CRISIS COVER CLAIM FORM f& =i RS Policy No. {REE5RE,

Part Il Medical Certificate (to be completed by the Attending Physician, at claimant’s own expense) in relation to:
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Multiple Sclerosis (Definition Before 2017)

Unequivocal diagnosis by a Registered Specialist Neurologist and confirmed by modern investigational techniques such as image scanning confirming more
than one episode of well-defined neurological symptoms, with persisting signs or involvement of the optic nerves, brain stem and spinal cord together with
impairment of co-ordination and motor and sensory function, with the Life Assured not necessarily confined to a wheel chair.
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Multiple Sclerosis (Definition from 2017 onwards)

Unequivocal diagnosis of Multiple Sclerosis by a Registered Specialist Neurologist, and which confirms the following:
» objective clinical evidence of 21 T2 lesion in at least 2 out of 4 regions of the central nervous system as mentioned below:
(i) Periventricular;
(i) Juxtacortical;
(iii) Infratentorial;
(iv) spinal cord;
and
» more than one episode of well-defined neurological symptoms involving the optic nerves, brain stem, spinal cord, coordination or motor function; and
+ a well-documented history of exacerbations and remissions of neurological symptoms over a period of more than 6 months.
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Name of Patient J& A#4:% ID / Passport No. 5 {5334 | ZEIE9EHE Age & Sex fF# Ky 1

1. Are you the patient's usual physician? {/R&EE B K2R Ee4E?

O Yes. Medical records dated back to & » B4 ZE | | | (DD/MMIYY) (H/F14E) O No R&

2. When were you first consulted for his/her iliness(es)? 5 A\ & XA LR AR N KAy HEEA H ?

| | | | (DD/MM/YY) (H/F14E) Presenting signs & symptoms were JiE{#E45:

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

HRIEIR A FEE VBt - ASE S ZORZAT - CEERREREZA?

Since | | (DD/MM/YY) OR For day(s) month(s) year(s)
7% (H/RB/AE) =% CHFE H A iF

4. (a) Clinical diagnosis & Rz2ET

(b) When was it made? {iSHE2IEZER? | | | | (DD/MM/YY) (EI/ F14F)

(c) When was the patient informed of the clinical diagnosis? 7% A {ai 488 4t EL AT R AV EE PRI E B 2 B ?

| | | | (DD/MM/YY) (H/H /%) by (name & address of physician) g (8§ 4 444 K ik ):

(d) How long, in your opinion, has the patient suffered from this illness before his/ her first consultation?
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5. (a) Final diagnosis £{&z2HT

(b) Date of final diagnosis #4%2HTHEH | | | | (DD/MM/YY) (H/HI4E)

(c) Date the patient was informed of the diagnosis & A5 &1z &2 B H 3 B

I | | | (DD/MMIYY) (H/B /%) By (name & address of physician) pH(8%4: #:4 K il ):

6. Please provide full details of the diagnosis and its clinical basis. &2 EtFT A 2 M EERZ2EEE

7. Was the patient referred to you from other physician(s)? J A&7 B E At B A ## 112

O Yes, &2 | | | | OD/MM/YY) (FI/A/4E) O No R

By (name & address of physician) g (5&4= 444 R k)

8. Has the patient ever been treated for the same / related conditions? Jp A 275 & &2 5] / FHBEAVRE G2

0 Yes, please provide details : 75 - :Ezfult: ONo 8H
Consultation Date (DD/MM/YY) Physician/ Hospital Diagnosis Treatment and Investigation Results/ Hospitalization
2 HIN H/B I B4/ BEPr a4 2 ROl S e raen et SRR e d

=t

9. Is there any patient’s family history which would increase the risk of the above final diagnosis? J7 A &5 (1l BE S50 SE i B0 il i &2 iy Je\ iz 2

O Yes, please provide details : 75 - Ezfult: O No 8H

10. Does the patient smoke cigarette? J5 A& &5 i E1E?

3 Yes, has been smoking since & * | | | | (DD/IMM/YY) (H/ B 14E) Brda
O Ex-smoker, started on FilfgjEz - BIEH | | | | (DD/IMM/YY) (E/HIAE),
ceased on 4| | | | (DD/MM/YY) (HI B4 {211

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

T NRIEPETT o B2 e iar - B o R A B A (R R SR FOEshe 44t

Consultation Date (DD/MM/YY) Physician/ Hospital Diagnosis Treatment and Investigation Results/ Hospitalization
a2 HEA HIA A B Bhiet 2 (BB A R E&E R EhiatE
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12. Does the patient has the following condition?

PN ey S IV i

objective clinical evidence of 21 T2 lesion in at least 2 out of 4 regions of the central nervous system as mentioned below

DA™ D] oAl e ot aideli i D W (I 2 1 ET 275 Ay S Bl RGE 1%

OYes?#H ONo 4% Periventricular = f&&
OYes? s ONo 47 Juxtacortical #TH F7/E
OYesH ONo4FH Infratentorial /NEET
OYes H ONo 4% spinal cord 45

more than one episode of well-defined neurological symptoms

IR AR IBAHI AR BRIR - R el - IS - 2788 - SR el

OYes 7 ONo 47 optic nerves &L ;
OYes’ & ONo &% brain stemfis

OYes 7 H ONo 47 spinal cord&js ;

OYes 7 ONo4FH coordination 577 ;
OYes A ONo 4% motor function HEHTHEE ;

a well-documented history of exacerbations and remissions of neurological symptoms over a period of more than 6 months.

HRERHERIIR A 758 B DL ES AR O, - EFER I S AR R S -

O Yes &5 Please provide all the medical records FEEt A KL #% ONo8FH

13. Is there any impairment of co-ordination and motor and sensory function ?

PN B e SoEE) - B DIREA SRR ?

0 Yes, please provide details. 75 » Fzfill R - ONo 8H

14. Was there a history of repeated relapse and remission of steady progressive disability?

T3 N A U B S B R B 3 R R AR o 2

0 Yes, please provide details. 75 » Fzfill HFZE - ONo &H

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

B ERRERES R T REFE 2l R OHRERR S K B RHRE RIA)

Test Date (DD/MM/YY) Test Item Diagnosis/ Result
aH H/IAME i uElE| el G5

16. What is the prognosis of the patient? jp5 A BRHF 3 B Rtk

17. Other additional information for the current diagnosis E:ftt 7 8t z2Er4s 5 > ZE5 V&Rt

Name of Attending Physician Qualification

TR RN HEEHR

Hospital Name (if applicable) Telephone No.

Bl Aot (A ) EEEIR

Address

Hhk

Signature & Hospital/ Physician’s Chop

W B B R Date (DD/MM/YY)
HE (H/73/4)
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