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1. What was the extent of the Pulmonary Hypertension.
1.1 Was there dyspnea and fatigue?: ( )Yes ( )No
1.2 Was there increase left atrail pressure of at least 20 units or more?: ( )Yes ( ) No
1.3 Was there pulmonary resistance of at least 3 units above normal?: ( )Yes ( )No
1.4 Was there pulmonary artery pressure of at least 40 mmHg?: ( ) Yes ( )No
1.5 Was pulmonary wedge pressure of atleast6 mmHg?: ( )Yes ( )No
1.6 Was there right ventricular end-diastolic pressure of at least 8 mmHg?: ( )Yes ( )No
1.7 Were there right ventricular hypertrophy, dilatation and sign of right heart failure and decompensation?: ( )Yes ( )No

1.8 What was the patient functional class according to New York Heart Association of cardiac impairment?:

2. In your medical poinion, what was the cause of the pulmonary arterial hypertension?:

3. Investigation/Laboratory report
3.1 Was the HIV test performed?:

( )No ( )Yes If'Yes" please give result (DD/MM/YY)

3.2 Please enclose copies of all reports that are available:
L HIVtest [] X-rays [ Lung scan 0 Pulmonary function studies U] Echocardiograms/Ultrasound

[ Resting ECGs [] Any relevant laboratory evidence 0 Any relevant hospital reports D Cardiac Catheterization

4. Please state if the insured has suffered/been treated for any other illness(es)/complaints other than the Critical lliness.

5. Ifthere any further information which in your opinion will assist us in assessing this claim, please furnish such information below.

To be completed by Attending Physician

| hereby certify that | have personally examined and treated the insured in connection to the above disability and that the facts are in my opinion as

given above.
Name of Doctor Signature
Qualification Specialty Thailand's Medical registration
Name of Hospital/Official Stamp Telephone No Date

P
Y

> = e o o o a o o = PN s ol = o =
ARAIINTIL fmﬂluﬂqiﬂﬁ‘xﬂﬂﬂﬂqﬂ’]uqmqLLW‘V]EI NANFUsRsTalandn seuLduTA Tmaﬂixma‘wuwxmmmw@ﬂmmmmu m@ﬂimwuguumzmmwmmmdﬂmﬁ

. _ Y .
AsszaaanguNneen gy GefesszananeRianlidiu 2 Tivediliiu 4,000 uw wisevsamialiy uasEnvisdnsassn e dulmmaunulunisuneanianniis

170/74-83 aansTaidiaunianes 1 ouuitanien wisnandms waRaedae ima. 10110 dnvinewlun) Tnedwid 0 2207 8888 dna@uluu 0 2261 7722 CL_D146




