CRISIS COVER CLAIM FORM f 3B EE S Policy No. {fEE8%HE

Part Il Medical Certificate (to be completed by the Attending Physician, at claimant’s own expense) in relation to:
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Severe Rheumatoid Arthritis (Definition Before 2017)

Widespread joint destruction with major clinical deformity of 3 or more of the following joint areas: hands, wrists, elbows, spine, knees, ankles, feet. The diagnosis
must be supported by all of the following:

+ Morning stiffness

« Symmetric arthritis

- Presence of rheumatoid nodules

+ Elevated titres of rheumatoid factors

- Radiographic evidence of severe involvement

The diagnosis must be confirmed by a Registered Specialist Rheumatologist.
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Severe Rheumatoid Arthritis (Definition from 2017 onwards)

Severe Rheumatoid Arthritis where all of the following criteria are met:

a) fulfill the diagnostic criteria of Rheumatoid Arthritis Classification by the American College of Rheumatology (ACR) as confirmed by a Registered Specialist
Rheumatologist; and

b) widespread joint destruction with major clinical deformity of 3 or more of the following areas: hands, wrists, elbows, spine, knees, ankles, feet; and

c) permanent inability to perform, without assistance, two Activities of Daily Living; and

d) persistent conditions of at least six months.
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Name of Patient 5 A #:44 ID / Passport No. S{5:8 | sEHE5RHE Age & Sex 5 R

1. Are you the patient's usual physician? {R& &K B K24 ?

O Yes. Medical records dated back to & » B4 $E 0 ZE | | | | (DD/MMIYY) (H/BIHE) 0O No R&

2. When were you first consulted for his/her illness(es)? 5% A &2 RAHE B BRI AR T oRE2Ay HiE 2

| | | | (DDIMMIYY) (H/H14E) Presenting signs & symptoms were & ZE14E:

3. According to the patient, how long had he/she been experiencing these symptoms before the first consultation?

R AP YR P ATEEZORZHT - CEBEHRIREZA?

Since | | | | (DD/IMM/YY) OR For day(s) month(s) year(s)
7 (H/BAE) = EFTE H H A

4. (a) Clinical diagnosis &Kz HT

(b) When was it made? fallifE2izlE? | | | | (DD/IMM/YY) (H/BI4E)

(c) When was the patient informed of the clinical diagnosis? 7 A{r[HE 45 %e 4 &5 50 AT S8 A BE PRIFRE K2 ?

| | | | (DD/IMMIYY) (H/H/4E) by (name & address of physician) (58 4k #: 44 ke dtdl):

(d) How long, in your opinion, has the patient suffered from this illness before his/ her first consultation?
BRI TR, - o ATEREZ S — T WA AR T A7
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5. (a) Final diagnosis £{&z2HT

(b) Date of final diagnosis 4%z HHA | | | | (DD/IMMIYY) (H/R14E)

(c) Date the patient was informed of the diagnosis 55 A & HIEz 2By H 2 A

I I | | (DD/MMIYY) (H/B /%) By (name & address of physician) ph(E%4: #:42 K ihl):

RULFTA 28 SRR BRI

6. Please provide full details of the diagnosis and its clnical basis. &%

TN A B A

7. Was the patient refered to you from other physician(s)?

O Yes, & | | | | ODMM/YY) (H/E/4E) O No R

By (name & address of physician) f1(58 4 #:42 sl

TAANA T 82 M E AR RS i e ?

8. Has the patient ever been treated for the same/related conditions? %

Treatment and Investigation Results/ Hospitalization

0 Yes, please provide details : 75 » &5sfil ONo45H
Consultation Date (DD/MM/YY) Physician/ Hospital Diagnosis
ez HiA HIR 14 B4 BEi et il

EMERRSIE AR EEERY (EBeEs

9. Is there any patient’s family history which would increase the risk of the above final diagnosis? J

AT A A LT BEAE SRR S s I _E e e 2 By e ?

O Yes, please provide details : & - Esfil: O No J&H
10. Does the patient smoke cigarette? 5 A\ & &HRELE?

O Yes, has been smoking since 5 * | | | | (DD/IMMIYY) (HI B 14E) BRia: &

O Ex-smoker, started on Fijl{&E# - BHLEH | | | | (DD/IMMIYY) (HIHI4E),

ceased on 2| | | | (DD/IMM/YY) (H/BI4E) £ 11

11. All consultations, specialists and hospitals to which your patient has been referred to or attended for this illness
5 NERIIEIT G 252852081 - SOy MEIFTA SR (ER R ER) fIgke 4

Treatment and Investigation Results/ Hospitalization

Consultation Date (DD/MM/YY) Physician/ Hospital Diagnosis
B2 HHA H/FIE B4 Bhr et 2

(ERIE2IE R EGERY (Ehistis

12. If the final diagnosis is Rheumatoid Arthritis, what is the severity level (Mild, intermediate, severe or others)?
B RERURRAET R - B HREEE Y - T REEEA) -

13. Did the patient possess any of the followings? Please provide the specific report of the elevated titres and radiographic evidnce.

WAE BN 2 W0 - ST BRI E R K SR s A RS

(@) Morning stiffness & 2 &g O Yes, please provide details : 7 » s&sfil:
(b) Symmetric arthritis ¥ M: FHER R 3 Yes, please provide details : 7 » ghafil:
(c) Presence of rheumatoid nodules &2 4/ \NEREFR 0 Yes, please provide details : 7 » sFsfl:
(d) Elevated titres of rheumatoid factors #JE RN T € & _FTT 3 Yes, please provide details : 7 » hafl:
(e) Radiographic evidence of severe involvement i 5t I8HHE5 & 715 B 2O Yes, please provide details : 7 » Eafl:

O No 344
O No }4H
ONo 4%
ONo&H

ONo &H
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14. Does the patient have clinical deformity of the following joint areas? If yes, please describe the severity of the condition of each involved joint.

WAL TR EERETA SERREIY 2 405 - S5 S BRI -

(a) Hands O Yes, please provide details : 7 » sEafal: ONo J8FH
(b) V%:—Vrists O Yes, please provide details : 7 » sEsfil: ONo 8H
(c) égfws O Yes, please provide details : 7 » szl ONogH
(d) jpﬁze 0 Yes, please provide details : 75 » il O No&H
(e) ﬁfes O Yes, please provide details : 7 » Eful: ONo 8H
f) fikles O Yes, please provide details : 7 » sEful: ONo }j8H
(9) Iiﬁi 0 Yes, please provide details : 75 » il O No&H
&

15. Does the patient have permanent inability to perform, without assistance, two Activities of Daily Living (e.g. dressing, bathing, toileting...etc)?
RN E I T » Bk AR E M TINIE H HEIEEITAE ) (R ~ Ho% ~ AT 5%)?

O Yes, please provide details : /& » sFsfi:

Inability of which two Activities of Daily Living? JeEHASRATE H & EEIRIYEE J1?

O No &

16. Does the patient have persistent conditions at least six months? 5% A fdk 27 Es R/ D75 EH 2
O Yes &

Duration #4805 (From g To #: )

O No &

17. What tests were performed to confirm the diagnosis? (Please enclose copies of all laboratory reports and relevant medical reports that are available)

B EREREEREN T REMUE L2 ET? GER i Riake KB R EI4)

Test Date (DD/MM/YY) Test Item Diagnosis/ Result
EREE HIAME TeEgE E 2l ER

18. What is the prognosis of the patient? J5 A FR S FE KR

19. Other additional information for the current diagnosis HAth 75 B 2245 5 > 585 N&E R}

Name of Attending Physician Qualification
ZRAME HELE

Hospital Name (if applicable) Telephone No.

B A (A ) BEEIR

Address

gl

Signature & Hospital/ Physician’s Chop Date (DD/MM/YY)

B B4 FE R EH HEA (B/H145)
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