Living Benefit Claim - Angioplasty
Part II - Attending Physician’s Statement

(to be completed by attending physician at the claimant’s own expenses)
FIRIRIERR(E - MBS
CEf - TR2EERE B AEE  AESBLED)

Policyno. fR&4#&s% | | | | [ | [ | [ | |

Patient’s name HKID Card/Passport no. Date of birth tH4 HHf | Sex Age

RAREE BES DR/ ERRG DDH MMA YYYYH | 145 Fhe
/ /

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 of at least 75% narrowing of two or more coronary arteries. Angiographic
evidence to support the necessity of the operation and the location and degree of stenosis of two (2) or more major coronary arteries will be
required.

I &SR
LR ERER  BERETNESRERBREELEETERNRE - ILRERSRMIESL ERNEREIRMKERET D5 75% - BIAE
RHME SRS - BTMESN E TR OREBRMNUERERE - DEABETLFMZEE -

A. General Information — & ¥}

1. Are you the patient’s usual doctor? B F 2 BRAZEEEELE? OYes® [ONo#&
Since when B ( / / )DDH MMA YYYYH

2. When were you first consulted for this illness? mA 2 XFERE X AR T K22 BHA?
( / / ) DDH MMA YYYYH

3. What were the presenting symptoms? 5 lim A ZfmE?

4. According to the patient, how long had the symptoms been present? 1R¥ER A Z il  ZREHMATIFHIE?
Since B ( / / YDDH MMA YYYYZ#E ORS; for 2F1E: yearstE months & daysH

5. What were the significant physical findings? 5122 et R 25IR -

6. What was the exact diagnosis? S512{it2Kf -

N

Date of diagnosis made? 2 HHA?
( / / )DDH MMA YYYYH

8. When was the patient informed of the diagnosis? (Please give exact date) R ASMARFSR Eilizski? (ERMEHER)
( / / YDDH MMA YYYY#H

9. Ifyou 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 ZEHIZE

1. Please provide full and exact details of your diagnosis that requires Angioplasty.
ERAUR A B EETME SRz R KM -

2. Details of the surgery Ffii2 315
a. Had the surgery been advised by a specialist in cardiology? If so, please give the name and address of the doctor.

FMESHOREHERER ? MR FREEBEZ MR -

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

ERBEMMNEER 2B BTN LELE ? FRERSZEE -

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

ERER—EZEEREARER ? FRPBATE R BRI E -

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.

EEFETETAREIR (A1 AT ) MBEME 2R ? FMUFHERIBEIEEREZB DL -

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.

FELELRERAERES 7581 © BEHEFHiETE -
O Yes & ONo &

Name of Operation F{ij#&FE :

Name(s) of coronary artery(ies) involved in the operation. Fif$ & < EAREIAKZFE ©

f. Date on which the patient underwent the operation. % A5 F iz HHH -
( / / )DDH MMA YYYYH

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

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.
RAZBEARERESHBEMERSENE T AR RETOE S SOREE ? MR -

5. In your opinion, does the condition suffered by the patient fulfil the definition stated?

RERTZER  MAZBREEHE LEEE ?
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C. Other Information Hfth& %!

1. Does the patient smoke cigarette or drink alcohol? If yes, please give details including the daily consumption and the duration of the habit.
RAZEERESEEER? &6 @ FIRHFHELEBRNASRREZHERZE R IFETE o
O Yes & ONo &

Quantity 88 Type ¥&5I Duration $5#&REH

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

FRARA RS BB BRI BRI Bt RRE AR

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

AIRMEMEHE TR LEBA AR BILRERE -

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.

FATELER - EARAETS RS - I DiRETARE EEEERAAAY iR AZ ERRE -

Name of physician (with stamp) Qualification Signature Date
Banw GEHE) BEER wE HER
Address ik :

Tel no. EFE5EMS:
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