AlA International Limited

& (Incorporated in Bermuda with limited liability)
4 I P CANCER GENOMICS TEST
SUPPLEMENTARY FORM

FEEAE R B R A

TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SURGEON AT THE CLAIMANT’S OWN EXPENSES
FEABEHIDELE FMBLEER

Policy No. {REE RS - Name of Patient JE AES -
[] Medical Expense Pre-Approval B&#% F7a 5t iit4% [] Medical Claim 8 EEE e S

1. Diagnosis / Provisional diagnosis 2 / BRRS 32

2. Staging / Provisional staging JEiEDHA / BREFEIED 8 ¢

3. Onset date of the symptoms / condition %% H A: ‘ Ml\‘/lﬁ ‘ ‘ DI‘D A ‘ ‘ |YY\‘(Y$| ‘

4. [ ] Please provide histopathology report(s). 1248 B FBLERIRE

5. Please provide the cancer treatment plan. 12 B ABBEIZET 2 o
[ ] surgery Fif
[ ] Radiotherapy H&Ta %

[ ] cancer Drug Therapy &4 &
] chemotherapy 1t []] Target therapy 258545 [T] immunotherapy %5545

[ ] others &t

Please specify &3t 88

[ ] Please provide Clinical Practice Guideline used in this case. &i2HtiHBEIRAAREIEE o

6. For drug therapy, please specify JNERFAZEYSEHE - FBiR M
a) Drug(s) / dosage / route of administration / frequency and duration / number of cycle

BYEB/BE AL EDREREER BHRE

Drug Cost Cost per treatment (by doctor)
EYEBR BRARER (RBEWE )

] Clinic — Outpatient Care EEPFS% [ Hospital — Day Care / Outpatient 226z B33 / P92 [ | Inpatient Care 138

b) Have each of these drugs been approved by any drug regulatory agencies (eg FDA, EMEA, TPD, TGA, MHLW) with specific
indications to the insured’s current condition/progress? It S # Y R S E EH R EEREE (WFDA (E(E) - EMEA (BUM)
TPD (MNEK) - TGA (RARIZE) « MHLW (BZA) WHZRAWEMN / BEREABRY -

] Yes 2 [C] No & Please specify the status of the clinical trial. 2B RIS ER o
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PolicyNumberResstas | | [ [ [ [ | | | | |

7. For radiotherapy, please specify MEAE » B4 :
Type of radiotherapy / total radiation dose / number of fractions / frequency schedule & daily dose

HEDAREE  BRSEREE Ao NRB EERREEREE

Planning fee (by doctor)
BLEERRTER

[C] Clinic — Outpatient Care HEPFI®
Hospital — Day Care / Outpatient 22Fx B RS / P92
Inpatient Care {XB%

8. Any other special test required which would assist in the implementation of the cancer therapy?
BAREHMAE WD ENRS UG B RE R RRR?
Yes B Please specify &5t :

Special Test Items
PERIFEEE

Clinical Justification

B RIE

Estimated Cost
EETEA

No.7§

Doctor’s Information 5§44 & ¥}

| / We hereby declare that the information given on this form is true to the best of my/ our knowledge and belief.

AN HFRBRLPFE LFMEENERAA | RAFFAKMEZEE -

Name of Doctor

BanE

Qualification

BEER

Address
Mk

Contact Telephone No Fax No

PR E R - EER

Signature & Official Stamp Date
BERED BE:

MMA DDH YYYYE
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