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Certificate No. Name of Patient (Person Covered)

The above name is covered with GREAT EASTERN TAKAFUL BERHAD against the happening of certain contingent events associated

with his / her health. A claim has been submitted within the coverage of a Critical lliness benefit and to enable us to assess the claim,
kindly complete this confidential report.

(For any medical report fee incurred in completing this form, it will be borne by claimant)

1 Declaration to be completed by Attending Physician/ Specialist

| hereby certify that :
[] 1 am the patient's attending doctor, and | have personally examined and treated the patient for the illnesses and injuries sustained; OR

[] This medical report has been prepared on behalf of the treating doctor based on medical records.

Name:

Signature and Official Stamp

2 Medical History

(i) Has the Person Covered previously suffered from or detected to have hypertension, diabetes, angina, hyperlipidaemia, cardiovascular
disease, transient ischaemic attack, neurological disorders, renal disease, hepatitis B or C, autoimmune disorder or any other significant

illnesses? [] Yes I No If "Yes", please provide the following:

Medical Condition | Date of Diagnosis Medication/Treatment Name of Treating Doctor Name & Address of Clinic / Hospital

3 Diagnosis

(i) Please describe the full and exact diagnosis

(i) Date when the illness was FIRST diagnosed | | | /| | | /| | | | |(DD/MM/YYYY)

(iii) aD‘ige:‘gvgftr;gﬁlrsg;Covered FIRST became | | |/| | |/| | | | |(DD/MM/YYYY)
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(iv) What is the underlying cause of the illness as
per diagnosis above?

(v) Date when the underlying cause in (iv) was | | |/| | |/| | | | |(DD/MM/YYYY)
FIRST diagnosed?

(vi) Was the diagnosis established through ] Yes [ No
investigation?

If "Yes", please complete table below

Investigations/ Tests Date and Time Investigations/ Tests Result (Units) Normal Range (Units)
ECG

ECHO/ Other

Chest X-Ray

Cardiac catheterization

Cardiac Marker (CK) Units Units
Cardiac Marker (CPK-MB) Units Units
Cardiac Marker (Troponin T) Units Units
Cardiac Marker (Troponin I) Units Units

(vii) Please state the symptoms presented during the date of FIRST consultation
(Please indicate what had prompted the Person Covered to see you).

Symptoms Date symptoms first started | Based on your professional opinion, what is the duration of symptoms
(dd/mm/yyyy) presented prior to first consultation?

What is the source of this information?

[] Patient

[] Referring doctor / hospital. Please state:

Hospital Address Name of Consultant Date of Consultation

[] Others, please specify:

Heart Attack/ Myocardial Infarcion (MI)

(i) Was there a history of chest pain? [] Yes [1No

(i) 1f“Yes”, please state the date. | | |/| | |/| | | | |
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(ili) Was there any changes in ECG DURING the
chest pain?

[1Yes ] No

If "Yes", please complete table below

[] ST elevation or depression [] Others, please specify
[] T wave inversion

[] Pathological Q waves

[] Left bundle branch block

Cardiomyopathy - of specified severity

i)

Is there any Cardiomyopathy/cardiac muscle

impairment at present (at the same time of [1Yes I No
completion of this report)
(i) Please state the severity of cardiac [] Class 4:
impairment based on New York Heart
Association (NYHA) classification? |:| Class 3:
[] Class 2:
[] Class 1:
(iii) Please provide the details of current physical
activity limitation
(iv) Is the cardiac impairment likely to be
permanent? [ ves [ No
(v) Is there evidence of ventricular dysfunction? | [] Yes I No
(vi) If “Yes”, please provide the ejection fraction
reading:
(vii) Date Echocardiogram performed: | | | / | | | / | | | | | (DD/MM/YYYY)
(viii) Is the condition of Cardiomyopathy directly |:| Yes |:| No

related to alcohol or drug abuse?

If "Yes", please provide the details.

Serious Coronary Artery Disease

(i) Was coronary angiogram performed? [] Yes I No
(ii) gé?%iagjte the date of the procedure | | | / | | | / | | | | | (DD/MM/YYYY) am./pm.

(i)

Please indicate the percentage of stenosis (%) for each involved artery as proven by angiogram/ angiographic evidence.

Stenosis

Major Coronary Artery v
es

Percentage (%) of stenosis
No

Left Main Coronary

Left Anterior Descending Artery (LAD)

Left Circumflex Artery

Right Coronary Artery (RCA)

If other than above, please specify in details:
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Coronary Artery Bypass Surgery

(i)

Date and time of surgery

L /L7 [ ] oommvvvy am./pm,

(ii)

Procedure(s) performed

[[] Open-Chest Surgery (E.g. Thoracotomy, Sternotomy)
[] Angioplasty

[] Intra-arterial or catheter based techniques

[] Keyhole procedure

[] Laser procedure

[[] Others, please specify

Angioplasty and Other Invasive Treatments for Coronary Artery Disease

i)

Date and time of procedure was performed

I A A I I A e am./pm

(ii)

Procedure(s) performed

[] Coronary Artery Balloon Angioplasty  [_] Intra-arterial investigative procedures
[] Angioplasty and stent [] Others, please specific
[] Artherectomy

[] Laser treatment

Primary Pulmonary Arterial Hypertension - of

Specified severity

Cause of pulmonary hypertension

(i) Is there any evidence of right ventricular
failure? [ ves [1No
(iii) Please state the severity of cardiac
impairment based on New York Heart [ Class 4 [ Class 2
Association (NYHA) classification? [] Class 3 [] Class 1
(iv) Please provide the details of current physical
activity limitation
(v) Is the cardiac impairment likely to be
permanent? [ ves [1No
Heart Valve Surgery
() Date and time of surgery | | | / | | | / | | | | | (DD/MM/YYYY) am./p.m.
(i) Was open heart surgery performed? [1Yes ] No
(iii) The procedure done was [] valvotomy/ Valvuloplasty ] Repair via Intra-arterial procedure
[] valve repair [] Repair via key-hole surgery
[] valve replacement [] Others, please specify
Surgery to Aorta
() Date and time of surgery | | | / | | | / | | | | | (DD/MM/YYYY) am./p.m.
(i) For Surgery to aorta, the approach was via: [] Thoracotomy [] Intra-arterial procedure [] Key-hole procedure
[] Laparotomy [] Catheter based techniques [ ] Laser procedure

[[] Others, please specify

Page4of5 6959413816 |



(iii)

The surgery was performed for:

] Aneurysm [] Others, please specify
[] Dissection
[] Obstruction

(iv)

The surgery was performed at:

[] Thoracic aorta
[] Abdominal aorta

[] Aortic branches

Severe Eisenmenger’s Syndrome

(i)

Was the reversed or bidirectional shunt

caused by a result of pulmonary [1Yes ] No
hypertension caused by a heart disorder?
(i) Please state the severity of cardiac
impairment based on New York Heart [ Class 4 [ Class 2
Association (NYHA) classification? [] Class 3 [] Class 1
(iii) Please provide the details of current physical
activity limitation
(iv) Did the condition result in permanent [] Yes ] No

physical impairment?

Describe symptoms experienced at rest or
with minimal activity

Note:

Please enclose copies of all reports that are available with you (including Echocardiogram, Electrocardiogram, Coronary Angiogram
reports, Blood and Laboratory test results-CKMB, Troponin T and any relevants reports). If not submitted, company reserves the right to
defe

r for further verification.

Declaration to be completed by Attending Physician/ Specialist

I, the undersigned, certify that | confirmed all statements made and answers given are true and to the best of my knowledge and belief.

Name:

Address:

Signature and Official Stamp

pate: | | [/[ T 1/ 1 ] ] |womwyyyy
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