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

AIMAaWAAESISIYWEIVI]H YSTAYUIGH) URIigoadisly
Nephrectomy/ Removal of One Kidney/ Kidney Failure

n. fiansgisliuaiaiill Patient Information
wunzgnas Patient's Name ... 1as Sex [ o Male (3 Female mujAge ...

tuesaaieman ID/Passport no ... gBIUT Occupation Lo

HIBWHIS AQUIESS . e e e e e e

. ANaEIGARIIURIHALA Patient’s Medical Records

- sywurpamuuligsismifiigmeiunusdniwininudans y 8amsiFaanagm
Please state date of consultation and period the Hospital/Clinic’s record

muuTigsBApunu ity muuTigsBApuNUAERImu GESHNISANNImIUNUUGRnS] unsuEinsg U £8A Bagunng Aums
Date of First Consultation Date of Last Consultation winuaid Number of l[_IJ:I‘UEI'j‘(B'IsmAnj“IJJ?lGS) Name of
(u/ie/m dd/mm/yyyy) (u/ie/m dd/mm/yyyy) consultations during the above ; > 2
b X yyyy. b & Yyyy. period hospital/clinic and Reasons for
consultations (with dates)
2-  ingAnUGUANaUsiuRIyAtaingis ? (7 tus Yes [ 8stss No

Are you the patient’s usual medical doctor?
i) 10 “{us” mndiinuam ?
If “Yes”, since when? (tg/ie/gl dd/mm/yyyy)

i) 18 “Bstus” aysmUioun:8um U WH SUGU AN AUsTIURIHALR
If “No”, please provide name and address of the patient’s regular doctor
3- ifynudgimsiAumsgynyis ? (3 tus Yes [ 8stus No
Was the patient referred to you?
18" fus” yvEniugas
If “Yes”, please provide:

i) MEUUNESUMSYANNM
(tg/ie/mi dd/mm/yyyy)

Date referred

i) wasthugatdpimsumssanmu
Reason the patient was referred

i) tuns8um W s{aInginn ST WU MsuAnNmu
Name and address of doctor recommending the referral

iv) 1§ §stus” ifgatlmsvafigmeunuisivgingy y §8nivamgnun§oiys ?
If “No”, how did the patient come to consult at your hospital/clinic?
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4- iaynmsumsyatiisiugudhaighis)ais ? [ s Yes (I &8ss No
Have you referred the patient to any other doctor?

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

i wanidugatigimsumsisinpmy
Reason the patient was referred

i) tun:8um W SIURNGUANAtHRIvmsisinnmuus
Name and address of doctor referred to

ySsmumsansmnaemnfigls UIAUHANY ykiamyw (a3 HAf aNGvuNia 3 s Yes (I 8swmis No
i

w
7
a
T
o
£
=)
:
a
=)
b

Q9

B-
o
=50

w©w

El
é.
[« 4
g
T

z

n
WSSt v1s fybHuEns
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:

Y

finmsugasfimangm miFinaS§wiaiman MUUIESIHINAISHW MInNmeU
Details of symptoms Exact diagnosis Date diagnosed Treatment

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

7-  sjuRnamusinsuaminnmeu il
Please provide documentation regarding treatment above

8- mumunganiisytiviigatfisinshSaminamifiysSuugujgiusin iwtinnismitn sgsminnghywig 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 Ggsiivohywig wanfiams
No. of years of smoking No. of sticks per day Source of information

9- wumungatfiisgmtiurigatisiasthminnssinuimanismituniplapguin 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 MOMAMU (Ghewrmil U fe1 1) | waniides
Type of alcohol Quantity per Consumption Frequency (per week / month, etc) Source of information
A. fiamsubanii Details of lliness
- ayvgnsfavmsmudanfiasmnifiapuisivs
Please provide details of kidney Disease condition:
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) mMuuTigsSIPANUNUNEYY Y R A

»

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

o

i) fawmsugaisinamidumsunmanAgRInuAmIIuUNEyh SUmUUTiESina U IMSINSmIUIRYEYY

[ ]

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

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

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

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

v) meuuiigsismiinaid§wiys ST AU A
Date of First Diagnosis (ig/ie/gi dd/mmiyyyy)
vi) meuutigstauganfimsidnmyshiind yansmonis: i
Date the patient first became aware of the illness/condition (ig/ie/gi dd/mmiyyyy )
2- wwgumuuiigs SuficmsugaismitdjuniatiumsHgigumimiFinaisfw (mumywsisnUsacyhisimwmidniaagmaig
wume Ada eGFR SimaiinaiS§w) Please provide dates and details of investigation performed for the diagnosis (attach a
copy of all relevant test reports and including eGFR level which confirmed the diagnosis).
3- ﬁujsunmﬁmﬁ?sﬁﬁﬁﬁwmmsungnmﬁjqztaywﬁn'ji,iamxﬁ[,ahismfﬁmGsmGLﬁQjﬁ?mmsmHG?@[ﬁ? (3 tus Yes [ 8stus No
i "fus" yuGinmmanisaia eGFR mywdimeuuuiigs
Please state if the kidney disease has resulted in permanent irreversible kidney function impairment?
If “Yes”, please list the eGFR level readings with dates.
meuuiigsiis8aj Date control fiin eGFR eGFR level
4- innBa eGFR <9 mL/ 1§/ 9,m & b yis ? (3 tus Yes (I 8stus No
Was the eGFR < 15mL/min / 1.73m2 body surface area?
10" fus” eywunmas If “Yes”, please state:
) ifugrisifaugmsiuinutss ? (5gsig) How long has the result persisted? (Day)
i) iaphisvywamidumsgs ? Which kidney(s) has failed?
5- ihwismuignwashiswiisini yis ? Is there chronic kidney failure of both kidneys? (3 tus Yes (I 8stus No
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i fus” mnfinnmyn ?
If “Yes”, since when?

6- iatfn{phisisMeiusnnmaaymimmsidyis ?
Is the renal disease reversible?
7- inmigpwapRisivAasiiamamughimwiiigis ?
Is the kidney failure at its end stage?
i fus” mndinuamua ?
If “Yes”, since when?

a

8- tay ﬁﬁELﬁuiiﬁmiﬂﬂhMHmHﬁ?@Lﬁ yagiguinERsIuyLs ?
Does the patient require permanent renal dialysis or kidney transplantation?
9- iayntlnphssuMItNEHaERISIBIMUGITHIyHH ?
Is the patient currently undergoing regular peritoneal dialysis or hemodialysis?
10" m18” eywurmns If “Yes”, please state:
) mevligsisminninnsiyh

Date of first dialysis

i) Ggsiwismimninnughywmn
Number of dialyses per week
10- iamigin{sRisIuRimsHSigyis ? Has kidney transplantation been performed?

No
16" fus” sywurmas If “Yes”, please state:

i) meuligsismissma

Date of surgery

i) naphiswgwamidugimsiimawaism ? Which kidney(s) was removed?

i) WmiEMAWARPRISIVIGMMALNGINGULS ?
Was the surgical removal absolutely necessary?
10" GIms” ajungjas If “Yes”, please explain.

V)  1UNsSUMUWEHSIVAURUAN AR UM SIEmIisma
Name and address of doctor who performed the surgery

a

11- iay ﬁEmHﬁssmmmmmmmafﬁ:ms ?
Was the patient a recipient of the kidney transplantation
12- MM WA ERIIVIGMSINEURHIMSHSIAULS ?
Was a complete surgical removal of one kidney performed?
1" wmis” ywinngis If “Yes”, please advise:
) mouligsismicma

Date of surgery

i) IEMIEMARIMSIATIASABITIMGIEAUFM YN WM S{TANWU MY W{HiNsigAnpRIBYLS ?
Was the surgical performed considered medically necessary by the consultant nephrologist?

(ig/e/gi dd/mmiyyyy)

(3 ms Yes (I Ssms No

(3 tys Yes [ §stus No

(igAe/gi dd/mm/yyyy)

(3 w15 Yes (I 8sws No

(3 w15 Yes (I Gsws No

(igAe/gi dd/mm/yyyy)

Y nih
times / week
[ w15 Yes (I Gswis

(ig/te/gi dd/mmiyyyy)

(3 sims Yes £ 8ssims No

(3 w18 Yes (I &swis No

[ w1s Yes [ Gswis No

(igAe/gi dd/mm/yyyy)

(3 w1 Yes [ Gsws No
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i) aumUlun: LMW SIUATHUMNARUmSIEMImMa
Please provide the name and address of doctor who performed the surgery

V) UEUSMANIGAGERISMIMATHIMSHSIG
Please provide copies of operation report.
13- ingnulmiumstifiaphisie yudidumisiashinyis ? [ s Yes (I 8swmis No
Has the patient previously suffered from kidney disease or related illnesses?
i0” m18” yugdamsuga If “Yes”, please provide details

1. fiawsigis)a Other Information
- iagisimminpaidnisansmauaigatd ?
What is the prognosis of the patient’s condition?

2- ingnulmswiguganpumagsinuulisumsswidulapuisy tuiyis ? [ s Yes (I 8swis No
Is there anything in the patient’s personal medical history which would have increased the risk of
Kidney disease?
i wmis” ayuRIdGmIsaifas If “Yes”, please give details:

inAIs§wiaimni meuuiigsismifinais§w iuneuguina S Winsugingy y a8a
Exact diagnosis Date of diagnosis Name of doctor & address of hospital/clinic

3-  AHAMBUMANSISE miigi8iHumsuUNsSHMIANUA mﬁtﬁ'ﬁmmsﬁgmw:mmm?
Can you confirm that the advent of death is highly probable within?
i) {myuw (b)ie? Six (6) months? O mis/mies Yes (D is No
i) @O (9W) e ? Twelve (12) months? O ms/me Yes s No
i0 "ms / mw" yBngjISRE AW midnug anuinumai g UAl{ssaus:ise
If “Yes”, please describe and provide relevant medical reports that support this view.

4- gwindnsi8ungynganiivaanismngsgiupoimmnurignnd wiasifos
Please describe and elaborate on the nature and severity of the patient’s disability, if any.

5- ihansmn ymitmaiuiganigimsusigmuiiaminumisinsh yihwanig?
Is the patient’s condition or surgery performed in any way related or due to?
) uhmEdyulidomosinsuintlinng ? (3 tus Yes (I 8stus No
AIDS or HIV related illness?

i) maPmagiidussmsuguimigingtdumsgsug gtifjg"itm]siasgts ? (3 tus Yes (I 8stus No
Use of drug not prescribed by a registered medical practitioner or drug abuse?

Manulife (Cambodia) Plc
14/F TK Central, #12, St 289, Sangkat Boeung Kak I, Khan Toul Kork, Phnom Penh, Cambodia

APS. V.01 (04/2020) Nephrectomy,/ Removal of One Kidney/ Kidney Failure

Page 5 of 6



i) madipapuin ymaimaen ? [ w18 Yes (I 8818 No
Alcohol abuse/misuse?
iv) maSswpayfimimaiinihayis ? (3 wis Yes (I 8518 No
Congenital anomaly or defect?
waisid "ms" isigta (i) - (iv) fysUImMA SUMUGNUGHRISUSH IR BAMYWS{HRIS:s
a) muuligsismiginaisfw o
Date of diagnosis (ig/e/gi dd/mmiyyyy)
b) miginaISwhaiman
Exact diagnosis

) un: famawHnsuAEgudafiumsiFinaiiwyatiuns madmanalaum)s ymisaia)hgula yuanisehay
Name and address of doctor who first diagnosed the patient with HIV, AIDS, drug abuse or alcohol abuse or congenital
anomaly.

7) iagawmsdndfiugudhamgaig)a (sluisuaym yislijplpisw) Wugatimsfigmeaunusii [ s Yes (J 8sw1s No
tiaphiss yulamyuwiiyis ? Are you aware of any other doctor(s) (in Cambodia or Overseas)
whom the patient consulted for Kidney Disease or any possible related illness?

i wmis” syvnIdamIsugas If “Yes”, please give details:

NeEgUins S wisuging) y 8a MUUNESAmMIUNURYRSAGRIMW | INHEU R UMINmIunu
Name of doctor & address of hospital/clinic Date of first & last consultation Reasons for consultation

8) wUMUGNUGERISIMWMIANSINHRIBYS IMWMIANGSINYIMWMIANG §itns), IMWmMiANIFNAIS§W UgRHYG SMwmIdnImay

NG, imwminnisma angmisSifitans84 auv Please enclose a copy of all reports including specialist or hospital reports,
diagnostic test result, ultrasound, biopsy reports, surgical reports, laboratory evidence, etc.

G. fiawsIvRGuanaiiumsapmeu Physician’s Information

unsuguanatioumsapmes Name of physician ... t08GIEUR Contact no ...

MWwES Address . Btees Email .
syswmusIsijwidumsifwsinnmpusphivvusis: Ammiliagmanmemiwniiin Shifmaighgriiuaig

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

wngeuuasuguha Physician’s Signature
mesudigs Date .../ loo. (ig/te/gl dd/mm/yyyy) mudiingj uy 8n Hospital or clinic Stamp
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