Il Manulife

ddaidi gy
Heart Attack

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

tueHgesmman ID/Passport no ...

S ANRIIURIHALIA Patient's Medical Records

1-  syvumamuuiigsismifiimeiunuasSniwnatiiudnngg y §8amsiFannagm
Please state date of consultation and period the Hospital/Clinic’s record

s Sex OJ {yss Male O ¥J Female muyAge...........

ceeegaaut Oceupation Lo

HIGUUWIEIS AQUIESS ..ottt ettt ettt ee e

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

Ggsuhismiflimeiununghagh
e Number of
consultations during the above
period

AUUIES PANTWUAGRIM W
Date of Last Consultation
(fg/te/g) dd/mm/yyyy)

ARUUIES[PANUNUAHYY
Date of First Consultation
(tg/te/g) dd/mm/yyyy)

innsugiing u g8 Shyming
Aimeiunu s (msmeuuligs) Name
of hospital/clinic and Reasons for
consultations (with dates)

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

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

3- ingnudgimsiaumseynyis ?
Was the patient referred to you?

10" tus” syugiugas
If “Yes”, please provide:

i) MUUlESUMSBANNMU
Date referred

i) wastHugatdpimsumssanmu
Reason the patient was referred

i) tune8umawmspinginnsigjumssanNmeu
Name and address of doctor recommending the referral

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

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

(3 tvs Yes [ §stus No

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

(3 tws Yes [ §stus No

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

(3 tys Yes [ Ssius No
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i) meuuiigsumsisinnme
Date referred

i wgsidugatdgimsumsisinpmy
Reason the patient was referred

i) tuns8uMmwHIVRINGUAN At U givmsisinnmauug
Name and address of doctor referred to

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

5-  iagnuAmsydsmumsansmaemnaies WIRUEAIEY yniamyw (as SAa anduunia [ w1s Yes (I 8swis No
tlinnnige Hisasivigy tlubunns uBugm tfig:miunny mitly)
WS M8 fyuFiuEas
Does the patient have or ever have had any significant health conditions, medical history or
any iliness (e.g. cyst, malignancy tumor, hepatitis, diabetes, hypertension, hyperlipidemia, anemia, etc.)
If “Yes”, please provide:
fiawmsugatfimangm miginaISfwiagman MUUTESIFINAISHW NN
Details of symptoms Exact diagnosis Date diagnosed Treatment
6- N RRHMWHNSIURBEUMatEugatimsiym:anmunptansmathumsiotghaians (€) emid
Name and address of doctor whom the patient consulted for the condition(s) stated in Question (5) above
7-  ayugRAImUSIAsR aminnmueiid
Please provide documentation regarding treatment above
8- wumugatifisymtiuaiyatisiasuSnmimamifiysSuugyjgiusin iwnaismitn Ggsminaghywiy Suuanfinvmsis: ¢
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:
Ggsgitsmitingi Ggsiluguywig wanfams
No. of years of smoking No. of sticks per day Source of information

9- mumUganlisytiuRgAtisAshSamungnssinuimanismiunia)agui madamo Sawanisnsised
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.

WiASHIIR vimnngamigdmas mnfams ghywami g te1w4) | waniiaes
Type of alcohol Quantity per Consumption Frequency (per week / month, etc)

Source of information

A. iavsuganii Details of lliness

1-

yugfamsuganiansmaidainwsgis
Please provide details of Heart Attack condition:
i) muTigsiPanuNuEyR

Date of First Consultation

(igAe/gi dd/mm/yyyy)
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i) fdowmsugatswamgmidumsumanigiinuigmsiunuiitygh Samuuiigsinaumsinis:eIviFuiyg

[

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

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

iv) Wgmmi§inaAIS§wiamaRiuganiansmniss ?
What was your exact diagnosis of this condition?

tuegit ICD-10 (15:8) ICD-10 Code (if @appliCable): ... oo oo e e

v) meuuuiigsismiinaisfwiyh S AU AU
Date of First Diagnosis (igAe/mi dd/mmiyyyy)
vi) mouligstagnuimsinmyssiind yapsmn i
Date the patient first became aware of the illness/condition (igAe/mi dd/mmiyyyy)

2- yugumuligs ShffmsugaismiduniatiumsHgiguUMiginaIsiw (MUmywgisnUsasyhisimwminniaggmadis
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- 13 SUMNWFRSIVAUGEURNA Y ([gingjisimigaiusgainuiginaidsgwynndtyng
Name and address of the doctor / cardiologist who first diagnosed the patient with this condition.

4- iagnulmovsifiainwgs yittumadig (23 dliubunny miadigh y ulaufunumuigny)? yugaiiansugas
Has the patient previously suffered from a Heart Attack or any related illnesses (e.g. hypertension, angina or other vascular
disease? If “Yes”, please provide details:

muuiigsiFinaAISwiiyh inAISEwhnmai IUNEHUNG SWMIWEHSu§insg) y §8a
Date of First diagnosis Exact diagnosis Name of doctor and Address of hospital/clinic

o & o

5- qyufinansimanaigiistlitiy s
Please describe the initial episode:
) wanistiliitoinaigia Nature of episode:

i) mouuligs mitAaisiuistitiyh i
Date of initial episode (ig/ie/gi dd/mm/yyyy )
i) sw:inpuisinassgmiags{ans Duration of acute symptoms:

6- fyusUNMAEGeMims4 Please confirm the following.
10" M18” SUN:RIANIMMYW fyuEUagmlalsismsmuuiigsismitfing SWugnmiaang
If “Yes” to any question, please elaborate with supporting evidence including date of test and test results.
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) inwmsuigadighguis ? [ w1s Yes [ 8sw1s No
Was there a current history of typical chest pain?
i) IROISRUEMIHS]G{S RIS USRIVIANGMNIUFRBISMAUYNIgfURYMYIS? [ s Yes [ 8swis No
Were there any changes in the ECG indicative of new myocardial infarct?
10" B18" AJBUNNAT] IAU1SEWAMaINI[mus

If “Yes”, please state whether there was any:

a) miigiuges ymings is ST? ST elevation or depression? [ s Yes [ 8swis No
b) srun T miigjagas? T wave inversion? [ w18 Yes [ Sswis No
c) iun Q wmsuaan:thinasn(gy? Pathological Q waves ? [ s Yes [J 8sws No
d) Left bundle branch block ? [ w18 Yes [ Gsw1s No

EMUGNUGHRIMWMIANIURIUSRK VIR GINAU R 4 Please attach a copy of the ECG tracing report.

7- inmismiAsisiaaianhAjuiusghiluaiaaym e CKMB, Troponin T or I 4eu4 yis ? [ w1s Yes (J 8swis No
Was there a diagnostic elevation of cardiac biomarkers, such as CKMB, Troponin T or |, etc.?
if” o18”, uRISIUInS Shmuuligsismifinagnusinugtniang1 pUsNUcyhisugrsifitannEss
If “Yes”, please provide type and date of test, and test results. Attach a copy of the laboratory results:

UiASHARBIU R meuuiigsSuinuanismigiag (S8l FUSH RUTREY (UFARAM)
Type of Cardiac biomarker anmeuiusih) Date & time of test (before Test Results (specify the units)
any cardiac procedure)

[UiASHARBIU Y meuuligs Suinusanismifiagg (MwWEAIR | gk (Uimanam)
Type of Cardiac biomarker nnmeuiusigh) Date & time of test (After any | Test Results (specify the units)
cardiac procedure)

8- ywurmasinsisisu left ventricular ejection fraction « Please advise with regard to the left ventricular ejection fraction:

i) i@ left ventricular ejection fraction femi €0% tHunaighiw:ne m feyissiengh [ w1s Yes [J 8swis No

vaugIUfimstidisiiyis? Was there left ventricular ejection fraction of less than 50%
measured three months or more after the event?

i) 1 left ventricular ejection fraction [FmGINEUNYFEIYGISTNUIFINAISFWEYR ?
What was the left ventricular ejection fraction at initial diagnosis?

sanvissinnaansiiusguiciyis ? Was there death of a portion of the heart muscle? [ s Yes (J 8sws No

9- iAwmsm
0" w18 " yugidamsmitaY If “Yes”, please provide details.
10- iRmsagmuiduvgmimigsaiaimam wighgy ymnSsaymissusiivsghiigis 2Was there [ s Yes (J 8swmis No

imaging'evidence of new loss of viable myocardium or new regional wall motion abnormality?
sl "ms" fyvummAiaggmAsisinWwmMIANIUMO AN RN {FINS]HSIENUEHR Y
If “Yes”, please elaborate with supporting evidence of imaging reports and name of the attending cardiologist.
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- gyugfamsufanfimiema yiknnmuigghis)aldumsHsig@umsing: Samuuiigsisminnme) (usiningSHm AW SIuR
[AingjlsInivsigiv Please provide details of the surgery and/or other mode of treatment that had been performed (including
name and date of treatment) and name and address of attending cardiologist.

12- mouuligsounapinumepsUisiagmnsymim e
b

An approximate date can be returned to normal activity (tg/ie/gl dd/mm/yyyy)

#. fiawnsigiig)a Other Information

1-  iagisimminpasnisansmnuRiyad ?
What is the prognosis of the patient’s condition?

=

Has the patient previously had any cardiac investigation done (e.g. ECG, echocardiogram, CT scan)
10" ms” yvgliamsigas If “Yes”, please provide details:
i) {(uiAs g Sumuligsismidjuripaurivsghidoumsifs Type, results and date of cardiac investigation done:

2- iaygnulmimsmiiusianbumnivegatngis? (as ECG, migwgh, (ays) [ s Yes [J 8swms No
e

i) yringismiiajuinas Reasons for the investigation:

i) unspinsjrisuniugh Samuwisu§ingg ygsns Name of cardiologist and address of hospital / clinic:

3- inagandmswiguganpymaigsiduviisundawidtfivsgh fhiyis ? (3 w1s Yes [J 8sws No
Is there anything in the patient’s personal medical history which would have increased the risk of
heart disease?

U]

10" m8” yugafiiamsugas If “Yes”, please give details:

inAISEwhnimai meuuiigsismifinaisfw NS UGUNS S wiisuging y §8a
Exact diagnosis Date of diagnosis Name of doctor & address of hospital/clinic
4- 1awswigIuEEUREALRTEumeuiisundawistfius gutinyis ? [ s Yes (J 8swmis No

Is there anything in the patient’s family history which would have increased the risk of Heart disease?

0" m8” yugaiamsitas If “Yes”, please give details:

$§InSsumywyAtl wanisugann MWEUIEINAREM wanfiams
Relationship with patient Nature of condition Age of onset Source of information
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—_

aynvsiuifiugudhamgig)a (sipisauaym yishplpisa) thugatdmsfymeiunv i [ s Yes [ 8swis No
tfainiusgh yulamywiniyis ? Are you aware of any other doctor(s) (in Cambodia or Overseas)
whom the patient consulted for Heart Attack or any possible related illness?

10" ms” yugaiiamsugas If “Yes”, please give details:

N UgUina Shmuwisu§innsj u §8a MEUUIES AmuNUURYRSUGRIMW | WNHEUUEUMIAm U
Name of doctor & address of hospital/clinic Date of first & last consultation Reasons for consultation

6- HMUGNUGHRISINWMIANSINHAIBTM S IMWmMIANHS MMUuInMWmMIANs§iinsg], s INMWmidNHARJBIUsER (UgRUUUNAIMANIUS

o

g mifiSmrusiruninuiusigh, wgiusgh taysiusgh i Please enclose a copy of all reports including specialist or hospital

reports (e.g. cardiac enzyme assays, exercise stress tests, coronary angiography, echocardiography, myocardial perfusion
scans, etc.) that are available.

G. fiansiuRBguanaiirmsapmu Physician’s Information

unsuyguanatdeumsapmes Name of physician ........................................... wuegiesg Contactno ... ..................

MEUWEIS ADAress ... e Emal

g
|

yuwmussifwidumsifwsinnmghsphivuusis: Ammifiamadmemiwin Shidmatighgrinuaig

hereby declare that all the answers are each and all true to the best of my knowledge and belief.

NFIUEUURIEEUNA Physician’s Signature
meuuiigs Date .../ /A (ig/ie/gi dd/mm/yyyy) imugiingj y §8A Hospital or clinic Stamp
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