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

ALImaAGIARIUIIN: IJSn G U AlfmaGIiUIaing
Small Bowel Transplant/ Ma/or Organ Ti ra‘hsplantatlon

n. fiamsgisliuaigniifi Patient Information

uneyAtif Patient's Name ... iﬁSSexDmﬁj Male IjLﬁ"J' Female mujAge..........

tueHgeoman ID/Passport no ... BRIUT OcCUPAtion L

HIBUUWIEIS AQUIESS .. oo et ettt ettt ettt

2. AnNAmUHANAIIUAIHALGA Patient's Medical Records

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

ARUUIES[PANINUAHYY AMUUTES GANIWUAGRIM W %%Wﬁ?smiﬁi&.m?mﬂm:‘ﬁﬁ iunsuging u §8A Shyuing ftgms
Date of First Consultation Date of Last Consultation ngpatnuetsics Number of S = ,\] ‘f
e 3 R0 /o nsultations during the 1NuL (B18mauiiys) Name o
(fg/fe/m) dd/mm/yyyy) (fg/fe/m1 dd/mm/yyyy) co - hospital/clinic and Reasons for
@ = @ & above period . !
consultations (with dates)
2-  iAgAMUGUNAUSTIURYALRTEIYS ? (3 tus Yes [ stus No

Are you the patient’s usual medical doctor?

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

i) 10" fus” mnfiincuam ?
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-  inygnud{gImsiAumSeyAYls ? (3 tus Yes [ stus No
Was the patient referred to you?

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

)] mmu?igsurgsaﬁnymm
(tg/Ae/gi dd/mm/yyyy)

Date referred

i) wastHugatdpimsumssanmu
Reason the patient was referred

i) tune SUMNWES{FINSJINNSIGUMSBANNM
Name and address of doctor recommending the referral

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

4- iaynmsumsyatdisiuguihaigghis)ats ? [ s Yes (J 8swis No
Have you referred the patient to any other doctor?
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i) meuuligsumsisinpme e

Date referred (tg/ie/mi dd/mm/yyyy)
i wgsidugatdgimsumsisinpmy
Reason the patient was referred

iii) tune SN W SIUATGHUANATRUIuMmSIsinnmuug
Name and address of doctor referred to

a ‘s

tlulunns ubugm tifigemunuy mitly)

=4

5-  iagnuAmsydsmumsansmaemnaies WIRUEAIEY yniamyw (as fA anduunia [ w1s Yes (J 8swis No
u

A
WS M8 syuFiuEas
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:

fiamsugatfimangm miFinaISfwiagman MUUTIESIFINAISHW NN
Details of symptoms Exact diagnosis Date diagnosed Treatment

6- 1 SuMWHSIuRUGUMathugatdmsiimeapmusgoansmathumsichgnaian (€) e1nid
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- wumugatifisytiuayatisiashSnmimnmifiysSuugyjgusin 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- mumURaNisytIuREALRsIAsH SamiungnissinuTmanismiunia)aguih modamo Sawanisnsise
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 uignngamigdmas mnfam ghywami yte1w4) | waniaems
Type of alcohol Quantity per Consumption Frequency (per week / month, etc) Source of information

A. iavsuanii Details of lliness

- gugniansufaniimigpwisainpiasJinugimigmigiaiginings
Please provide details of any major organ failure necessitating the organ transplantation:
i) meuuligsPapiununiy e

Date of First Consultation (igAe/gi dd/mm/yyyy)
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APS.

i) fdowmsugatswamgnidumsumaonigiinuigmsiunuitygh Samuuiigsing umsinis:mIviFuliyh

[

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

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

Sa o o

iv) inAIs§wiamaiistgidusigjmsmiginingiia gy
Exact Diagnosis of the underlying disease leading to the major organ transplantation

et ICD-10 (151!8) ICD-10 Code (if @pplicable):. . ... ..o oo

V) mmtﬁigsmmjmﬁ?§§wﬁghmmﬁﬁﬁmé@m:@n&g:mﬁng e
Date when illness necessitating organ transplant was first diagnose (ig/te/mi dd/mmiyyyy)
vi) mouligstaugnnimsinmyssiing y apsmniss i
Date the patient first became aware of the illness/condition (igAe/mi dd/mmiyyyy)

yugumuuiigsShitmsngaismifjuniyainumsHsigumumnginaid§wsnmugnusyhismifinamai gsiunaimuwmiedn
fRumsurmAimi§inaAIS§w

Please provide dates and details of investigation performed for the diagnosis and attach a copy of all relevant test
reports that confirmed the diagnosis

e SHMUWHNSIURBHUMatEumsi§inaidfwynatitiyasinstl yansmn twhugimigiaing
Name and address of the doctor who First diagnosed the patient with the illness/condition necessitating the organ
transplant.

ingANdamyAs g umaymsi) sgoitiyis? [ tus Yes [ &stus No
Was the patient a recipient of a human small bowel transplant?
wais “ {us” ayuismurmn If “Yes”, please state:
(i). mouuTigsismiyiimn:i)sgse e
Date of small bowel transplanted (igAe/mi dd/mmiyyyy)
(ii). inunsi)sgoigimsypimigs ?
What was the length of small bowel transplanted?

ihgatimyasgumiyiaing s $tiyis ? [ tss Yes (I stus No

=

Was the patient a recipient of the major organ transplanted?

o

weis “ us” ayuismurma If “Yes”, please state:

(i). meuuTigsismigiring i
Date of the organ transplanted (ig/ie/gi dd/mmiyyyy)

(ii). tunseuinpicruigimsys
Name of the transplanted organ

(iii). iRevInfgimsigmiyIsing v y hwign ? O sty Entire (3 Part uhwstga
Whether the entire organ or part of the organ was transplanted?
(iv). inmsainpaaghiamamushimwiiuSsmepguimiiwmaigmyuw [ w1s Yes [ Gswis No

rugtH umIysruinginiyts ?
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Was there irreversible end-stage failure of the relevant organ that
resulted in the transplant?

10" B18” syungjrutmwanaggmi If “Yes”, please elaborate with supporting evidence.

(V). iaminpm it ugatifinss g uysSinuyising (2. MRS AUMUALS -U-)?
What medical treatment had the patient been receiving prior to the transplantation (e.g. dialysis, blood transfusions, etc)?

(vi). meuuligsisminpmeuiiyh e

Date treatment commence (?g/fe/g’l dd/mm/yyyy )

(vii). mmu?tgsfﬁmgﬁﬁﬁfijmsighurﬁs&ﬁﬁmmﬁmmmﬁ' oo

Date the patient was on the waiting list for the operation (ig/ie/gi dd/mmiyyyy )

6- ianhmugiaingidyhicyis? [ tus Yes (I 8stus No
Was it the first graft? i5" §sms”

yuEumUligsismigiaing iyl e

If “No”, please give date of the first graft (ig/ie/gi dd/mmiyyyy )

7-  uns SWMUWEHSIURIAINgjimatid uigmissmayianing Shuingjinumisma{gims1gig
Name and address of the surgeon who performed the transplant and the hospital where the surgery was performed

1. fiamsigjiig)a Other Information

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

2- iagnndmswiguganpymaigsiiimsuif sun§fwidmusignwaingsia$ tuyis ? [ ws Yes [J 8sws No
Is there anything in the patient’s personal medical history which would have increased the risk of the major organ failure.
10" m8” yugaiamsugas If “Yes”, please give details:

inAISEwhngmai meuuiigsismifinaisfw NS UGUNS S wiisuging y §8a
Exact diagnosis Date of diagnosis Name of doctor & address of hospital/clinic
3-  iavswigpwuaEaLhidumeuiisundawismisignwainyiasinnyis ? [ s Yes (J 8sw1s No

Is there anything in the patient’s family history which would have increased the risk of the major organ failure?
10" ms” yBmuuga If “Yes”, please give details:

$§1nssumywyntl winshif muuligsis miinaisSHw wanfiams
Relationship with patient Nature of illness Date of diagnosis Source of information
4-  [HeISMIUMUMInNmUiEY] G w g angmibdis? [ w15 Yes (J 8swis No

Has active treatment and therapy now been rejected in favour of relief of symptoms?
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if” m8” yvgafiamsugafiyming
If “Yes”, please provide full details the reason

5-  IAHAMGUIMAMSISH mMiig]SlHumsnsiumIaNUa meinavsisighiusinuam?
Can you confirm that the advent of death is highly probable within?
i) [myw (9)te ? Six (6) months? [ ms/mies Yes [ 1s No
i) @08 (9w) is ? Twelve (12) months? 3 ms/miew Yes Jis No
10 "ms / mi" fBN| SR wminnug i umal gupUAlSs ujs 18

If “Yes”, please describe and provide relevant medical reports that support this view.

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

7- iagawsindfiugudhamygiig)a (sipisuaygm yishplpisa) tugatdmsfymaunuassi [ s Yes [J 8swis

migsignwrinhRies yunmyusidiyis ? Are you aware of any other doctor(s) (in Cambodia or Overseas)
whom the patient consulted for major organ failure or any possible related illness?

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

N UGUNGA ShMuWwiEsu§nns) u §8n MUUTIGS A unNUHYRSHENIMW | INGEUUENUMINImSIuu
Name of doctor & address of hospital/clinic Date of first & last consultation Reasons for consultation

8- WEMUGNUGYNSIMWMIANSINHIEY S IMWMIRNGENYIMWmMIAns §ins), IMWmidnFinaiSHw UgHHY IMwmidnimai

fNG, Imwmidnicma afgmisSifiiana84 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. HavsSIURUHUANATHUMSHONm Physician’s Information

tunsygunatdeumsanmeu Name of physician ........................................... wuegiesg Contact no......................

MeuwEs Address . fiteu Email

sysumusIsifwitumsiiwsinnsmgusphivvusiss Ammiliagmanmemiwniin Shid)madghgruuaig
| hereby declare that all the answers are each and all true to the best of my knowledge and belief.

R uURIEEUANA Physician’s Signature

meuudigs Date ... Lo [ (ig/Ae/gl dd/mm/yyyy) {mu8ansj y 8a Hospital or clinic Stamp

DI
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