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

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

Death of a portion of the heart muscle as a result of inadequate blood supply due to coronary artery disease. All three (3) of the following
criteria must be present and diagnostic of a new definite acute myocardial infarction :

a. Symptoms clinically accepted as consistent with the diagnosis of an acute myocardial infarction such as chest pain; and

b. New electrocardiographic (ECG) changes that progress to the development of new pathological Q waves; and

c. Elevation above clinically accepted normal values of serum cardiac enzymes or cardiac specific markers

There must also be evidence of myocardial infarction meeting one (1) of the following two (2) criteria :

a. Demonstration of a regional ventricular wall motion abnormality that results in a reduction in left ventricular ejection fraction to less than
fifty percent (50%); or

b. Angiographic evidence of one hundred percent (100%) occluded coronary artery.
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A. General Information —AgiE#}

1. Are you the patient’s usual doctor? B T 2B R A ZIEHEE4 OYes2 [ONo&
Since when B ( / / )DDH MMA YYYYH

2. When were you first consulted for this illness? R A2 X R E X BB T K22 BEA?
( / / ) DDH MMA YYYYH

3. What were the presenting symptoms? 5##itiii A Z HE?

4. According to the patient, how long had the symptoms been present? RiBR A Z il & SZREHAASHIR?
Since B ( / / )DDH MMA YYYYE ORE; for B1FfE: yearsf months A daysH

5. What were the significant physical findings? 52 {82852 L2518 -

APS006-012/0418/CO

Chubb Life’ of3



6. What was the exact diagnosis? s5125t52HEf -

7. Date of diagnosis made? 2#fHHEA?

( / / )DDH MMA YYYYZ

8. When was the patient informed of the diagnosis? (Please give exact date) &/ AFMAIBFISE Lilz2E? (FEIRMHHER)

( / / YDDH 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.

ERTTEERESRA LB B8 - FFR AR

Szt Rt o

10. Other physicians or medical facilities the patient has consulted for this condition. /A58 BA1E 7 @ E fth B 4E s BE ks K 32 -

Name of physician(s) &/or hospital(s) | Address(es)
BL/ElraiE ik

Date of consultation(s) &/or period of confinement
K2 HERR /Bl (R ER
DDH MMA YYYYZH

( / / ) To & ( / / )

( / / ) To Z ( / / )

( / / ) To ZE ( / / )

B. Extent of Illness FKiHi2E

1. Were there any symptoms clinically accepted as consistent with the diagnosis of an acute myocardial infarction (e.g. chest pain)? Please

kindly describe the details.

FRR LR BFEESMOIUER (FIanfRE) e —EUZiER ? &

O Yes & ONo &

FHAD AR ES -

2. Were there new electrocardiographic (ECG) changes?

EEEHZOEER (ECG) chE?
O Yes & ONo &

If yes, were there any new electrocardiographic (ECG) changes which progress to the development of new pathological Q waves?

Mz - REBEEAHZOEER (ECG) BB REARABIE QR RIEE ?

O Yes & ONo &

Please kindly describe the details and provide copy(es) of the report(s).

AT IR RS 2 B -

3. Was there any elevation above clinically accepted normal values of serum cardiac enzymes or cardiac specific markers? Please kindly

describe the details and provide copy(ies) of the report(s).
EARBORBERSSEE ORI ESUER R Z ERHIE 7

O Yes & ONo&

SRR IR AR S 2 B o

4. Was there any regional ventricular wall motion abnormality that results in a reduction in left ventricular ejection fraction to less than fifty
percent (50%)? Please kindly describe the details and provide copy(ies) of the report(s).

EAEEARBHOERZAERBEEHAOCEZHHRENB S ZAE+(50%) ?

O Yes & ONo &

SRR MBS IR AR S 2 B o

5. Was there any angiographic evidence of one hundred percent (100%) occluded coronary artery? Please kindly describe the details and

provide copy(ies) of the report(s).

ELRAMEEXRTEMENKE 2B (100%)MAE 7 FFMiELT R MR

O Yes & ONo &
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6. Is there anything in the patient's personal health history which would have increased the risk of Heart Attack? Please give the details.

RMAZBEARREPEEEEIEMBE ORR B 7 BN -

C. Other Information Hfthi&#}

1. Does the patient smoke cigarette or drink alcohol? If yes, please give details including the daily consumption and the duration of the habit.

MAZGARIENECEZEE? 56

O Yes 2 ONo&

Quantity #{& Type 85!

FRUFELESRRANRRZABREEIEZFHERR -

Duration }5#&R%R

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

FEPRA D BB BRI BRIV B AR IATE -

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

BRAEMERE TR L EBA AR BRI RERS -

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 - I EiRRETARR EREERPAANY R AZ BRRT -

Name of physician (with stamp)
BaAte (BEE)

Qualification
BEEAEAR

Signature
5
RZ

Date
HEA

Address st

Tel no. BFEEHE:
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