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

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

HIRRERE(E - (OlER
CEB - FE2BARE (HHEALE IS EYIES)

Policy no. 1REE#MRSE | |

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

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

Heart Attack

Death of a portion of the heart muscle as a result of inadequate blood supply. The criteria upon which the diagnosis will be based are :

a. amedical history of chest pain;
b. new electro-cardiographic (ECG) changes consistent with a myocardial infarction; and

c. elevation of cardiac enzymes (with the enzyme Creatine Phosphate Kinase (CPK), a measurement of Creatine Kinase Isoenzyme (CPK-MB)

must be used.)
WY
R R T B EEER D OREALAAZE T - H2BrABRIBLITATEIER -

a. HAYREZREE ;
b. MEOEEET - WHROIUER ; K
c. DiEfR (CPK) BaE L7 LFEFACPK-MBIEAIE -

A. General Information —Rg &%}

1. Are you the patient’s usual doctor? B F 2 &R A ZIEEEE4 OYes2 ONo&
Since when B¢ ( / / )DDH MMA YYYYH

2. When were you first consulted for this illness? B AL 2 X ERE X AE K22 HE?
( / / ) DDH MMA YYYYH

3. What were the presenting symptoms? 5#5itiR A 2 RE?

4. According to the patient, how long had the symptoms been present? IR A Z il » SZREH A HIR?

Since B ( / / )DDH MME YYYYHE ORs{ for B7FfE: yearsf months & daysH
5. What were the significant physical findings? 52821t R 28R -
6. What was the exact diagnosis? S512{1t2Ef -
7. Date of diagnosis made? 2 HHA?
( / / )DDH MMAB YYYY#
8. When was the patient informed of the diagnosis? (Please give exact date) R/ AFMAIRFSE Lilz2Er? (FERMEHES)

( / / YDDH MMA YYYYH
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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.

ERTTEE AR A LB 2 B Y - SFRHZREE 2R Rt -

10. Other physicians or medical facilities the patient has consulted for this condition. A i B15 7 @ E fth B 4E s BE ki K 32 -

Name of physician(s) &/or hospital(s) | Address(es) Date of consultation(s) &/or period of confinement
B4 /BiraiE etk DALY SYEAES

DDH MMA YYYYZH
( / / ) To & ( / / )

( / / ) To ZE ( / / )

( / / ) To & ( / / )

B. Extent of Illness FiHIZE

1. Please describe the heart attack. S5#ff/OBER ©
a. Date of attack : ZfEHER :

( / / )DDH MMA YYYYH

b. Was there a history of typical ischemic chest pain? O Yes & ONo &
T AH AR M 4R SR E ?

c. Was there a serial elevation of cardiac enzymes (CPK) documented? O Yes & ONo &
EREHE—RIDHEESE (CPK) #@EELH ?

d. Were there any changes in the ECG indicative of a myocardial infarction? O Yes & ONo &

DEE RSB EAENBETOEE?

e. Was there death of a portion of the heart muscle? O Yes = ONo &
ERBEHCHEANIET?
f. Duration of the acute symptom :

MR Z F5AERSR -

g. Date of return to normal activities and / or the patient’s present limitation, physical and mental condition :
IS EREE 2 BEA R /SR A B2 BRE] - HBERABISHN |
( / / )DDH MMA YYYYH

2. Please give dates and results of any investigation performed and please enclose copies of all reports including resting ECGs, exercise
stress tests, enzyme assays, isotope imaging, coronary and LV angiograph and any relevant reports that are available.
EIRMMEREZ AEIRAER - W LATERE AR - BEFROEE - EHRBNNHE  BRARMNE - AUERE - BRERREZOE
MEEHRATEERZERE

Investigation &% Date HE§ (DDH MMA YYYYH) Result #&5R

3. Had the patient had any past history of the disease specified above or related illness?
RAREBE LitER 2 @5 KB ERER ?
O Yes & ONo &
If yes, please give details of :
202 - FEFFAERAS -

Name of doctor BE4 &% Date of consultation k52 HEA Address of doctor B4 it Exact diagnosis i 8 2
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4. What is the nature of treatment? Please give details of procedures.

ARZMERME ? SRR o

5. What is the prognosis of the disease?
FRRHERRTRIICRIEER -

C. Other Information H{ti& 5}

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

Quantity 812 Type $853! Duration #5#ERFME

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

BN AR D BB BRI BRIV B AR IATE -

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

BRAEMERE TR AL 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 - ERRAETS IS - I3 EiARETARR EREERAAAY R AZ ERRT -

Name of physician (with stamp) Qualification Signature Date
Bane (GEHE) BEER = HEA
Address Hhtit :

Tel no.EFE55EHE:

Chubb. Insured.’
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