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Section 3 Attending Physician Statement (This section should be completed by the insured person’s attending
doctor during patient’s hospitalization at the insured person’s cost)

F=8iMn E2BERS (WRHABRRRAEERBEZEZEEER  MEARHARERARR)

PartI - Treatments Details BB} - B8E &

Full name of patient i A4 HKID no. F & {7505 /Passport no. FEHREEHS: Age fFlh ___ SexERI____

(a) Treatment period (DD/MM/YY) 2276 HHH (H/H/4F) From To#®

(b) Diagnosis of conditions J ;2!

(o] Investigations, treatment, therapy, surgical procedures done and result during the above mentioned treatment period itz B HARS & 852 > 1%

B AR - T E R AR

(d) Prior to this consultation, did patient first consult you for the related signs and symptoms And when was the first consultation fF&ZKz2 H#A
Al > W AESAESSGE 22T a R A R _ UL 408k 2 A0 - WA B ERS

D No & D Yes &£, the first consultation was since (DD/MM/YY) SE5—Zckz2 HERE (H/H/AE)

(e) What sign(s) and symptom(s) was/were the patient aware of at the first consultation Ji5 AfEEE—2CKE2 2 F BR MR 2

(f) Were there any external visible signs of bodily injury were revealed at the 1st consultation? {G&1E IR - ZEEALA & 7] RAHESME?

(9 Was there any evidence of external bruise, wound or abrasion was revealed at the 1st consultation? (& EEICKE2HE » ZEIRALFRIAH & 0] B2 i

15 ~ GLEEEIE ?
(h) According to the patient, for how long had such symptoms(s) persisted before the first consultation? #5% A B4l » _FHUREIE EICKZRIH RS 22
day(s) H month(s) H year(s) 4F

(i) Was the patient referred to you by another doctor for further management? 35 A2 745 FH 52— (i1 B2 AL B8/ P IR (E i — 55 S ?

D No 7 D Yes £, the name of referral doctor is % 8&4E kL2
0) Was there any hospitalization for the patient? % A B & X% ?

] No s, the patient does not require to stay at hospital for treatment 5§ AR BEEE(: B2 6%

D Yes 75, Hospitalization period from (DD/MM/YY) {3:F5% HHEA(H/H4F) 1 to £ (DD/MM/YY) (H/H4F)
(k) Did the patient have any home leave period during hospitalization period? Ji A fE(EFERARTA GE I 2

OONo & [Jves A, from (DDMMYY) e (H/F %) to % (DD/MM/YY) (EI/F4F)
) Please indicate if the medical condition and its subsequent treatment are associated with the followings: (please )?

FtE B AU R EAR A A RR S B N YIIUARY (G M)?

DCongenitaI anomalies, infertility or sterilization I:lDentaI care, general check up I:lUnder the influence of drugs or alcohol

FRMAEEFIL - A ESEEEH FERGEE - Biaed ZEEYEOE R

DRest cure, rehabilitation, convalescence or extended car l:ISeIf—inﬂicted injuries or suicidal attempt while sane or insane
K& - (B EGEATER SR EAEEL S T 2 B RAREGEE&T R

DMentaI, psychiatric problems DPregnancy conditions or any related complications I:Iiosmetic/ Plastic surgery
OHE > AE TR 2B LS [ 34 2 BVl

Part I - Declaration Z 3} - E8H
| declare that all the above information are to the best of my knowledge, is true and complete.
RANELL AR R AR TR T (S Rl R Se it et -
Name of attending doctor F2 844 Signature of attending doctor F:2884- %% Signature Date (DD/MM/YY) %% HHH (H/H/4F)

Chop of hospital / clinic B&fgiz2 e Address of hospital / clinic $§E sz F it
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Private & Confidential FA A KRB0
Hypertension / Diabetes / Raised Cholesterol Supplementary Claims Form

= B /iE hxim/ & IR E BE RS M AR

This form should be completed by the insured person’s attending doctor during insured person’s hospitalization at the insured person’s cost

IR ARZRRAEERPEBZEZBEER - MEAAHRAZRARE

PartI - Only applicable to patient diagnosed with essential hypertension / Type 2 Diabetes Mellitus / raised cholesterol
BB - B D REARKZEARE M SME/ 5 2 RA/SREEZRA

(a) Full name of patient 3 A #:44

(b) The patient is diagnosed with (please M) 55 A #iz28E G5 M)
DEssentlaI hypertension [FE& S IMEE (please also fill in Parts (II), iﬁ%g@ an, ﬂﬁ{ 7)
|:|Type 2 Diabetes Mellitus 28 —RU#EFRE (please also fill in Parts (III SHIEEE( III V) E155)
DDyinpidemia MMAEEH (please also fill in Parts (V1) , (V) 3BHE S (VI) ) E453)

(0) When was the patient first diagnosed with essential hypertension / Type 2 Diabetes Mellitus / raised cholesterol (DD/MM/YY) i A\ falB5# 1) K2 A TR
SRR/ 25— AUMEIRR/ = EEIRE (H/B/4F)

(d)  What are the medications prescribed? (please provide details including names, dosages and frequency) & J7E¥1 2178 ? GEEHs B R uitEEs »
P &A1)

(&) When was the patient’s first consultation with you? (for either related or unrelated conditions) 5 Al 55— @K ? (FERERERISCRFHBIE )

f) Please provide the name and address of the doctors and/or specialists whom this patient have seen in relation to the related conditions

SATEBLIEI A B SRV A R/ BB ey AA T R st

(9 Name of doctor, address of hospital or clinic and date of last consultation by the patient (DD/MM/YY) 375 A BHT K2 B& 42 4478 ~ B/ prithl Ko sk 2
HEA(H/B/4E)

(h)  Please provide any additional information that is relevant FEH2 AR B AH R Y EC M ot

PartII - Only applicable to the patient diagnosed with essential hypertension
ZE - UTFEM REBARKZEAREMESMEZRA

(a) What were the BP levels? (Please attach additional paper if necessary) 5% HIMEAE (AEFEZE » FHHBH4K)

Date (DD/MM/YY) HI (H/H/4F) BP ImER PRI(®

(b) What is the target therapeutic BP level for the management of essential hypertension for this patient? ih&HHE JH 55 A B 28 M = i BE AT TI0AY B A i BR
IKF?

(0 What are the other cardiovascular risk factors identified? JHft #2190 1A BEf R R 2

DDyinpidaemia MmAsEE Diabetes mellitus #EFR 7 DTobacco use I J@E
DObesity AR Other, please specify HAtl, » 5104

(d) What is the “10 years CVD risk” score for this patient? [ A" 10 F 0B EREEE " 19155

(e) Is there any complication of essential hypertension identified? If “yes”, please specify 5 &R S MBEAGFHSE ? 417 » FHrHH

HACFCNO516 6




Private & Confidential A A K {2 {4

PartIII - Only applicable to the patient diagnosed with Type 2 Diabetes Mellitus
RER - LTS RERARKZEH RS _BEERRZRA

(a) What were the blood glucose and/or HbA1c levels at the time of first consultation? (Please attach a copy of the results) Z—Z ESSHEAYIUHE K/E00E (L

AL & FKF-? R LSEREA)

(b) What were the latest blood glucose and/or HbA1c levels? (Please attach a copy of the results) i Ay MmE K /8008 B 4L 5 F 7K SE? GEH F45REI4)

(@] Are there any other diagnostic tests done? (eg OGTT) If yes, please attach a copy of the results. 757 A2l R (a0 O AR A& R <22 E)
AT EEEEREIA o

A -

(d) What is the target HbA1c level of control set for the management of Type 2 Diabetes Mellitus for this patient? Gt % ANYEE —AUERATETILAY H

M LMATE H K

(e) Are there any complications Type 2 Diabetes Mellitus identified? 5@ E$E0 55 — RUKEPRIR HFE50E 2
Macrovascular (please specify) A i (&4 EFHH)
Microvascular (please specify) f#ifnE (5 E+HH)
Others (please specify) HAth, (EFHH)

PartIV - Only applicable to the patient diagnosed with Dyslipidemia
TE - U TFEGREARBKZEHEMREEZRA

(a) What was the cholesterol (lipid) level at the time of first consultation? (Please attach a copy of the results) & —ZXfESHS VAR REIRE(fHE) /K2
(GHMT_E#r s mAS)

(b) What was the latest cholesterol (lipid) level? (Please attach a copy of the results) 3T AYRERIBE(MAS) /K G F45HEEIA)

() Whatis the clinical guideline adopted for the management of Dyslipidemia in this patient? %F] T {1 FEERIRISS | =42 HIRZIMAS B AR A 2

Cncepatein [ncep aTPiv - [] Other (Please specify) £t » sk

(d)  What are the cardiovascular risk factors identified? Eth#58 E 1.0 S R RN Z

I:l Hypertension ;T JB& Diabetes Mellitus #EFR I I:lTobacco use g ¥
D Obesity HERE Other, please specify At » &5FHA

(e) What is the “10 years CVD risk” score for this patient? [ A" 10 550 BfH JEE " 91555

Part V — Declaration
TXER - EEHR

| declare that all the above information is true and complete to the best of my knowledge and belief.

AN L AR SRR RIS A PR R PSR R R e ST - o B it -

Name of attending doctor Fz25&4:44 4 Signature of attending doctor F 284 %2 Signature Date (DD/MM/YY) ZZ HHA (H/F/E)
Chop of hospital / clinic B&Eaiz2 T EN Address of hospital / clinic B&REsiz2 ik

Zurich Insurance Company Ltd (a company incorporated in Switzerland) BRI RIEHRAS) (Rin MM ZAE)
Claims Department: 25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong I2iEE} : & EEREM 18 SHBER DN 25-26 18
HealthAngel enquiry " =&{# | Z3 : Tel EB5% : +852 2903 9382 Fax 8 E : +852 2802 6633 #BiL : www.zurich.com.hk
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