ZE- B - N

PART Il - CRITICAL ILLNESS - STROKE
(T BEEEE B HlI A H777%#H - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES)

i A\ 244 Gt gLl G35 BRIl
Name of Patient |Age & Sex 1D No. Occupation
L AREEIR A KISHIEA? O 2 YES I 7% NO
Are you the patient’s usual attending physician?
BEHFAC sk H Medical records since (%/A/H) (YY/MM/DD)
2. ARG HEMEERE? 2 YES O 4% NO
Was the patient referred by another physician? )
B BE AR I A A
Name and address of the referral physician
3. IHARZE TR E XOKIZ B
Date of first consultation for this illness GE/H/H) (YY/MM/DD)
A EIORISAVRIE R B H )
Symptoms presented and date of onset during the first JR{E Symptoms
consultation
JEIEH I EHHY Symptoms Onset Date (F/A/H) (YY/MM/DD)
5. LSRR

Diagnosis of conditions

6. ZiTHM

Date of diagnosis £/ /E) (YY/MM/DD)
7. RN A SR W2
When and by whom was the patient informed of the HHA Date (%E/H/H) (YY/MM/DD)
diagnosis?
EEA 4 Name of physician
8. AN B AR SR O 2 YES, 5128t Please provide details O % No
Has t.h_e patient pljevlously suffered from related 1 B [ T Bl SBIERs
condition of this illness? o . . . .
Date Name of Physician/Hospital Diagnosis Treatment Details
9. JHAEEREM R LA R Z e (R g T j2 YES, &% Please provide details 0O % NO
BRI Z?
Is there any patient’s family history or any precipitating
factors which would have increased the risk of this
illness?
10. BRI PRI ATA KI2IC T FOET 1 = B4 /=R R 2 SEITIEE
Please provide all the consultation history and details of Date Name of Physician/Hospital Diagnosis Treatment Details

this illness.
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11, R R

Exact cause of the incident

O fxZHZ-f5E3E Infarction of brain tissue
O #kRIHE eI Subarachnoid haemorrhage
O filfife Cerebral thrombosis

O fgHifm Cerebral haemorrhage
O it2%E Cerebral embolism
O HAth > 1E7F8H Others, please specify

- TEREIR A T A5 122
Is the cerebral symptom due to the following?
(a) FEE RN
Transient Ischaemic Attacks
(b) WEINFFe ~ B - M
P55 | B 2 4
Brain damage due to an Accident or injury,
infection, vasculitis, and inflammatory disease
() 5Bt PRy B R A (9 L s
Vascular disease affecting the eye or optic nerve
(d) FlEE SR GEBRIE
Ischaemic disorders of the vestibular system

(e) FEAMINAZE

Other extracranial source

(@ [T & YES 0O = No

3R R RAE MR (b T2 YES 0 # NO

(¢ O & YES 0O & No

(d &2 YES T & NO

B & NO

(&) I & YES

w

BTN AR T S T E i DA E I
Has any imaging investigation or laboratory
examination done e.g MRI or CT brain?

YES, 5T M i35 R E Please provide details and laboratory report C & NO

FI

14, FESHEEMFLIIEERS?

Is there any neurological deficit(s) resulted?

(a) HLZTHRETAZIYIENE KR AR
Details of neurological deficit(s) and its impact
on patient.

YES, i5HEti£E Please provide details E & NO

HI

(2)

(b) BLHHEADIBE I B H AR 5 T 507 ®

How long has the neurological deficit(s) lasted from
the date of onset?

(c) BEHRTIEEMERE A ATER?

Are the neurological deficit(s) irreversible?

(¢ O F YES O % NO

(d) PEFRERThREI B I A ANE?

Are the neurological deficit(s) permanent?

d O % YES M % NO

(e) BELEME LT RIBEAEHIL?

Is it confirmed by a neurologist?

O & YES
fxtfist T RELERE S

Name of the neurologist

(e) O & No

- TR HTRIGHY IS R A R
(BIRUEFTA LW R L5 R &)
Details of all diagnostic tests performed and the result.
(Please enclose copies of all diagnostic test and
laboratory reports.)

F:86 HHA Test Date T Test Item ZEH Result

16. W N EH SN2 215 ?

Has the patient ever had the medical illness(es) or the
habit(s) as listed on the right column?

7 NO

C 2 YES, B U B EAISHEEMFE Please tick where it is appropriate and give details
JLMIEJE  Cardiac problem

& IfE Hypertension

fEIMAE Hyperlipidaemia

HEFRIE Diabetes mellitus

Z RT3 Hepatitis B

AN I = iR B2 HIV infection

#1252 TR Previous operation

WS FHZ45%) Drug addiction

KA > {5 Smoking habit

PRGBS 15T Drinking habit

HAFE ~ 8L R MBS Other major, chronic or congenital illness
1% Details:

2 W H K 24 4% Diagnosis date and name of physician

oooooooooon

JFIF 2 B Current condition of the above medical history
0 524 5F & Fully recovered ICl ;&57H On Treatment

W KR/ > 15 Smoking/ Drinking habit since F/H/H(YY/MM/DD)

ANGEILAEIE O IR A (B 20E - THEAARTAIATS » DL BRI S IUE 9 IR R

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

FLILRE LRSS (BT0) Hirkl:
Name of Attending Physician/Specialist (with qualifications) Address
FLILRIEELES (FEH) H
Signature of Attending Physician/Specialist (with chop) Date
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