ZEB - B — RIELHIEE

PART Il - CRITICAL ILLNESS — HEART ATTACK
(B EZEEIEE  FraEEHmZEEA F77#7# - TO BE COMPLETED BY THE ATTENDING PHYSICIAN/SURGEON AT THE CLAIMANT'S OWN EXPENSES)

Name and address of the referral physician

PN G dl B (756 5 e
Name of Patient Age & Sex ID No. Occupation
1 IRESHAEERZHEA? 0 % YES B & NO
Are you the patient’s usual attending physician?
&4 8% H Medical records since (F/A/H) (YY/MM/DD)
2. JH AR HEME A 2 YES 0 & No
Was the patient referred by another physician?
7 B AL A A A

3. WARBRXERNEICKZ HEA
Date of first consultation for this illness

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

A EHIORZHREUREER H
Symptoms presented and date of onset during the first
consultation

%8 Symptoms

REHELHHE Symptoms Onset Date

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

5. BEER
Diagnosis of conditions

6. 2ETHH
Date of diagnosis

(4/8/H) (YY/MM/DD)

7. RIS AIA ROR R ET?
When was the patient informed of the diagnosis?

HHH Date

(&1 A/8) (YY/MM/DD)

B4 Name of physician

8. WAYEEAHEEER? OO0 2 YES, FHiEftsFl Please provide details O & NO

om o WEERER 2l e
Date Name of Physician/Hospital Diagnosis Treatment Details

9. HARE R B AR Z e (g b O 2 YES, 552 MLEEH Please provide details O & No
FLBmATE e ?

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

10. FEHRILIBRRIIPTA R S8k RO BREGT - HHA BB 2 TaEETE
Please provide all the consultation history and details of Date Name of Physician/Hospital Diagnosis Treatment Details
this illness.
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11. SRR

Please provide the details of this illness:

(HROLFTA 2 E b AL )

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

(a) m#EHIH (a) (4£/HIH) (YY/MM/DD)
Date of Attack

(b) A HRIA AR R ? ()T 2 YES, #Hf2HE¥ Please provide details O 4 NO
Was there a history of typical chest pain?

() L EEHER GRS RS ORI () B 2 YES, (k¥ Please provide details C & NO
Z{L? L FEELHISE F 5] ECG Date (4/A/H) (YY/MM/DD)
Were there any new characteristic ECG changes s . ]
indicating a recent acute myocardial infarction at the #{La¥lE Details of ECG Change:
time of the relevant cardiac incident?

d) LEEEERY S E A SIS (d) [0 F YES, :#H#2fitzF% Please provide details f & NO
Was there elevation of cardiac enzymes or troponin? &R EIHH Test Date Test Item 455 Result

(&) BESIBUL RN AEE? ©[0) 2 YES, 55H2{tE Please provide details 0 % NO
Was there death of a portion of heart muscle fir& Location
resulted? .

J& A Underlying Cause:
12. P ZETRERITRES R G, - H#5 FI#] Test Date HERTE H Test Item 455 Result

13. W NG AY 2 HE B8
Has the patient ever had the medical illness(es) or the
habit(s) as listed on the right column?

aon
o

ooooooooooo s
< Z
m
1)

SEEEEEE SR AEEE Please tick where it is appropriate and give details
MR Cardiac problem
[EITEE Hypertension
E=ilnHs Hyperlipidaemia
HEFR Diabetes mellitus
ZBIRTF3R Hepatitis B
NGRS R HIV infection
B2 F4fr Previous operation
Y FH%EY) Drug addiction
U EE1E Smoking habit
BT Drinking habit
Higie ~ 8K MgE Other major, chronic or congenital illness

#¥1% Details:
28 H A B 58 4= 44 % Diagnosis date and name of physician

I 2 375 Current condition of the above medical history
I 52428518 Fully recovered C ;4 On Treatment

RSB8P 1E S Smoking/ Drinking habit since FIHIH(YY/MM/DD)

A NGEIEIE o Rt AFHR2E » HEA AFTAIFTE » DL EIESR & TS 908 ERE -
| 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 (BRE)
Name of Attending Physician/Specialist (with qualifications)

Hihk
Address

TRIERBEAEFEL (BH)
Signature of Attending Physician/Specialist (with chop)

HH
Date
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