ZER - fERE - REE | FEEE /R
PART Il — CRITICAL ILLNESS - CANCER /EARLY STAGE MALIGNANCY / CARCINOMA-IN-SITU
(HE2 B4 BB AR\ E77KifE - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES)

PN @ el S (756 5 g
Name of Patient Age & Sex 1D No. Occupation
1 REEREANERREHIEE? O 2 YES O % NO
Are you the patient’s usual attending physician? . .
B4l #%H Medical records since (FE/H/H) (YYIMM/DD)
2. JHANREHHAE AN O & YES O & NO
Wias the patient referred by another physician?
P y anomer s S O AR

Name and address of the referral physician

3. HWARBREHRIVEICKZ2 HIH
Date of first consultation for this illness (£/B/H) (YY/MM/DD)

. EICRZ BRI H )
Symptoms presented and date of onset during the first i Symptoms

consultation it LB HH Symptoms Onset Date (#:/A/H) (YYIMM/DD)

5. BEEER
Diagnosis of conditions

6. ZHTHE
Date of diagnosis (%/H1H) (YY/MM/DD)

7. NS R BRI B
When was the patient informed of the diagnosis? HHH Date (#E/HIH) (YY/IMM/DD)

BB 944 Name of physician

8. JHA MG EAHEER? O 2 VYES, itz Please provide details O & NO
Has the patient previously suffered from related H A B /s [BE s A7 2l SERREES
condition of this illness? Date Name of Physician/Hospital Diagnosis Treatment Details

9. FWARSRIEEEER SRRz s b g [ O YES, SERHGEN Please provide details 0 % NO
PEIRATIE?

Is there any patient’s family history or any precipitating
factors which would have increased the risk of this

illness?

10. FEFRBLLBORAFTA K2 at s Foa R - HE EEa i D BT
Please provide all the consultation history and details of Date Name of Physician/Hospital Diagnosis Treatment Details
this illness.

CLM-F003a (07/2016) 1 L2 EH



11. EIR L PRATRE A
Please provide the details of this illness:

() RERAAVEEE(LE

a

What is the site of the Tumor? @

(b) MR R AL (b) 4R Staging 415708 Staging System
What is the staging of the Tumor?

(c) EEBEFEARE? () O £ YES O % NO
Was it Carcinoma -in-situ?

(d) FEREETEiRmAR? (d) O & YES O & NO
Was the Tumor completely localized?

() THEAEEE R Z LML R EIE? (e) O 2 YES O & NO
Was there uncontrolled growth of malignant cells?

(0 EREECSEE AT EORE? (H O & YES O & NO
Was there any invasion of adjacent tissue or
regional lymph node?

(9) MR CHEBRHAM SRS E? (9 O 2 YES O & NO
Was there distant metastasis to other organ(s)?

(h) %iﬁﬁiééfﬁfiﬁTiﬁﬁm? (hy O 2 YES, Mt Please provide details O & NO
GRIBPRETITHLS) Fi Date  JEEESTHEEERI Type of histological examination performed 455 Result

Is the diagnosis confirmed with histological
examination?
(Please provide the histological report.)

EARAE TR > [HR E{al? What is the reason if histological examination is not done?

12. FrAZETERITEERS AR - Tk Hi] Test Date 1RERIEH Test ltem 458 Result
(FERALFTA 228 AL )
Details of all diagnostic tests performed and the result.
(Please enclose copies of all diagnostic test and
laboratory reports.)

13. 2B R I » SEERBEREE i SRR -
If the diagnosis is Leukaemia, please advise the type and
details of Leukaemia.

14. M2l ks Rk - REETETREOZE/? O 2 YES, 5SSk s E S 455 Please provide the biopsy report and result O 7 NO
If the diagnosis is Skin Cancer, was it malignant
melanoma?

15. JERGEEE O % Radiotherapy O k% Chemotherapy O £7425490% Palliative
Treatment Details O Ffif Surgical  Ffig#4f% Name of Surgery

O HAthr » #55:87 Others, please specify

16. W N A S AV 2w EE? O & NO
Has the patient ever had the medical illness(es) or the O 2 YES, s i as BRI atsEs Please tick where it is appropriate and give details
habit(s) as listed on the right column? Mg Cardiac problem

[EIEE Hypertension

EIfmHE Hyperlipidaemia

HEFRSF Diabetes mellitus

CIIRF3% Hepatitis B

NGRS IRZ i HIV infection

i 43257 F4fi Previous operation

JE: FHZEY) Drug addiction

IR fZE3HE Smoking habit

BTEE1E Drinking habit

HoAtEREE ~ MRS Other major, chronic or congenital illness

1% Details:

2 H i K 884 2.7 Diagnosis date and name of physician

OOoooooooood

Ji &~ 37 Current condition of the above medical history
O 524818 Fully recovered O & On Treatment

WENTEIETE & > Smoking/ Drinking habit since £/HIH(YY/MM/DD)

NGEMAEITY B ATELE206 - A NFTAIAE - DA A S A S B 1R -

| hereby certified that | did personally treat this patient and that the answers given above are all true to the best of my knowledge and belief.

TRlERE RS (BF) Hirl:
Name of Attending Physician/Specialist (with qualifications) Address
TRlEREEES (FH) HHA
Signature of Attending Physician/Specialist (with chop) Date

CLM-F003a (07/2016)
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