' | ' Manulife ITIWALANIUAIFIAS] (HA[UINGSanamu&d5sgs)
Attending Physician's Statement (Critical ll/ness)

AIMAIEYE UAIgGIEyihaAmamussijmw

Liver Surgery/ End Stage Liver Failure

n. fiansgisliuainaiifl Patient Information
iunsyAf Patients Name ... i§as Sex a {uey Male 0 (/0 Female mujAge ...........
tyeHgeueman [D/Passport no ... gaIus Occupation L

HIBWHIS AQUIESS . e e e e

. ANaEIGARIIURIHALA Patient’s Medical Records

- svumameuiigsismifigmsiunu s Siw:intnusdingg y g8amsi§aanagm

S

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

mouuiigsfaniunuiyh muuiigsfapiunuaGRimu sgsunismifigmeiununigh | wupss§insgg y §8n Sayuing Aige
Date of First Consultation Date of Last Consultation fAsfainuetaicd Number of U (smauuiigs) Name of
(ig/ie/g) dd/mm/yyyy) (ig/ie/g) dd/mm/yyyy) consultations during the hospital/clinic and Reasons for

above period consultations (with dates)

2- ingamugumausiiuRgatitnyis ? (3 tus Yes [ 8stus 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) 18 “Bstus” ayumUioun: S U WH SUGU AN AUsTIURIHALR
If “No”, please provide name and address of the patient’s regular doctor

3- ifynudgimsiAumsgynyis ? [ tus Yes [ &stus No
Was the patient referred to you?
18" fus” yvEniuEas
If “Yes”, please provide:
i) MEUUNGSUMSYANNMmN e
Date referred (tg/ie/mi dd/mm/yyyy)

i) wanthugatdpimsumssanmu
Reason the patient was referred

i) 1un: SUMUWEHS{HINSINNSINWUMSEANNT
Name and address of doctor recommending the referral

iv) 15" §stus” ingntiimsuafimaunuaiisisging) y f8niuRynUNNEsYS ?
If “No”, how did the patient come to consult at your hospital/clinic?

4- idynmsumsyanfisiuguihaighis)atiiyis ? [ tus Yes (I Sstus No
Have you referred the patient to any other doctor?
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i) meouuiigsumsisinnme e

Date referred (ig/ie/gi dd/mm/yyyy)

i wgsitdugatfigimsumsisiopmeu
Reason the patient was referred

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

ySsmumsansmniyemnaiesy Wiugapy ykiamyw (as §An ansvunia [ w1s Yes [ 8sws No
igy thubuuny WWugim tigsmunne mifv)

Wwaism ms grugas

Does the patient have or ever have had any significant health conditions, medical history or

any illness (e.g. cyst, tumor, hepatitis, diabetes, hypertension, hyperlipidemia, anemia, etc.)

If “Yes”, please provide:

fiawmsugastifinamgm miginAiS§wiaymai muUligsiFinas§w MInNme
Details of symptoms Exact diagnosis Date diagnosed Treatment

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

7-  ajuRnamusinsuaminpme i
Please provide documentation regarding treatment above
8- mumunganiisytiviigatfisinshSaminnmifiysSuugujgiusin iwinuismita 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:

GgsEiismitinmi Ggsiivphywig wanfiams
No. of years of smoking No. of sticks per day Source of information

9- wumungatiisgytiurigatisiasthmiunnssinuimanismiuniplapguin modamo Sawanfismsisey
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 yfed wq) | wanfiams
Type of alcohol Quantity per Consumption Frequency (per week / month, etc) Source of information
A. fiawsubanii Details of lliness
- gugifamsuganiansmn istdiuiamamushimw ([isify vrnivighis)as
Please provide details of End stage liver failure/ liver cirrhosis/ liver problem:
) mauuligsianiunuasiy e
Date of First Consultation (igAe/gi dd/mmiyyyy)
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i) fdfmsugaisinammidumsuinmanisinuimunu iyl SamuuligsinaumsinismviRsaus

[

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

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

iv) WwgmmaginaiS§wiamarivioganiiansmoniss ?
What was your exact diagnosis of this condition?

e ICD-10 (15w18) ICD-10 Code (if applicable):

'’

v) muuligsismiginaidfwiyh
Date of First Diagnosis
vi) muutigstaugatifimsinmysiiitd y apsmnis:
Date the patient first became aware of the illness/condition
s SuMuwnsiuRLgumatiumsi§inaisfwiynistiidnansmniss

Name and address of the doctor who First diagnosed the patient of this illness/ condition

ingnthidupimsignaisfweimstdigeiamamushimuwityis?
Is the patient diagnosed of the end stage of liver failure?

if“oms” ysummalimuuligsismi§inaidgwiiyn

If “Yes”, please state date of first diagnosis

(i). iygAG M)W NSV w?

How long has the patient been jaundiced?
(ii). Wenmasminf)amubijgdy?

Would the jaundice be permanent?
vISARIMUUIMANISI6§AYIS?

Is there evidence of ascites?

If “Yes”, please state if “fus” sywusmn

(i). mevuligsismunidmiyh
Date of first detection

(ii). siyjuismara
Mode of detection (e.g. clinical, paracentesis, ultrasound)

inmsaggmuistidinnagianutmw v iguityis ?

Is there evidence of hepatic encephalopathy?

i ms” yugliamsugausin mouuiigs yuing suimashminnou

If “Yes”, please provide details including dates, underlying cause, complication and treatment

inmsmitmawniguisminwigadnnfcywigviswinpifuiyis?
Was there partial hepatectomy of at least one entire lob of the liver?
10" tus” yugaiiiamsuda If “Yes”, please provide full detail

(). meuuTigsismissma

(ig/ie/gi dd/mmiyyyy)
(igAe/gi dd/mm/yyyy)

(3 w15 Yes (I Gswis No
(igAe/gi dd/mm/yyyy)

(J tys Yes [ Gstus No

(3 tus Yes [ Gstus No

(ig/ie/gi dd/mmiyyyy )

( tys Yes (I Gstus No

(3 tys Yes [ §stus No
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Date of surgery

(ii). grUtNaa{gim WS mMiiemMaWaiGuism
Reason (s) for requiring hepatectomy

(iii). imismawniguisminwigaiameimsigay?
Was partial hepatectomy absolutely necessary?
10" fus” yuummargmi If “Yes”, please support with evidence

8- wsarymuisiifijisifoyis?
Is there evidence of liver cirrhosis?
10" 18" AjsUMmeaimy:
If “Yes”, please advise the following:
(i). figHAI-Knodellmywantsyghismigimamdmigs
HAI-Knodell score with a copy of the liver biopsy report

(ii). tupsuguhadamuwmssiingidumsiFinaid§wiiisige

9- inndiguiAnigiuinwanigatiydimes
Was the liver disease suffered by the patient secondary to:
(i). 1A} {fuTa Alcohol Abuse?

(ii). maSmania)aum]s Drug Abuse?

10- wsargmirismiviunsiimdnithuiounvisidnimumis?
Was there evidence of bleeding from oesophageal varices?
10" fus” ugiliamsfaa If “Yes”, please provide full detail
(i). miwiunyiBsitmaUiigs Shminpme
Episode of bleeding, including date and treatment

Was there endoscopy or radiological evidence of oesophageal varices?

Bilirubin
Bilirubin level

12- yugaiamsugaiiminnmuugyjs
Please provide details of current treatment

13- ingnthisitaugmuinsisiv§ing yugdnivrigataiyis ?
Is the patient still on follow-up at your hospital / clinic?
if“o8” ysummafimuiigsisminmaguidamw

If “Yes”, please advise date of next appointment
10" 1s” yvusmaimuvligsigismiiv§insj

If “No”, please state date of discharge

Name of doctor and address of hospital who gave the liver cirrhosis diagnosis

(ii). inmsagmumisag:isajumieg yisjungisminithutuaunuisitnamunitiiyis?

ii“m18” yumugpUsyRisimwmidniss If “Yes”, please attach a copy of the report

(ig/e/gi dd/mmiyyyy)
(3 tus Yes [ 8stus No

(3 w15 Yes (J &sws No

(3 w15 Yes (I &sw1s No
(3 w15 Yes (I Gsws No

(3 w15 Yes (I Gsws No

(3 w15 Yes (I 8sws No

11- wuggiicmsugaismiguniainumsHgiguhwunsmuviigsiusinugruismifinyemigsmywniSa Gamma GT and

Please provide details of investigation performed, with dates, including a serial of liver function test results with Gamma GT and

(3 s Yes (J 8ses No
(tg/Ae/gi dd/mm/yyyy)

(tg/ie/gi dd/mm/yyyy)
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#. fiawsigis)a Other Information

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

'*.9
o

E[B

aynwsiuifiuguihaignig)a (sipisungm yishimpisw) inuygatiimsfymsiunv assii [ s Yes (J 8sw1s No

& o

istfifuiamamushimw wWiwugeanisuligvytiinmywityis ?

Are you aware of any other doctor(s) (in Cambodia or Overseas) whom the patient consulted for end stage liver disease and/or
liver condition or any possible related illness?

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

INeUgUNa Shmuwinsuing) y §8a MUUTIGSAAIUNURURSRERIMW | NGRS UMM
Name of doctor & address of hospital/clinic Date of first & last consultation Reasons for consultation
3- ingandmtpmanpmuisisingiimwanisifi§uitiyinanminusinsu s uimaufintiyis? (O wis Yes [ sws
No

Has the patient ever been hospitalized for the chronic liver disease or its related symptoms of complication?
i wmis” yvgdcmsuga
If “Yes”, pIease provide full details

MUUIESEHIAINS] YU aMIGUEIEINtNSjReasons | msnnmeu UNEGUins S WHsys:
Date of hospitalization for hospitalization Treatment received insj Name of doctor/surgeon and

address of hospital

4- mmsmnshs,‘:.[,uimsﬁﬁn[,ﬁjmmasmﬁmnﬁh ywigpanitnumsSaviisundawisulndiguitiis? 3 s Yes (I 8swmis No
Is there anything in the patient’s personal medical history or family history which would have
increased the risk of the chronic liver disease?

10" m8” [YuRUiamSUEa
If “Yes”, please provide full details

miginaAIs§wiaymai meuuiigsismifinais§w IUNEHUANG SAMUWEHSHEINS]
Exact diagnosis Date of diagnosis Name of doctor and address of
hospitalization

5-  gyunansifivgan:damngsgisimimnennimwngiSqunigand
Please describe the nature and severity of the patient’s physical and mental disability and limitation

6- nHAMGUIMATSISTIMBARNISIUGAUAMGIAnmSungitisigh ?

Can you confirm that the advent of death is highly probable within?

(). o T2 six (6) months? (3 s Yes [J 8sms No
(ii). av e twelve (12) months? (3 w15 Yes [ 8sw1s No
7-  fB@UGNUGERISINWMIANSIMHABTN S IMWmMIdNESIMNuimwmidnsinsj, ImwmidniFinasiw

USHUIHG IMWMIANIMAG NG, imwmidnizma asgmiuifitanns« a4 Please enclose a copy of

all reports includin% specialist or hospital reports, d'iagnostic test result, ultrasound, biopsy reports,
surgical reports, laboratory evidence, etc.
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6. fiavsiurguanaiiumsapmes Physician’s Information

unsugudhatiumsnpmes Name of physician ... GRS Contact no

HIEUWES ADAIESS ..o BB EM@IL
svumuBsijwinumsifwsinsrighsiphivvusis: Ammiliaimadmemiwaiity Saidmaigigriunig

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

ngieuuRiEHUANa Physician’s Signature

meuuligs Date ... [ lo. (ig/ie/mi dd/mm/yyyy) {mugingj y §8n Hospital or clinic Stamp
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