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PART 11 - CRITICAL ILLNESS - CANCER / EARLY STAGE MALIGNANCY / CARCINOMA-IN-SITU

(HEBERARS, FrE bR GEEHEEA) B17&H.  TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN
EXPENSES)

PN ES (0% K il B iES s ok
Name of Patient Age & Sex ID No. Occupation
1L RRET AR RSHIEE:? O 2 YES O % NO
Are you the patient’s usual attending physician? N , . .
Ey74d3% H Medical records since (“E/A1H) (YY/MM/DD)
2. AR HHABEAEA? O & YES O % NO
Was the patient referred by another physician?
P y anomer s 8y BB M

Name and address of the referral physician

3. AR KGR E R H
Date of first consultation for this illness (¢F/AIH) (YY/MM/DD)

M. B UCRISHRAE SR AE B H
Symptoms presented and date of onset during the first JHAL Symptoms

Itati
consultation WA BLE 1 Symptoms Onset Date (%/71H) (YY/IMM/DD)

5. LER
Diagnosis of conditions

6. 2 H W
Date of diagnosis (#E/HIH) (YY/MM/DD)

7. BEMEZHE?

When was the patient informed of the diagnosis? H#A Date (%/A/IH) (YY/MM/DD)
A4 Name of physician
8. WA EA IR O /& YES, i&#fi#1% Please provide details O 7% NO
Has the patient previously suffered from related H A B2 A= I Bt 4 % LG VETTVERE
condition of this illness? Date Name of Physician/Hospital Diagnosis Treatment Details
0. R 7 A 5 o B B ARV 0 R [ 222 O /& YES, i#fi#1% Please provide details O % NO
Is there any patient’s family history or any precipitating
factors which would have increased the risk of this
illness?
10. 1 FRAEIEHR T A RIS TE R K IRITVEN . H 45 P& AR % Bt 44 B ik EPRga
Please provide all the consultation history and details of Date Name of Physician/Hospital Diagnosis Treatment Details
this illness.

CLM-F003a (07/2016) 17, IR 20



11, TEHR AL I VEN
Please provide the details of this illness:

() BT RH E i B

a

What is the site of the Tumor? @

(b) ﬂ?ﬁ&ﬁ%ﬂﬁ%ﬂé&%ﬂ (Jirg 43 1) 2 (b) 45 Staging 2542 Staging System
What is the staging of the Tumor?

© REREELE? (© O & YES O % NO
Was it Carcinoma -in-situ?

(d) Mg e A AE AL A K2 (d) O & YES O % NO
Was the Tumor completely localized?

() BNEAHNLR T AZAEHIH A K R &4 ? (e) O % YES O % NO
Was there uncontrolled growth of malignant cells?

() RS DR % AR AR AR 2 ® O % YES O % NO

Was there any invasion of adjacent tissue or
regional lymph node?
(0) MR REHERRIA S AR E? (9) O 2 YES O % NO
Was there distant metastasis to other organ(s)?
(h) 12 W0 A5 2 B A M 2
(R AR E T )
Is the diagnosis confirmed with histological
examination?
(Please provide the histological report.)

(h) O & YES, i&#2At1ER Please provide details O 7% NO
Hi Date JREL #1551 Type of histological examination performed 455 Result

HAREIATRELSHT, IR N2 What is the reason if histological examination is not done?

12.

N

P RS TR K45 R 36 H A Test Date I H  Test Item 453 Result
(BRI AL IR )

Details of all diagnostic tests performed and the result.
(Please enclose copies of all diagnostic test and
laboratory reports.)

13. s Wr E, TESR AL S A IR 2 FEVE .
If the diagnosis is Leukaemia, please advise the type and
details of Leukaemia.

14, WHSWON B, R RS R AR O j& YES, iSRG HL UG ARG K45 % Please provide the biopsy reportand result OO 75 NO
If the diagnosis is Skin Cancer, was it malignant
melanoma?

15. YRIT VNG O Hy7 Radiotherapy O 4kJ7 Chemotherapy O #F4%iAJ7T Palliative
Treatment Details O FAK Surgical FARLFK Name of Surgery
O A, ##EM Others, please specify
16. W NIAEH B A% 5 1152 O 7 NO
Has the patient ever had the medical illness(es) or the O 2 YES, &40 BRI LS5 HIE AL Please tick where it is appropriate and give details

habit(s) as listed on the right column? LIES Cardiac problem

F & Hypertension

wrliLfAg Hyperlipidaemia

BRI Diabetes mellitus

TR % Hepatitis B

NGy Sy Z A HIV infection

M %52 F A Previous operation

W FZ4% Drug addiction

W AR > 16t Smoking habit

YRI5 Drinking habit

HAh ™, 1 HEek e R Other major, chronic or congenital illness
V1% Details:

LIk H R E4E 4 FK Diagnosis date and name of physician

ooooooooooof@E

J9i i Z B Current condition of the above medical history
O se4/E4 Fully recovered O i&J7H On Treatment

W/ 21155 F Smoking/ Drinking habit since £/ H/1H(YY/MM/DD)

AN SO AR G, THA RIS, LSRR 2 T S35 R I

| 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.

FBILRIEANES (B ) Hhuhk
Name of Attending Physician/Specialist (with qualifications) Address
FRIEREESS (FE) H
Signature of Attending Physician/Specialist (with chop) Date

CLM-F003a (07/2016) 2,



	fill_10: 
	fill_11: 
	fill_12: 
	fill_13: 
	undefined: 
	Name and address of the referral physician: 
	toggle_1: Off
	q2: Off
	fill_3: 
	fill_4: 
	fill_5: 
	fill_9: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_24: 
	toggle_3: Off
	qn9: Off
	qn8a: 
	qn8b: 
	qn8c: 
	qn8d: 
	fill_26a: 
	fill_26b: 
	fill_26c: 
	fill_26d: 
	a: 
	fill_2: 
	fill_3_2: 
	toggle_5: Off
	toggle_6: Off
	toggle_7: Off
	toggle_8: Off
	toggle_9: Off
	toggle_10: Off
	Text8: 
	Text9: 
	Text10: 
	fill_11_1-1: 
	fill_11_2: 
	fill_13_2: 
	fill_4_2: 
	toggle_17: Off
	toggle_18: Off
	toggle_19: Off
	toggle_20: Off
	toggle_21: Off
	toggle_16: Off
	fill_5_2: 
	Text11-1: 
	Text12-1: 
	Text13-1: 
	toggle_23: Off
	toggle_24: Off
	toggle_25: Off
	toggle_26: Off
	toggle_27: Off
	toggle_28: Off
	toggle_29: Off
	toggle_30: Off
	toggle_31: Off
	toggle_32: Off
	toggle_33: Off
	toggle_22: Off
	undefined_2: 
	toggle_34: Off
	fill_8_2: 
	fill_7_2: 
	Text1: 
	Text2: 
	Text3: 


