' | ' Manulife ITIWALIANIUAIFIAS] (HA[UINGSanamu&d55§s)
Attending Physician's Statement (Critical ll/ness)

ANAAUMUGRSWIVFS U AUII2UAIANGSWHEAUAISIAANGHIUES U mil:ma[iiusgs

Insertioh of a Permanent Cardiac Pacemaker or Defibrillator/ Heart Valve Surgery

n. fiansgisliuaiinaiii Patient Information
1zt Patient's Name ... 1as Sex [ o Male (3 Female mujAge ...
tyeHgeueman [D/Passport no ... gBIus Occupation L

HIEUUIETS AQAIESS e

e. AnNA[MUGANRIIUEIHALA Patient's Medical Records

- syuurpamuuligsismifiigmeiunvsdniwininuudinsg y 8amsiFaanagm

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

muuTigsapiunuebiiyh muuiigsiapunuiishigmw §§sﬁa?smsﬁi£m:mnunhga unssinng; / £8A Bayeuing Aums
Date of First Consultation Date of Last Consultation ngjatnueiiy Number of == o N of
S g Kettone i de wnu s (Msmeuuiigs) Name o
(fg/1e/m1 dd/mm/yyyy) (fu/te/m dd/mm/yyyy) ggg\s{g period hospital/clinic and Reasons for

consultations (with dates)

2-  ingAnUGUANaUsiuRgatiinyis ? (7 tus Yes [ 8stss No
Are you the patient’s usual medical doctor?

i) 10 “ius” anfineuam? e

If “Yes”, since when? (ig/ie/g) dd/mm/yyyy)

i) 10 “Bstys” yumin S U WH SUGUMN AUsTIURIHALR
If “No”, please provide name and address of the patient’s regular doctor

3- iaynufigimsiaumsgynyis ? (3 tus Yes [ &stus No
Was the patient referred to you?
10" tus” yvginugas
If “Yes”, please provide:
i) MEUUTGSUMSYANNTM e
Date referred (ig/ie/gi dd/mm/yyyy)

i) wanthugatipimsumssanmu
Reason the patient was referred

i) 1ups S WEHS{FINgjinnsigUMSEANNMU
Name and address of doctor recommending the referral

iv) 1§ §stus” iyl msuafimsunuaiisisging) y f8nuaignunngoiys ?
If “No”, how did the patient come to consult at your hospital/clinic?
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4- iaynmsumsyatfisiugudhaighis)ais ? [ s Yes (I 8sw1s No
Have you referred the patient to any other doctor?

i) meuligsumsisinpmey e
Date referred (ig/ie/g dd/mm/yyyy)

i wannidugatigimsumsisinpmy
Reason the patient was referred

i) 1N MM WNSIURURUMANATRU{giumsisinpmuug
Name and address of doctor referred to

SMUBISANSMAfeMNA 218 WiduganRy yulamyw (23 §an anssunia 3 s Yes (I &8ss No
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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:

fiamsuganimaigm miFinaS§wiaiman mMUUiigsiFinas§w MINNMme
Details of symptoms Exact diagnosis Date diagnosed Treatment

6- s SuMmwRSIuREGUatdugatimsfiminpmusEmoansmatiumsionghainni (€) emid
Name and address of doctor whom the patient consulted for the condition(s) stated in Question (5) above

7-  syuRAmUs1nsuSaminpmau il
Please provide documentation regarding treatment above

8- mumunganiisytiviigatfisinshSaminnmifiysSuugujgiusin iwtinnismitn sgsminaghywig Shwnnfiamsiss s
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:

Ggspitsmitinmi Ggsilvouywig wanfiams
No. of years of smoking No. of sticks per day Source of information

9- yumunganiisyuiuigatisinsuimiununpsinvimanismiunipapuis modams Shwanfismsiss
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.

UiASHIG AN vimanghmadma mnfamo (Ghswmn g fed wq) | wanbiiams
Type of alcohol Quantity per Consumption Frequency (per week / month, etc) Source of information
A. fiawsubarnil Details of lliness

- gugniansugasiuiymedsppaisiiruivsghyiuiomnivegis
Please provide details of the disease or disorder of the heart valves or cardiac arrhythmia condition:
) muuTigsSPANuNUNEYY Y U A
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»

Date of First Consultation (igfie/gl dd/mm/yyyy)

o

i) fowmsufaisinanmidumsumaRAgRInUAmIIIUNEYh SUmUUTiESiNA U IMSINSmIUIRYEYY

0o e

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

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

iv) wgmmaFinaAiS§wiamaiiveoganiiansmniss ?
What was your exact diagnosis of this condition?

e ICD-10 (1Gw18) ICD-10 Code (if applicable):

v) muuligsismiginais§wiyh i
Date of First Diagnosis (ig/e/gi dd/mmiyyyy)
vi) muutigstaugatifimsinmysiiitd y apsmnis: U A SO
Date the patient first became aware of the illness/condition (igAe/gi dd/mm/yyyy)

2- wuRAGmISugnsnugruisMIUHIRASTNHE (MyWmuUligs) il umsHgigumUimiGnaisiw Shgisnucyhisimuw
mianiaagmafigsinnrtiuumaimiafinaiSEw jusiy vignisunNMUURUUNY
USEH HHIUEYR UgRiSMImUGINAUEY SHaUnidn MM SGMATUEY
Please provide full details and results of all investigation (with dates) performed for the diagnosis and attach a copy of all

relevant test reports which confirmed the diagnosis, including cardiac catheterization, echocardiogram, electrocardiogram and
holter monitor

3- s SuMWHSIURIHGUMNatEumSiFinais§wyntl iy
Name and address of the doctor who First diagnosed the patient with this condition

4-  wmismapinsHinumsHgin?
What type of surgery was performed?

5-  meuuiigsismiisma e
Date of the surgery (ig/e/gl dd/mmiyyyy)
6- innmmismaidausighivsuis? [ tus Yes (I 8stus No

Was it an open-heart surgery?
10" 1s” ywurmadisipatuuusismignau8 If “No”, please state exact form of intervention

7- wunsgingfidumsigmissma Sumuwinsviangjidumsigmiszma

Name of surgeon(s) who performed the surgery, and the name and address of the hospital at which surgery was performed

8- iamiimMARIMSTASAM MIGIMGIEAUL LN WHADA SUNUAMY WUHUNatSImiusgis ? 3 s Yes (J &8ss No
Was the surgery considered medically necessary by the consultant cardiologist?
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i fus” yugmiInwalyiuRynusindamsugammiamistifivegh
If “Yes”, please provide the ba5|s of your evaluation, including the full and exact details of the heart disease

9- wulindniansMIUGUjSILRIFALA
Please described the patient’s current condition

#. fiawsigis)a Other Information

- iagisimminpaidnisansmaivasyand ?
What is the prognosis of the patient’s condition?

2- ingnnimumsiifiysamywinusinsuduminmssanniugeanissyismaiiaiusghtnyis ? [ w1s Yes [J 8swms No
Has the patlent prewously suffered from any related illness Ieadlng to this condition or Heart Valve Surgery?
weisid "v1s" AUENUHNNSUTAIEISMUUIGSIFINAISGW NAISGWMAMNA MINNMUMBBHUIN
uns8hmeswinsiginsjlf “Yes”, please provide details including diagnosed date, exact diagnosis, treatment prescribed, name
and address of attending doctor

NAISEWMAMA mMuUiigsiFinaiSiw | minpme N8R WEHIS{AINS]
Exact diagnosis Date of diagnosis Treatment Name of doctor and address of hospital/Clinic
3- ﬁ nﬁhmsipmimﬁnLﬁjmmesmmmﬁumsuns:wunsﬁnsmms" (3 s Yes [ 8swmis No

s there anything in the patiefit's personal medical history which would have increased the risk of this condition.
u”j” 18" yuRinmsifias If “Yes”, please give details:

inAIs§wiaimni meuuiigsismifinais§w uneuguina S Wwihsugingy y a8a
Exact diagnosis Date of diagnosis Name of doctor & address of hospital/clinic
4-  iEwswifgouuigntiiiumeuiisimdswisansmnissiiiyis ? [ w18 Yes [ 8sw1s No

Is there anything in the patient’s family history which would have increased the risk of this condition?
10" m8” aysmuuEa If “Yes”, please give details:

§sinsshmywynnid winstif meuuligsis miinais§w wanfises
Relationship with patient Nature of illness Date of diagnosis Source of information
5- yawsiuffugudhaighig)a (isiLUiSﬁjnHm yishijplpise) ugatimshigmaunussi [ w18 Yes (I 8sms No

ffwegh ytiamywiiiyis ? Are you aware of any other doctor(s) (in Cambodia or Overseas)
whom the patient consulted for heart Disease or any possible related illness?
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10" ms” ywgliamsugas If “Yes”, please give details:

INSUGUNG S winsusins) y 8a MUUTIGS AU EYRSREN{MW | NGB N EUMImunu e
Name of doctor & address of hospital/clinic Date of first & last consultation Reasons for consultation

6. fiavsiuRGuaNatiumsanmes Physician’s Information

unsugudnatiumsnpme Name of physician ... TUB GRS
HIEUWEIS ADAreSS .o .
syswmusIsijwikumsifwsinnmpusphivvusis: Ammiliagmanmemiwndn Shifmatighe
| hereby declare that all the answers are each and all true to the best of my knowledge and belief.

Contactno ...

Al Email ...

RIIUEIS

ngieuURiEHUANG Physician’s Signature
meouutigs Date ...../........... loon. (ig/ie/gl dd/mm/yyyy) musinsj y §8A

Hospital or clinic Stamp
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