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| CLAIM FORM FOR MAJOR DISEASE - Policy No.
I l ' Manu | Ife % $J HEART VALVE SURGERY/LESS INVASIVE REESE:

TREATMENTS OF HEART VALVE DISEASE

TR BRI — DRTF/
IR B A

PART Il - This Attending Physician's Statement must be completed by a qualified and registered physician at the insured's expense
B_Wh — ABZBEERELARZRABBEFZSERIMELERT

1. Name of Patient j A itk % 2. 1.D. Card No. #5515 3. Age it

4. Are you the patient's usual medical attendant? [ F & 7% A2 FA N B2 2
[INo & []VYes £ If "Yes", give details # [ > s 5 ARG H -

Period of Consultation Past Health History
FEZHIF YN LR E VA

5. a) Date on which the patient first consulted you related to the condition (Heart Valve Surgery/Less Invasive Treatments of Heart Valve Disease). i ALIEE{ B (O

4G / OFR B I IR AR RV ) B IRR B R RZ B H I (DDH/ MMA /YY) ©
b) What were the symptoms? %i A= i ?
c) How long had the patient been experiencing these symptoms before the first consultation? 5 A7E & R B R A IR A ?

d) When was the patient informed of the diagnosis? (Please give exact date) fif I3 %195 A2 B 4% 5> (Gl e e 11 J8))

6. Give full and exact details of the diagnosis. i 3 B HER 2 HIE R -

7. Had the patient any past history of the disease specified above or related illness? % A 875 A L e 5o sl A B i 2

[INo & [JYes & If "Yes', give details # 5] » BB H AR -
Name of Attended Physician(s) Date of Consultation Address(es Exact Diagnosis
g REES ECEE ] Huhk WEH P EE R

8. Is there anything in the patient’s family history which would have increased the risk of the disease specified above? i A Z 5 1 5t A 7 1538 s A 2R b b ey s b
T2 ?

9. Please give details of the patient's habits in relation to alcohol, drugs and smoking. Fiff 51 55 %5 A i ~ 134 ol W 28 94 2 FAS o

10. Has the patient undergone surgical correction for heart valve disease? 5 A 7 il F O iR B 55 3252 )% 1IE T4 2
[Cves#i [INo %%
If yes, the type of surgical correction performed? W4 » #47 T RE4S IE F4iF 2

a) Through open-heart surgery to replace or repair heart valve defects/abnormalities 75 i 7 BH 0 i - DL B 60 Co I 36 97 O W Gk s / L6
[yesti [ INo##

b) Through Intravascular procedures to perform percutaneous valvuloplasty, percutaneous valvotomy or percutaneous valve replacement 3 Ifi. 2 £ A FGFL 7 3
ATHR Bz SRR BTG > 458 e 2 o 0 M BT AR e i 408 . 53 o 0 % 2 4 1l
[Cdves# [INo &#

c) If any one of the above 2 questions is “Yes”, please specify the name of procedure done to correct the valvular problem: U124 BT — Bk “H> | #5H
88 T MR FE S5k B 1) ARG R 7 Y 2 78

d) If none of the above surgeries has been done, please state what other types of surgery was performed. Ui A #47 Lak F405 » 350 1 Fr AT 2 HA4S IE F4F -

e) Date and place of surgery -1l H Ji 5 b2
Date of surgery F4l7 B : ( / / ) DDH/MM A /Y Y4
The hospital where the surgery was performed F4if 5%

Name of Surgeon F-fi B/l k4

jur

. Please enclose copies of all surgical reports, X-rays, CT scans, and any other imaging studies, laboratory evidence, angiograms, echocardiogram, etc and any relevant hospital reports

that are available. wifSEHUHTAT TG ~ XOGRA - TN - ROLRBHAY ~ LB, AT 0N BB OB A > ST A A7 Bl IR BBE Y
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Policy No.
PR 5 -

12. Please provide details of physicians to whom the patient has been referred or attended for this disease. 7t 118 24955 A 35 1 4 T iE > B 2 B0} o
(We would be grateful for copies of any relevant medical report that are available ) (4t #2 tAE 7] A B S B 15 R A<)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
B N SR A Hutik: BIRR/ S H

13. If there is any further information which, in your opinion, will assist us in assessing this claim, please furnish such information below.

T iR 2 A A LR AT i B A R B B R TR R B R 2 W R B B R

Signature % & X Name of Physician (with stamp) B /E:#:4 (aliEpse)
Date H#i Address ik
Qualification %4 Tel. No. i 551§
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