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China Pacific Life Insurance (H.K.) Co. Ltd.

China Pacific Insurance

fE¥ERT % Critical lliness Questionnaire - [ R S{E Heart Attack

EE ORI B A TR (B F &8 A\ 2 () To be completed by Registered Cardiologist (at claimant's expenses)

R A4 Name of Patient B8 | #1855k 1D Card / Passport No. @ Age MR Sex
1 a) SEHEALLU 278 HH Please provide the following consultation dates :
i AR E TR H BRI 2 I E Rk LB AR BRI AR T (A0 B R SR e2 2 H A
Patient’s first consultation date can trace back to First consultation date for Heart Attack related conditions to you
(E DD/H MM/4E YY) (FI DD/ MMI£E YY)
b) R AFEEZCKE EAURER I Ra R R EUR A1 ? What were the signs and symptoms of the patient at first consultation for the above illness?
c)  fREBEAFTIL - HRANRR B RORENMAE B ) HEE? According to the patient, when did the signs and symptoms first present?
(El DD/H MM/4E YY)
d) HREETER  GEAERACEFIILFIESZ? In your opinion, how long has the patient suffered from this illness?
e)  ETRMtEiILRE S EEITAURER K ERTE kR S aVEIA - Please provide details of tests / investigations done for this illness and enclose a copy
of the reports to us.
H#H Date (H DD/H MM/4E YY) f@ls Tests / Investigations 4EH Result
f) &2 Final Diagnosis: 287 H 8 Diagnosis Date:
(F1 DD/H MMIZE YY)
)} TUESSE A 4 B AT AT K FLERPR RIS - Please provide full details of the diagnosis and its clinical basis.
h) A RSB/ B, TR~ ? Was the patient referred to you by other doctor/ hospital?
1 7% No O 2 SR
Yes, please provide details:
i) Rl o A )\?Efﬂéﬂ%é{{’ Did you refer the patient to any specialist for further management?
1 7 No O 2 SRy
Yes, please provide details:
) EEURIURENBEA B ? What was the underlying cause of this illness?
k) rkﬂﬁ%ﬁ“jﬂimﬁﬁT SRR _FIRRERYE R ? Would the patient’s family history increase the risk of suffering from this illness?
d % No » SR BLEEL
Yes, please provide details:
2 a) B AT H HARIR SR ? 40178 sSEHR S5 H H B 28E5Y - Was there any history of typical chest pain? If so, please give the onset date and type
of chest pain.
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b) EHAHEIEOLOEREEL - BA =M ILEZE? Were there any new ECG changes indicating acute myocardial infarction?
O % No U 2 R
Yes, please provide details:

C)  EEALEREZECK-MBAEEN T ek 0 i1 (5 T(Troponin T) #%]1.0ng/mILL_F5%.0:H1E5%E (1(Troponin 1)E%]0.5ng/mlLL_E? Were there
any elevation of cardiac enzymes CK-MB or troponin T > 1.0ng/ml or troponin | > 0.5ng/ml|?
O 7 No U 2 SFRiteess
Yes, please provide details:

3 a) HAMEEILENAFERL? Has the patient been hospitalized due to this illness?
J % No 2 SR s b el 3

Yes, please provide hospital name & confinement period

b)  wEES i  FHTHEIRIMEIEE44E4 - Surgery performed with dates and surgeon’s name.

c) SHUAFE LS TR AT AR ~ s K455 - Summary of medical treatment given, tests performed and results.

d) SEPRMIRIS R AR AT BIEES - FIUDEREERY » J7k » SERFIIFELSE - Please provide details of current and future planned treatment, e.g.
type, method, frequency and duration of treatment, etc.

e) w ANRITEIR [E M EEE? What is the prognosis of the patient?

4 PBETHA  BWAYEELTREESRT? 405 » BRI ERIEER - According to your knowledge, does the patient ever have any habit or
medical conditions as listed below? If yes, please circle the appropriate and provide details.

Ik J Smoking /  : FHEEvEl S Abuse of Drugs or Alcohol /' B ¥448{5 Self-inflicted Injury / %224} F-fi; Previous Operation /
B RS TR S A B s 1B = 3 A B AIDS or HIV Related lliness /55 K420 Congenital Condition  /
B {H B Hereditary Condition / £Hj% & Chronic Disease / £H{5%& Long Term Disabilities /  LL_%53E None of the above.

#F|% Detalls :

5 Hfthff: Other remarks:

%% (%) Signature (with chop) B4 (E+%) Name of Doctor (with qualifications)
2 /% ke E L Clinic / Hospital's Phone No. HHH Date (H DD/H MM/4E YY)
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