you from other physician(s)? Ji5 A&7 dHfth 5& 4§57

1 Yes, | | | | (DD/MM/YY) By (name & address of physician): I No i
= HIAMAE (B RotL)
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8. Has the patient ever been treated for the same/related conditions ? Jj5 A\ 15 75 &5 ZAHR/AERR R IE 165 2

Yes, has been smoking since 75 » H| | |

| (DD/MM/YY)

| (DD/MM/YY),ceased on | | [
(H/RIA) 4511

(HIAME), 1

I Ex-smoker, started on| | |

AT > BEfAHY

| Yes, please provide details : 4 > Z5afit 7 No&fH
Consultation Dates (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2 H/F/AE B it ] ARG TE M A R [ (EBERET
9. s there any patient's family history which would increase the risk of this illness? Jj5 A\ 275 FRIHATAT A 2 60 5 T s b iser?
I Yes, please provide details : £ » St I No &4
10. Does the patient smoke cigarette? Ji5 A\ &Gk FE 25 E?
| (DD/MM/YY) I/ 14t 2 I'No %45

11. All consultants, specialists and hospitals to which your patient has been referred to or attended for this iliness

I NRILPRAETT G 28R T0RY B T B L (iRl s SR B Bery#41@

Consultation Date (DD/MM/YY) Physician / Hospital Diagnosis Treatment and Investigation Results / Hospitalization
w2 2] H/F/AE B B e ARG IE AR ARG R | EBERE

12. Is the patient able to perform the followings without continual assistance? Ji AZE/Z A R B E . NRESHEST NFIVETh?

versa)

2N CaZR SRR Y e ol R S i o ZDIEEIZN]

(a) Washing (wash in a bath or shower) Able HE%y Unable ANgE4
Bl (PR EL eI E) Reason & [A:
Asistance required FiTEEEE170):
(b) Dressing (put on, take off, secure and unfasten all garments, any braces, ~1 Able fE# Unable “NfE4
artificial limbs or other surgical appliances , as appropriate) Reason JF[X]:
R (Z L RN - WREGRP IS RIS EFE RIS - EIRESHAIRE Asistance required FreE I E):
H)
(c) Feeding (feed oneself once food has been prepared and made available) Able FE% Unable “f\gE%
MR (EEYERITR > ACER) Reason JE{[A:
Asistance required FTEEEE17 0
(d) Toileting (use the lavatory or otherwise manage bowel and bladder function) ~1 Able fE% Unable “NfE4
ATg (158 FH 6 TR el A/ M) Reason JF[X:
Asistance required FTZZEE170:
(e) Transferring (move from a bed to an upright chair or wheelchair and vice Able fiE4 Unable ‘g%

Reason [ [A:

Asistance required FTEEEE170):

13. What is/are the underlying cause(s) leading to this condition? {5 X5 [ZE AR S ?

A AR M IEEE LR E? Gt Bl s s |l A)

Test Date (DD/MM/YY) #ili H #A(H/ H /4E) Test Item #3ERIEH

14. What tests were performed to confirm the diagnosis? (Please enclose copies of all laboratory reports and relevant medical reports that are available)

Result / Diagnosis #5%/#2]

1 self-inflicted injuries while sane or insane {7 IEH B T FE R H 7
| Wilful misuse of any alcohol,narcotic or drug il » & FH#YIE

Please give details if any of the above item(s) is/are applicable. 41 -5l - HERHLEEE

15. s the disease diagnosed to be directly or indirectly caused by or result from  F2ERE S 7S B EE R N5 [HLalE s
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16. What is the prognosis of the patient? 5 AR R BRI

17. Other additional information for the current diagnosis AR ILI2 B 5 5L~ 4E9V &k

Name of Physician Qualification
B HIFE

Hospital Name (if applicable) Telephone No.
BB (AE ) i S e

Address

gk

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)
b/ BT MG H 8 (H/3/4F)

Prudential Hong Kong Limited
(A member of Prudential plc group)
cocf
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