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

A6 e gigfiu U mlii:maiiiiameginfiv U Baiiaamneginfiue1Sangsiujpa
Stroke/Cerebral Aneurysm Malformation (AVM) and Cerebral Aneurysm Surgery

n. iamsgisiiuaigntifi Patient Information

wnunzgAas Patient's Name ... 1as Sex [ e Male (3 Female mujAge .........
tyeHgeueman [D/Passport no ... gBIus Occupation L

HIEUUIETS AQAIESS oo e

e. AnNA[MUGANRIIUEIHALA Patient's Medical Records

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

mauligsHaunu iy mauuligsHaunu wgaimu §§sﬁa?smsﬁi£m:mnunhgﬁ wunsu§ing y §8a Shyuinghigms
Date of First Consultation Date of Last Consultation ngjtnueiiy Number of == S ,\'] ‘f
2o o 0 3o o /o Itations during the 1o (Bsmeuiigs) Name o
(ig/12/81 dd/mm/yyyy) (ig/fe/m1 dd/mm/yyyy) ggg\s{g eriod hospital/clinic and Reasons for
P 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-  iaynud{ImsIAUMSEEAYIS ? (3 tus Yes [ Sstus No
Was the patient referred to you?
18" fus” yvEniugas
If “Yes”, please provide:

i) MEUUTGSUMSYANNTM e
Date referred (ig/ie/gi dd/mm/yyyy)

i) wasthugatipimsumssanmu
Reason the patient was referred

i) tups8umwmsaingtansigiumssannmeu
Name and address of doctor recommending the referral

iv) 1§ §stus” iyl msuafimsiununiisisging) y f8nuaiynunngoiys ?
If “No”, how did the patient come to consult at your hospital/clinic?
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4- iaynmsumsyatfisiugudhaighis)ais ?
Have you rgferred the patient to any other doctor?
i) mmu?igsur[u]msin\pmm
Date referred

) iwngsidugatigimsumsisinpmy
Reason the patient was referred

i) un:8umawnSIURUGUANatHRiumsisinpmuug
Name and address of doctor referred to

a ‘e

il uuny Waogm lgimuany mify)

A >

If “Yes”, please provide:

(3 w15 Yes (J &swis No

(ig/ie/g dd/mm/yyyy)

5- iagntimsySsmiumsansmugemnaia1s Wwiduganiy yulamyw (23 §an ansuunia 3 s Yes (I 8swis No
g igy

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.)

Details of symptoms Exact diagnosis Date diagnosed

finwmsugatfimanigm miFinaS§wiaiman mMUUiigsiFinas§w MinNme

Treatment

7-  syuRAmUs1nsuSaminpmau il
Please provide documentation regarding treatment above

number of cigarettes smoked per day and source of this information:

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

8- mumuganiisytiviigatfisinshSaminamifiysSuugujgiusin iwtinnismita sgsminaghywig Shwnnfiamsiss s
Please give details of the patient’s habits in relation to past and present smoking, including the duration of smoking habits,

GgsmitsmuEAmI Ggsilvouywig wanfams
No. of years of smoking No. of sticks per day Source of information

frequency and the source of this 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,

UiASHIG AN vimanghmadma mnfamo (Ghswmn yied wq) | wanfiams
Type of alcohol Quantity per Consumption Frequency (per week / month, etc) Source of information
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A. fiamsubanii Details of lliness

- gyugrifiawmsuganfiansmnistifimsaiivunsgiapus
Please provide details of Stroke condition:
) muuTigsSIPANUNUEYY Y U A

b

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

o

ii) I’Ini:)'lSEUHniSiTInﬁjﬂniummSUmmnhHS‘jﬂmmmL_l i[.iJ'IUFUuUh ShjﬂjUIiGSiﬂnﬁjﬂ'ﬂS‘lﬂiS mUiﬁHuUﬁ

e

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

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

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

iwegi ICD-10 (1318) ICD-10 Code (if @pplicable):. .........ocoo e e

v) meuuuiigsismiinaid§wiys e
Date of First Diagnosis (igAe/gi dd/mm/yyyy)
vi) meuutigstauganfimsiumyshiind yansmonis: i
Date the patient first became aware of the illness/condition (ig/te/gi dd/mmiyyyy )

2- gyugumuuligs SufitmsugaismiduniatiumsHsinupimiginaiSiw (MUmywgisnUsasyhisimwminniasgmadsg
Sumi§inaiS§uw) Please provide dates and details of investigation performed for the diagnosis (attach a copy of all relevant
test reports which confirmed the diagnosis).

3- U SR WHSIVAUGUMA tHuiFnaidfwyntiiyig
Name and address of the doctor who first diagnosed the patient with this condition.

4- wmyufindnsimanaiginistltyn ¢
Please describe the initial episode:
) wanisuiiduinaigy
Nature of episode:
i) meuuligsmanaigiuistifiyn e
Date of initial episode (igAe/gl dd/mmiyyyy )

iii) suwrineuisinamgmggGsns Duration of acute symptoms:

5- iAwmssignwuliguinuansnsiwiinuuniae [myw (0) vmunuimiAaisjaiiyhis [ w18 Yes [ 8sws No

timsudrnnyginpeuiyis ? Was there any neurological deficit lasting for at least six (6) weeks
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after the initial episode of Stroke?
10" ©18” fyunifiamsugas If “Yes”, please give details:

) asindnsifimissignpwisuiigasiwans 4 Please describe the neurological deficit.

i) sulindhsifinanisgsaauiguiupansidumsinndmilmiiSqjnamus

Please describe the symptoms of dysfunction in the nervous system that are present on clinical examination.

i) wwsiwmuisiiwisitbumminamnsmuainifaigihistiiyn ?

7]

How long have these sequelae been present since the initial episode?

iv) @missigpwisuimpanstivnsinanmasassumubijs i gamndiiauiyatidiiygs ? [ w18 Yes [ 8sw1s No
BUMAEamywihargmiaijs Is the neurological deficit with its clinical symptoms likely
to be permanent, lasting throughout the lifetime of the patient? Please elaborate with supporting evidence.

iR sigNAlsmOmginNu miyiuns miagsuiuansiaianannsemiplumndapautihgis ? [ w18 Yes [ 8sws No

10" 8" syuRaIfinmsniga< Has there been an infarction of brain tissue, hemorrhage, embolism
and thrombosis from an extracranial source? If “Yes”, please provide full details.

o

inmitijunia ymanidmaspuvisi§amiginag

Sfwistifimsuirunmugianug

i<}

9,

idiyis ? a fuyuU Yes a Bsauuipuu No
weisi "wupuu " yugiismsugadhmusnicacyhisimwmidnsiisas CT Scan, MR,

ugnUinaguSifiianmE84 auv Are the investigations or findings consistent with the diagnosis

of a new Stroke? If “Yes”, please provide details and attach a copy of all reports,
CT Scan, MRI, laboratory test results, etc.

uRuiamsudanimizma yiknnmeuigh Jidumsngia Please provide details of the surgery and/or other mode of
treatment that had been performed

misma yiinnmuighsidumsgig surgery meuuiigsisminnme wnnsuguina SumuwEssinnsg)
and/or other mode of treatment had been performed | Date of treatment

un&na Name of doctor & address of
hospital/clinic

O-

fyummngeemu: Please confirm the following:

) idisimmins i unsuinmemugtusyis ? [ tus Yes [ Sstus No
Is this a Transient Ischemic Attack?

i) IRNMMIgGAgIAN U WALIASEIA UMY MIgRIBINA inauiuunsivsyis ? (3 tus Yes (I 8stus No
Was the brain damaged due to an accident or injury, infection, vasculitis, and inflammatory disease?
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i) @ansmassuamusafitSatouns SemaEnotopassusnda vems vestibular tiiyis? () fus Yes (J 8stus No
Was this condition due to vascular disease effecting the eye, optic nerve or vestibular function?

iv) iRansmaissunmusAii ischemic isiwfig vestibular fisyis ? [ tus Yes (I 8stus No
Was this condition due to ischemic disorder of the vestibular system?

V) iansmnisssiashdninangmisginnuuiwantipninidiyis ? (3 tus Yes [ &stus No
Was this condition related to cerebral symptoms due to migraine?

10- iignulmssgumismamatnymauirinugiapuiidiygis ? 3 s Yes (I 8swmis No
Has the patient undergone any Brain Aneurysm Surgery?

10" wm18” ywusmAgeemme: If “Yes”, please proceeds as follow:

) iRmiemauRUUNBIUEY Yuiunygianu{gimsHsiatiiyis ? 3 w1s Yes [ 8sw1s No
Was an arteriogram / cerebral angiogram carried out?
i wms” fyuinngis If “Yes”, please advise:

i) meuligsisimauiuunuivghmsHgia i
Date of arteriogram performed (igAe/gi dd/mm/yyyy)
EMUGNUGERisimwmian Please attach a copy of the report

inmimagimsHsiniRgjinagimithtuiuansgiapu yiuiunnsginpumsmadsuinayis? [ s Yes (J 8sws

No
Was surgery carried out to correct intracranial aneurysm or arterio-venous malformation?

=

10" e18” ajuinnsis If “Yes”, please advise:

iv) meuuligsismisma i

Date of surgery (igAe/mi dd/mm/yyyy)

V) guingismisma

Nature of surgery

Vi) inmismaggimsimuiw:misisgaanianetaiyis ? Was surgery done via craniotomy? [ w18 Yes (I &8s No

i S§sws” ysumMnfivinsismicmatdrumsssia If “No”, please state the type of surgery performed.

10 “ms s FIngjicma Shmaswisu§ing] uasa If yes, provide name of surgeon and address of hospital/clinic

a

vii) 18RRI maG Ui unBivERgimsHsiatiiyis ? (3 w1s Yes [ 8sw1s No

Was endovascular procedure performed?
10 "ms guimauneFnsiisma Shmaswinsu§insy uasa If yes, provide name of surgeon and address of hospital/clinic

Vi)  fyemUGNUGAGYERisSUgEU 1438 MRI MRA § angiogram
Please attach a copy of the tomography (CT) scan, magnetic resonance imaging (MRI), magnetic resonance angiograph
(MRA) or angiogram.
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#. fiawsigis)a Other Information

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

2- ihansmn ymismaisigatigimsusigmuiiaminumisinsh g wang?
Is the patient’s condition or surgery performed in any way related or due to?

o Su

) thinEd guhidomosinsudntfimEd ? 3 tus Yes (I 8stus No
AIDS or HIV related illness?

i) maPimagiiduSsmsuguimipingidumssug

<

gi[ﬁg‘itm]sfasgts ? 3 tus Yes (I 8stus No
Use of drug not prescribed by a registered medical practitioner or drug abuse?

i) madipaguia g Bimaen [ w18 Yes (I 8sws No
Alcohol abuse/misuse

iv) mnSswa yimimnfasthayis 3 s Yes (I 8sw1s No
Congenital anomaly or defect
wedsid "w1s" isia (i) - (iv) ysuma SuMUGNUGYNISUSRVIAREAMYWSHRiSS

w

i
a) muuligsismiginaiss

Date of diagnosis (igAe/gi dd/mm/yyyy)

b) miFinas§wiiagman

Exact diagnosis

C) 1 SUMUWHSIURTGHUMNATHUMSIFNAISEwHANAHEG mn[i’J'Lmﬁ'nLﬁjmm]s ymatunia)aguia yurniiaidha
Name and address of doctor who first diagnosed the patient with HIV, AIDS, drug abuse or alcohol abuse or congenital
anomaly.

3- iﬁmsmsﬁugﬁm,ﬁg@n'jgsmﬁ'ﬁjﬁﬁﬁiﬁmmﬁmﬁsw%ﬁw?sﬁﬁmﬁﬁjﬁﬁjmegmpm, [ w18 Yes [ 8sms No
srudunmuginpumsmnSswna Sannagkginnu ytivdunnugsytifidusins
(esinidntfibuugnnmy, mmﬂ;:mﬁmﬁmags@m, mindigh, thudunnsiusghmits) 4
Is there anything in the patient’s personal medical history which would have increased
the risk of Stroke, intracranial aneurysm, arterio-venous malformation, hydrocephalus or

narrowing of carotid artery or any related illness (e.g. hypertension, transient ischemic attack,
angina, other cardiovascular disease, congenital anomaly or defect, etc)?

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

inAISEwhaimai mruuiigsismifinaidfw INEEHUNa SWMuWisusing) u 58n
Exact diagnosis Date of diagnosis Name of doctor & address of hospital/clinic
4- Rwswifpnsuigntiiumeviisimiiwistlmsuiuuny ginneutigis ? (3 w1s Yes (I 8sws No

Is there anything in the patient’s family history which would have increased the risk of Stroke?
0" m8” yogiamsugas If “Yes”, please give details:
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§inssumywynni wanisugenn HMUWEIGIFBNAREM waniams
Relationship with patient Nature of condition Age of onset Source of information
5- ingnmsdnfifiugudhaghig)a (sluisungm yisliplpisw) Wugatiimsfigmeunv ass [ w18 Yes (I 8sws No

timsutuanugianu ytiliamyuwitiygis ? Are you aware of any other doctor(s) (in Cambodia
or Overseas) whom the patient consulted for Stroke or any possible related illness?
10" ms” yuEIlamsmiias If “Yes”, please give details:

UNsEHUNa SMuwHsuding) u §8a MUUTIGSAAUNURURSRERIMW | NGRS UMM
Name of doctor & address of hospital/clinic Date of first & last consultation Reasons for consultation
6- nHAMGUIMATSISE miigisidumsaumsHimianta meinavsisioghiw:inuam?

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

i) (oiyw (9)fe ? Six (6) months? O ms/miw Yes (D s No
i)y @odi(aW) te ? Twelve (12) months? O ms/me Yes s No
i "ms / " yun|j G imwmidnug Ui mal gaupU Al ssaujS:1s:Y

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

yufindnsiSungugasifivoan:SamngsgisnhmwngiSaunigand wisifms
Please describe and elaborate on the nature and severity of the patient’s physical and mental disability, if any

ingniifiisitnugmuihsisig8niumignis ? Is the patient still on follow-up at your clinic? (J tus Yes [ Gstus No
i) 10 fus” ysurmamuuiigsisminmaguiddagmu e
If “Yes”, please state date of next appointment (igAe/gl dd/mmiyyyy)
i) 10" &sius” yuummalimuuiigsismismiiing e
If “No”, please state date of discharge, if any (igAe/gl dd/mmiyyyy )

UEMUGNUGERISIMWMIANSINHABMS smwmidniImuimwmidnu§ing) (JvMS UgHUMRI 16ys YIUMNUHUIHINY g

suu§ifitanns 1ru4 Please enclose a copy of all specialist or hospital reports, including magnetic resonance imaging,
computerized tomography, or any reliable imagining techniques, laboratory test results, etc. that are available.
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6. fiavsiurguanaiiumsapmes Physician’s Information

unsugudhatiumsnpmes Name of physician ... GRS Contact no

HIEUWES ADAIESS ..o BB EM@IL
svmuBsijwinumsifwsinsrighsphivvusis: Ammiliaimadmemiwniiy 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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