Il Manulife

dAdansgiapudsivsvunin umiv:sdeanugsgs
Benign Brain Tumor /Major Head Trauma

n. fansgislivaigaiifi Patient Information
uneyAtif Patient's Name ...

tueHgasmman ID/Passport no ...

2. AnNAmUHANAIIUAIHALGA Patient's Medical Records

- syvumamuuiigsismifiimeiunuasSniwnatinudinngg y §8amsiFannagm

Please state date of consultation and period the Hospital/Clinic’s record

s Sex OJ {yss Male O ¥J Female musAge...........
e gRIUT OCCUPAtioN L.

HIGUUWIEIS AQUIESS .ot ettt et ettt

ITWALANIURIFINS] (Ha[UitnGSanauaissgs)
Attending Physician’s Statement (Critical lllness)

= ° T —— —
muuligsiapunuiigagmw | S§SHAISMIRMIUNUUGH
Date of Last Consultation nsinu2iiici Number of

2 consultations during the
(5/i2/g) dd/mm/yyyy) Shove pariod

MEUUTIESDARIuNUAIEYR
Date of First Consultation
(t5/t2/g) dd/mm/yyyy)

nn:ugiing] U §Sn SUYNING
fimsiunue (e1Ismuuiigs) Name
of hospital/clinic and Reasons
for consultations (with dates)

2-  iAgAMUGUNAUSTIURYALRTEIYS ?
Are you the patient’s usual medical doctor?
i) 10" fus” mnfiinouam ?
If “Yes”, since when?

i) 15 “Bstus” yumUn SN WEH SUGUMN AUsTIURIHALR
If “No”, please provide name and address of the patient’s regular doctor

3- ingnudgimsiaumseiynyis ?

Was the patient referred to you?

10" tus” syugiugas

If “Yes”, please provide:

i) MUUliESUMSBANNMU
Date referred

i) wastHugatdpimsumssanmu
Reason the patient was referred

i) tuneSuMa W S{AINS AN ST WUMSBANNM
Name and address of doctor recommending the referral

iv) 1§ §stus” ingntiimsuafimsiunuaiisiv§ingg y §8nivaignunngeiys ?
If “No”, how did the patient come to consult at your hospital/clinic?

4- iaynmsumsyatdisiuguihaigghis)ats ?
Have you referred the patient to any other doctor?

(3 tvs Yes [ §stus No

[ tws Yes [ §stus No

(tg/ie/gl dd/mm/yyyy)

(tg/Ae/gi dd/mm/yyyy)

(3 tus Yes [ Ssius No
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i) MUUTIGSUIMSBANNTL ST USSP AU

Date referred (tg/ie/mi dd/mm/yyyy)

i) wasidugatdgimsumssanmeu
Reason the patient was referred

iii) 1N 8N W SIVRIUFUMNATH UFiUIMSBANNTMUUS
Name and address of doctor referred to

5-  iagnuAmsydsmumsansmaemnaies [WIRUEAIEY yniamyw (as §Aa anduunia [ w1s Yes (I 8swis No
flinnnige Hisasvigy ulubunns ubugm tfig:miunny mifly)
WS M8 syuFuEaAs
Does the patient have or ever have had any significant health conditions, medical history or
any illness (e.g. cyst, malignant tumor, hepatitis, diabetes, hypertension, hyperlipidemia, anemia, etc.)
If “Yes”, please provide:

fiamsugasfimangm miginaISfwiagman MUUTESIFINAISHW MINNTY
Details of symptoms Exact diagnosis Date diagnosed Treatment

6-  UNSUHMWRNSIUREGUMatEugAtimsigme nymmmLmUﬁnsmmummsmhnhﬁmm (@) eaic
Name and address of doctor whom the patient consulted for the condition(s) stated in Question (5) above

7-  ayugRAImUsIAsR aminnm G
Please provide documentation regarding treatment above

8- wumugatifisytiuayatlsiastSnmimnmifiysSuugyjgusin iwnaismitn Ggsminaghywiy Suuanfinvmsis: ¢
(GsEimsuinmauEUnb). Please give details of the patient’s habits in relation to past and present smoking, including the
duration of smoking habits, number of cigarettes smoked per day and source of this information: (Not applicable for child)

Ggsgitsmitingi Ggsiluguywig wanfams
No. of years of smoking No. of sticks per day Source of information

9- wumUganlisytiuRgAtisAshSamiunnssinuimanismiunia)aguih modamo Sawanfismsise
(GseimsuinmauEUaLl). Please give details of the patient’s habits in relation to alcohol consumption, including the amount of
the alcohol consumption, frequency and the source of this information. (Not applicable for child)

WiASHIIR uignngamigdmas mnfams hywami g te1w4) | waniaes
Type of alcohol Quantity per Consumption Frequency (per week / month, etc) Source of information

wisw§aiil #97ansgiapwdsivssunia Details of lliness - Benign Brain Tumor

&
(1]
- gugaifamsuganfiansmoiiansgiapudsivsuimias
Please provide details of Benign Brain Tumor condition:
) meuuligsPapiununty e

Date of First Consultation (igAe/gi dd/mm/yyyy)
i) fdowmsugatsnamgmidumsumaigiinuimsiunuiitygh Samuuiigsina umsinis:eIviFuiyh
Details of symptom(s) presented during the First consultation, and date these symptoms First started
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i) iRgmyuinaisnangm ?
What is the underlying cause(s) of the symptoms?

V) IRgmmIEnaiSwiaimadivyaniansmniss ?
What was your exact diagnosis of this condition?

et ICD-10 (15!8) ICD-10 Code (if @appliCable): .. .. oo oo oo

v) meouuiigsismifinaidfwiyh RSO AU A
Date of First Diagnosis (igAe/gi dd/mmiyyyy)
vi) mouligstignuimsinmyssiind y ansmn U AU ST
Date the patient first became aware of the illness/condition (igAe/mi dd/mmiyyyy)

1-  wugaimuuiigs ShidmsugaismifjunyattumsHSiguUmMIFnais§w (MUMmywsigNUGacERisIMWmidNiaaMANg
Sumui§inAiSGw) Please provide dates and details of investigation performed for the diagnosis (attach a copy of all relevant test
reports which confirmed the diagnosis).

Sa o o,

2- RN WRNSIURUEUMatE ui§inaAIR§wyakAtyh
Name and address of the doctor who First diagnosed the patient with this condition

3- idgansuamugjmsmiAsisinisaugns intracranial fidiyis ? [ w18 Yes [J 8sws No
Has the tumor caused an increase in the intracranial pressure?
wisif "ms" yvgifsmsuganfiansmnansatnamuiia ymigeaaufigiuans
If “Yes”, please provide details of the life-threatening condition and/or neurological deficits suffered.

4-  mvijwRuewimusiAshisiSuifidansgiapudsivssumia
Please answer the following questions with regard to the Benign Brain tumor.

WSS "e18" GIM A ANIMMYWABUIALNWYISAMBAISFEmuma MRI, CT yuigais Aijum nigjis)atiumoig)sasams
If “Yes” to any question, please elaborate with supporting evidence such as MRI, CT, or other reliable imaging techniques.

i) ianansatnREsmuiiais ? [ ws Yes (J Gsmis No
s it life threatening?

i) inuamugjgeaIngiAnuiniyis ? (3 w18 Yes (J 8sws No
Has it caused damage to the brain?

i) inn{gimsimatiwyisi ? [ s Yes (J Gswmis No

Has it been surgically removed?
16" !18” [yBUNMAS

If “Yes”, please state:

a- (uinsismiizmas

Type of Surgery:
b- meauligsismisma U U SO
Date of Surgery (ig/ie/gi dd/mm/yyyy )
c- IR ANG{gImSwAlEMSitpul yihwiga ? (3 singah Totally Removed [ unwiga Partially removed

Has tumor been totally or partially removed?
d- dawmsuganiivgsnuimagans
Details of Biopsy result
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iv) WASIBEANGESMGANMTS IRNUAM SIS SG AU SUANSUIS ? [ w1s Yes (J 8swis No
If the tumor is inoperable, has it caused any neurological deficits?
18" wms” ywurmas If “Yes”, please state:

a) favsufamngsignwisiufigiuansmssguimgs:
Details of the neurological deficits suffered:

b) WEmagsignwiswligwansmsugan:mnbijgdis ? [ tus Yes (I 8stus No
Are the neurological deficits permanent?
5- iansmuyAnAmian Ssuhina madsppaisauiunmns ynanamny ? [ tus Yes (I 8stus No
Is the patient’s condition a cyst, a granuloma, vascular malformation of the brain or hematomas?
10" fus” sysurmAluIns
If “Yes”, please state the type.
6- 1ﬁ$ﬁn\'3mﬁ'5§ﬁﬁ§m$gmﬁmm Pituitary gghgsﬁhgh uhijghuigumesiuhivsyis? [ tus Yes (I 8stus No
10" fus” sysurmAlUIns

-Elo
=421

Is the patient’s tumor of the pituitary or spinal cord or Acoustic Nerve? If “Yes”, please state the type.

w. hawnsw8ani Ai:sIsanuEsEs Details of lliness - Major Head Trauma

1- wugiamsugasfansmnmit:sisapugsys ¢
Please provide details of Major Head Trauma condition:
i) meouligsiiapiununitys e

L

Date of First Consultation (ig/ie/gl dd/mm/yyyy)

i) ndmsiAaisinaumidumsuNmaRisinuimunu iyl SamuuligsinaummsinismIvIEsayYR
Details of symptom(s) presented during the First consultation, and date these symptoms First started

i) Wagmyingisinangm ?
What is the underlying cause(s) of the symptoms?

iv) ingmmiFinaS§wiaimariufiganiansmniss ?
What was your exact diagnosis of this condition?

et ICD-10 (18w8) ICD-10 Code (if applicable): .. ...

v) meuuiigsismiaginaidfuwiyh ST AU AU
Date of First Diagnosis (ig/e/mi dd/mmiyyyy)
vi) mouligstagntiimsinmyshiind yapsmn i
Date the patient first became aware of the illness/condition (igAe/mi dd/mmiyyyy)

2- yugumuuligs SufidvmsufaismidungatiumsHsigupimi§inaidfw (UmywgisnUsasyhisimwmidniaggmnds
SumuiinaiS§w) Please provide dates and details of investigation performed for the diagnosis (attach a copy of all relevant test
reports which confirmed the diagnosis).

3- inansmnissuMBALImIgIAY ? [ tus Yes [ §stus No
Was the condition a result of an Accident?
10" Bstus” myvugisiaonnis k gsiis € « If “No”, please proceed to Question 4 in page 5.
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10" fus” sywinngis If “Yes”, please advise:

meuuligsigmsgin (ighe/gl) inuBangmega ((fia yans) | AlgRmEn
Date of Accident (dd/mm/yyyy) Time of Accident (AM/PM) Place of Accident
) nenswdadingmidnijmsgaiiumsiAnigh

Describe in detail how the accident happened

unuisigumngsgisginnm igye gifugh ymimuyn Sammnudnamw gesinatghmannatsnamuw

D)
Describe the extent and severity of the brain, facial, spinal cord and/or bodily injuries/disability sustained, including exact
site(s) of the body
i) wmemamsnwmidnisiyinis ? [ w18 Yes (I 8sw1s No
Was the accident reported to the police?
a) 10" 8sws” wngHssisinwmien ? If “No”, why not?
b) 1" wms” syuRIMwmidnGauaitiigmema If "Yes", provide a police report of the accident.
i) iwmustsysuamuusaimiimugsiais ? Did the injury result from a self-inflicted act? [ w18 Yes (I 8sw1s No
a) 1" wms” yugiiamsmtaY If “Yes”, please provide full details.
4- iagnulpinpannmuisis§ingjihwanmnmeina ysuimanmywinyis ? [ w15 Yes [ Gswis No
Was the patient hospitalized for the condition or its related symptoms or complications?
) 1 wmis” ayugiiamIsmtia If “Yes”, please provide full details
moufigsguugiansg (ighe/gl) yuinaguudinng | auuismissumsSAINNT | IUNUGUENa U (ingjicmasi
Date of hospitalization (dd/mm/yyyy) | Reasons for Treatment received mruwis§ing) Name of
hospitalizations doctor/surgeon & Address of
hospital

5-  yuNWalyUBAMNEANRIURYATHYHSIpUAYMIISMuRISIUBIGHEMmys

Please grade patient’s ability to perform the following Activities of Daily Living (ADL), as follow:

magmaspisijueiig ADL | Swusuw Definition uuamngamiHgias Ability
miGaness misRw Shmanuifinif (3 wisfisw Requires assistance
Getting in and out of a chair -
Transfer a Sswsiigw Doesn't Requires assistance
MIGA asgmaghmigas ivgtywisivgiyw (J wstigw Requires assistance
Mobility The ability to move from room to room - . ) )

a Bswsigw Doesn’t Requires assistance
miviguUH spmaghmipUphgISghmiuating 81 uaiilt | [ wsfisw Requires assistance
Continence NN VP S " i

poLijisigHsIBWEUEST The ability to (J &swistigw Doesn't Requires assistance

voluntarily control bowel and bladder functions
such as to maintain personal hygiene

mnfg]ﬁmﬁ mfiﬁJ]ﬁ 84 uhAvAIA)ATMA O wisfisw Requires assistance
Dressing Putting on and taking off all items of clothing . ) )
0 Bswistigw Doesn’t Requires assistance
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MIRASA YANRHA ugmaghmiguanagsgaminda y migasamieyn (18 | OJ wisfigw Requires assistance
Bathing/Washing . ' o el - . ) )
SIMANGU U IGMAOHNSA) U MENUUIRTSEaIY a Bswistigw Doesn’t Requires assistance

Unnatnwiiamiggigis)aThe ability to wash in the
bath or shower (including getting in or out of the bath
or shower) or wash by any other means

miviima NURUAYMNSTRHGRMIUIMAYUHIUNIG U aRNR MW 0 mstigw Requires assistance

Eating All tasks of getting food into the body once it has been
prepared

d gswmstigw Doesn't Requires assistance

#. fiawnsigiig)a Other Information

- ingntfimowsil uidansgiapuisivsvunia u miliss§eapugses ytiltaumadgiiys? [ s Yes [J 8sws No
Has the patient previously suffered from Benign Brain Tumor/Major Head Trauma or any related illness?
if "ns" yuFUAGnSURasmsmuuligsisMiIFinAISEW NATSFWMAMNA MINNM U 1UN:SRHIRUWE SIURIFINS]4

If “Yes”, please provide detalls including date of dlagn05|s exact dlagn05|s treatment prescrlbed name and address of
attendlng doctor.

2- 15;—; HIGUIAMSISH mMiiig] St umsnsIUMIANUA MEiAavSisSighiu:inuam?
Can you confirm that the advent of death is highly probable within?
i) (myw (9) e ? Six (6) months? [ ms/mes Yes Jis No
i) ®ufls(aw) fe ? Twelve (12) months? O ms/mes Yes (I 1s No

10 "ms / " ABN|jR SR wmIdnugapuiRumai g UAl{ssaujs:ise
Please describe and provide relevant medical reports that support this view.

3- awinansiBangjingasfivaanismogsgivpofiimmniuaignand pisifns
Please describe and elaborate on the nature and severity of the patient’s disability, if any.

4- pyugtgNUsYRiSIMWMIANSINHABES imwmidniisEnyimwmidns §iinsj, MRI, CT y Uignisiujumnsasyhigin g thumsid)

o

SAGRMS, IMWMIANIFIMALMNG, Argmiu§ifitenns, smwmidnicma4 4 Please enclose a copy of all reports including
specialist or hospital reports, MRI, CT or other imaging techniques, biopsy reports, laboratory evidence, surgical report, etc.

G. HavsSIURUHUANATHUMSHONm Physician’s Information

unsugudhaiieumsapmes Name of physician ... wU8gIESE Contact no ...

Heuwis Address . e ... Hiwru Email 4
aﬁj&imﬂﬁjmﬁwwiummmgws1hHﬁjghsLHmUUUSiS° AmAsliaimALmuMIWwATHY smﬁjmﬁ'ﬁghgmmﬁjéﬂ
| hereby declare that all the answers are each and all true to the best of my knowledge and belief.

wRuuUEIEFUANA Physician’s Signature
meuuiigs Date ...../.......... [ (igAe/gi dd/mm/yyyy) {muSinsj y §8A Hospital or clinic Stamp
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