Critical Illness Benefit Claim - Angioplasty
Part II - Attending Physician’s Statement

(to be completed by attending physician at the claimant’s own expenses)
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Angioplasty

The actual undergoing of surgery for disease using any interventional technique, on the advice of a Specialist in cardiology involving the use
of transluminal coronary catheters to correct significant stenosis narrowing of coronary artery(ies). Angiographic evidence to support the
necessity of the operation will be required.
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A. General Information — i} & ¥}

1. Are you the patient’s usual doctor? B F 2 BRAZIBEEE? OYesE ONo&
Since when B ( / / )DDH MMA YYYYH

2. When were you first consulted for this illness? & AFi 2 XRRE X AE T kiZ<z HER?
( / / ) DDH MMA YYYYH

3. What were the presenting symptoms? s5##itiii A 2 Ri?

4. According to the patient, how long had the symptoms been present? 1R/ A Z ik » SR EFAIAFHIR?
Since B / / )DDH MMA YYYYZE ORs; for B1F: yearstE months & daysH

5. What were the significant physical findings? 522t R e 8538 -

6. What was the exact diagnosis? s532 f52Hf -

7. Date of diagnosis made? 52/&f FHA?
( / / )DDH MMA YYYYH

8. When was the patient informed of the diagnosis? (Please give exact date) R ASMARFSB Eiliaski? (FERMEEHER)
( / / )DDH MMA YYYYH

9. If you are not the first who diagnosed for this illness, please give name and address of the doctor who informed the patient of the diagnosis.
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10. Other physicians or medical facilities the patient has consulted for this condition. & A 7 G R1E T B E thE& 4 sl BB EiE k2 -

Name of physician(s) &/or hospital(s) | Address(es) Date of consultation(s) &/or period of confinement
B /Bl aiE ik k&2 HHA R /B {E R HR

DDH MMAB YYYYH

( / / ) To ZE ( / / )

( / / ) To & ( / / )

( / / ) To Z ( / / )

B. Extent of Illness &2 E

1. Please provide full and exact details of your diagnosis that requires Angioplasty.
SERMR AR BEIT MBS 2 ST RO -

2. Details of the surgery Fii 2 5¥15
a. Had the surgery been advised by a specialist in cardiology? If so, please give the name and address of the doctor.

FMEEHRORMHMERER ? W2 FREEE 2RIt -

b. Was there any angiographic evidence to support the necessity of the operation? Please kindly provide a copy of the reports.

ERBEANESY BB FMCLEY ? FREREZEE -

c. Are there one or more major coronary artery(ies) involved? Please specify the location of the artery(ies) involved.

ERER—ESZEEEEARER ? FRPATL R BAREIRME -

d. Are all the major coronary arteries involved (as mentioned above) having a significant stenosis? Please describe the details and provide
the percentage of stenosis.

EEMBEEEBIREAR (2N LFTL) BEBREIRE ? BHELFBERIEHREREZB N -

e. Had the surgery involved the use of transluminal coronary catheters? If yes, please provide the name of operation and which coronary
artery(ies) was / were involved in the operation.

FMEEELRERTINESE 755 » FRHEFMRHE -
O Yes & ONo&

Name of Operation Ffilj ¥ :

Name(s) of coronary artery(ies) involved in the operation. F1iifT$ & 2 BHAEIARBTE

f. Date on which the patient underwent the operation. & A3%% Ffiiz HEf -
( / / )DDH MMA YYYYH

3. Are there any complications noted? Please comment in details.

SEBIEMERE ? A -

4. Is there anything in the patient's personal health history which would have increased the risk of suffering any sickness that may require
Angioplasty? Please give the details.
RAZBEANREBRERBEMAIENEIENEE TP AR EETMESHM SORER 7 EEHAEREA -
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C. Other Information H{thi& %}

1. Does the patient smoke cigarette or drink alcohol? If yes, please give details including the daily consumption and the duration of the habit.
RAEEERESEUEEIE? B8 » FIRHFFEEBRNANRRCARBREZE R ZFHERFM -
O Yes = ONo &

Quantity {8 Type 85! Duration #5 4R

2. Please state if the patient has suffered / been treated for any other illness(es) / complaints other than this critical illness.

AR AER BB AR BRIV EMRREIRZ A

3. Isthere any further information, which in your opinion will assist us in assessing this claim?

FRAHEMERRE TR R L EBA AR B RERE -

I hereby certify that I have personally examined and treated the patient for the above illness and that the facts as given above present my opinion of his/her conditions.

AATELER - ERRAETSEGE - I3 EiRRETARR EREERPFAANY BlR A Z ERRT -

Name of physician (with stamp) Qualification Signature Date
Batw (EHE) BEAER wE HEA
Address ik :

Tel no. EFEIRHE:
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