
本人謹此代表本人/受保人授權任何僱主、註冊西醫、醫院、診所、保險公司、銀行、政府機構、或其他機構、組織或人士、凡知道或持有任何有關本人/受保人之記錄者，
詳情或醫療資料，及/或曾診驗或可能將會診驗本人/受保人者，均可將該等資料提供給保泰人壽保險有限公司。此授權對本人之繼承人及受讓人具有約束力；即使死亡或
無行為能力時，此授權仍具效力。本授權書的影印本與正本均有同等效力。
I HEREBY AUTHORIZE on behalf of myself/the insured  any employer, registered practitioner, hospital, clinic, insurance company, bank, government institution, 

or other organization, institution or person, that has any records , knowledge or medical information of me/the insured and who has attended or may 

hereafter attend myself/the insured to disclose such information to Bowtie Life Insurance Company Limited. This authorization shall bind my successors and 

assignees and remains valid notwithstanding death or incapacity.  A photocopy of this authorization shall be as valid as the original.

危疾索償申請表格 — 中風   
Critical Illness Claim Form — Stroke
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2. 病人因此疾病的首次求診日期
Date of first consultation for this illness 

3. 此疾病的主要病徵
Chief complaints / symptoms of this illness

4. 於首次求診日期前病徵的出現日期
Date of symptom first appeared prior to the first consultation 

Part 2. 疾病詳情 (由主診醫生填寫) Illness details (To be completed by attending physician)
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7. 病人何時被告知有關疾病的診斷?
When was the patient informed of the diagnosis?

醫生姓名 Name of physician 

8. 病人曾否患有相關疾病?
Has the patient previously su�ered from related condition of 
this illness?

10. 請提供此疾病的所有求診記錄及治療詳情。
Please provide all the consultation history and details of this illness.

9. 病人是否因任何家族病史或其他因素促使增加患上此疾病的機會? 
Is there any patient’s family history or any precipitating 
factors which would have increased the risk of this illness? 

診斷
Diagnosis 

日期
Date 

治療詳情

診斷
Diagnosis 

日期
Date 

治療詳情

11. 中風事故的因由
Exact cause of the incident 

腦組織梗塞                                                                                                                      
Infarction of brain tissue                 

腦出血                                                                                                 
Haemorrhage                         

由顱以外原因引致血栓塞                                                                                                                  
Embolism from an extra-cranial source                                                    

其他，請註明                                                                                                                  
Others, please specify 
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12.  腦部症狀是否因下列引致? 
       Is the cerebral symptom due to the following?

(c)  對眼或視神經或前庭系統功能造成影響的血管疾病
       Vascular disease a�ecting the eye or optic nerve or 
       vestibular functions

(a)  短暫性腦缺血
       Transient Ischaemic Attacks

(a)  神經功能性障礙的詳情及對病人的影響
       Details of neurological functional impairment and its
       impact on patient

(a)

(b)  此神經功能性障礙由病發起持續了多久?
       How long has the neurological functional impairment 
       lasted from the date of onset?

(b) 

(b)  因偏頭痛引致的腦部症狀
        Cerebral symptoms due to migraine

(a) 
       

(b) 
       

(c) 
       

(c) 
       

(d) 

       

是，請說明詳情及檢驗報告                                                                                                                       
Yes, Please provide details and laboratory report                                       

                     

16. 如病人由其他醫生轉介，請提供轉介醫生的姓名和地址
If the patient was referred by another doctor, please provide 
the referring doctor’s name and address

13. 有否進行電腦掃描或磁力共振以確定此病?
Has any imaging investigation or laboratory examination 
done e.g. CT brain or MRI? 

14.  有否引起任何神經功能性障礙? 
Is there any neurological functional impairment resulted? 

否                       
No

15.  所有診斷檢驗的詳情及結果。  (請提供所有檢查報告) 
Details of all diagnostic tests performed and the result. 
(Please enclose copies of all examination reports.)

檢驗項目                                                    
Examination Item                 

結果                                                    
Result                  

檢查日期    
Examination date            

(c)  此神經功能性障礙是否永久性及不可復原?
       Are the neurological functional impairment permanent and irreversible?

(d)  是否由腦神經專科醫生確診?
       Is it confirmed by a neurologist?

腦神經專科醫生姓名 
Name of the neurologist 
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On treatment              

Smoking habit              

17.  病人過往有否下列的病歷/習慣?

人類免疫力缺乏病毒感染                                                                                                                  
HIV infection                

其他嚴重、慢性或先天性疾病                                                                                                                
Other major, chronic or congenital illness                
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