ZEE - B - P
PART Il - CRITICAL ILLNESS — STROKE

(L2 B EHEE  FrEEEEN H77##% - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES)

Avre you the patient’s usual attending physician?

i N2tk (FHG R B (756 5 g
Name of Patient IAge & Sex ID No. Occupation
1. REEHAEERZEE? 072 YES 0 #& NO

(&/B/H) (YY/MM/DD)

BLEACE%E Medical records since

2. RANE A A B A A2 O 2 YES [ 7 NO
Was the patient referred by another physician?
MBS A L A
Name and address of the referral physician
3. WARBIBHEIKS A
Date of first consultation for this illness (/A /) (YY/MM/DD)
. EICRZ RN R L H
Symptoms presented and date of onset during the first Jif# Symptoms
consultation
IR HHH Symptoms Onset Date (F/A/H) (YY/MM/DD)
5. ZETEER
Diagnosis of conditions
6. ZETHM
Date of diagnosis (¢E/AH) (YYIMM/DD
7. 9 NS A BRI 282
When and by whom was the patient informed of the HEA Date (FF/AH) (YY/MM/DD)
diagnosis?
B2 44 Name of physician
8. Y A EAMEEER? [0 2 YES, FHHEHLsE1% Please provide details [ & NO
o W v e
' Date Name of Physician/Hospital Diagnosis Treatment Details

9. R AEE RGN s A R Z g O 2 YES, FEf2ftsrl Please provide details O & NO
ILPpERIIE?
Is there any patient’s family history or any precipitating
factors which would have increased the risk of this
illness?

10. FEHRALILBRIRIATA K250k FOGRGEIR HHA AR Z! TEEEEE
Please provide all the consultation history and details of Date Name of Physician/Hospital Diagnosis Treatment Details
this illness.
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11, thEEER  RH O FS4H4%fESE Infarction of brain tissue O F&HIfm Cerebral haemorrhage
Exact cause of the incident O wR&AERE N eI Subarachnoid haemorrhage O fi§if4:3& Cerebral embolism
O fiifmte Cerebral thrombosis O HAth - 5558 Others, please specify
12. BSEEIRESH TYI5E?
Is the cerebral symptom due to the following? O =
. YES O NO
(2) S AR @ o= @
Transient Ischaemic Attacks
(b) REAPEFEZE - B, ~ M 3R R AR (b) [T & YES 0 % NO
5 IE IR BTS2 15
Brain damage due to an Accident or injury,
infection, vasculitis, and inflammatory disease
(€) SIEH A EC T B BRI Y R0 () [ 2 YES O & NO
Vascular disease affecting the eye or optic nerve
(d) FilfE ZR &R B ER (d 0 2 YES 0 & NO
Ischaemic disorders of the vestibular system
(e) EAthms AZ (&) [ 2 YES O % NO
Other extracranial source
13. AT HRIF B A A S e i DA E 2 O /& YES, SE2ftaHs iffaid: Please provide details and laboratory report O & NO
Has any imaging investigation or laboratory
examination done e.g MRI or CT brain?
14, FESHAEMHLIIREIRE? O /& YES, Ef2ftafhs Please provide details 0 4 NO
Is there any neurological deficit(s) resulted?
(2) FHACTHREIRH RS R B AR 2 @
Details of neurological deficit(s) and its impact on
patient.
(b) HEHEDI AR T R R T 522 ®)
How long has the neurological deficit(s) lasted from
the date of onset?
(c) BhpsEREiEE AR AE R ? (0 [ =& YES 0 % NO
Are the neurological deficit(s) irreversible?
(d) HEHEEThREIRE AR AME? (dy O & YES % NO
Are the neurological deficit(s) permanent?
(e) RSP HRI B L2 () [T & YES O 74 NO
Is it confirmed by a neurologlst? B AR LR B A (442
Name of the neurologist
15. FTARETRIRITEERS R As R 1&E& H A Test Date BESIE H Test Item 455 Result
(GHIRALAT A2 AL s)
Details of all diagnostic tests performed and the result.
(Please enclose copies of all diagnostic test and
laboratory reports.)
16. 5 NIBIE A& A5 2R E1E? O & NO
Has the patient ever had the medical illness(es) or the O 2 YES, SFBE#EE i EsH FasiieftsEls Please tick where it is appropriate and give details
habit(s) as listed on the right column? O LM Cardiac problem
O SifmEE Hypertension
O =i Hyperlipidaemia
O ##EFRY% Diabetes mellitus
O ZAIRF3E Hepatitis B
O AfEGE = mEEE: HIV infection
O ﬁﬁ%;ﬁifﬁ Previous operation
O ¥ F%E%) Drug addiction
O U);U & Smoking habit
O &XEEE Drinking habit
O HAthggeE ~ 184t K MEER Other major, chronic or congenital illness
=% Details:
2 HHH 5884 447 Diagnosis date and name of physician
R FE 2 B85 Current condition of the above medical history
[0 584:F#& Fully recovered [0 J&Edr On Treatment
IR VB8RS Smoking/ Drinking habit since FIHIH(YY/MM/DD)

ANGEILEH Y RILR A2 -

A NFTEIFT(E > DL & IH S )8 (FhE -
| 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.

FRIERB NS (BE)
Name of Attending Physician/Specialist (with qualifications)

ERIERBAEEL (BEH)
Signature of Attending Physician/Specialist (with chop)
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Hihk

Address

HiH

Date
28 H2H
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