| ‘ | Manulife G AIANIURI[FINS] (AIANAAIANEA1IAIEIHI W)
Attending Physician’'s Statement (Accidental Dismemberment Claim)

unsyand
Patient Name
.. MwyALS §l | 1As .
nawsgisi , = O 5 Female Q e Male
Patient Age Yearold | sex:
General =
information R .
in
Phone Number Occupation
MEUWEHSIvEANS
Patient’s Address
fiamsyniidl Patient’s Information
iiaAyAm g anmupstuigatifisdiysis? iitus swnuismInnmes
fsummAaw:natioyatd gasiymeminpmuiuaiya O tusYes Maintenance period
Are you patient’s regular medical advisor? If yes, please 3 &stus No
AN 2H1Y confirm How long has he/she been under your care?
mesuligsismiianiys ig fe ) munigsismifapshimw | ig fe 5
Declaration Date of first consultation DD MM YYYY Date of last consultation DD MM YYYY
AUUIGS U BIATNS]HUR . . MUUNGES {EAINS|EY18: . .
; fgf Lh . J|”g g e g A fg v g te g
Date of first hospitalization Date of recent
P DD MM YYwY e DD MM YYYY
hospitalization
g - . | A mgsinugnuimognisinuguBapmyaida
Seusifmicasan | oo EURRuEn N E L

éiéwghsmﬁ'{uuus iyk? What symptoms did the patient complain of when
is:ﬁﬁ%mmsmﬁm: he/she first saw you for this condition?

inmiuem Safiagman | MwnuigsUisiiuyaifiransginammiss?
muawihdvggs | How long has he/she been experiencing these symptoms?

OFAIURIS memiwRMgAuga EIuRYA niwinuligs fuygaaa
giyntifinamsinaAmuEmsiniss? In your medical, how long
do you think the patient has actually experienced these

I hereby declare that | symptoms?

all the answers in
this form are true to

minanai§inaiSgw Diagnostic settings

the best of my iNAISHW muuligsisinaiSGw ig fe 5]

knowledge and Diagnosis Date of diagnosis DD MM YYYY

et yungisfimimn muuligstiugntifmsdnfna . " ]
Cause of the disability ?nfaﬁ duej I?r?(}vevr?it?)gphoesga\’?’izzt DD MM leYY

mumigud anmy wyand iigakimisguminnmuisiv§ing) ygsnamgsiiys ?
To your knowledge which hospitals/clinics, that the patient was treated for any illness/injury?

N U{UaANa u8ins) yasn 8h mauwis | mevuligss igfe/gl YU pis MmN
Name of Physician Hospital/Clinic & Address Date: DD/MM/YYY Reasons of treatment/ Diagnosis
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(e & uigy
Wwrisiitinmss {mu
ms

Note: Please use the
different spread
sheet if space
provided is not
enough.

aysujunug§asni wins SunBagsys isfamnuguygIua
yntf « Please describe fully the nature and severity of the

patient’s current disability.

ansmngatif Patient’s Condition

nfimimnuaiyatid Shmsumnmsiagsys Sstvumu y wis
mnuisigihiniuis? sjueuga Is his/her disability
progressive, stationary or improving? Please detail

ANSMAUGY|SIURIHALS

Current Patient’s condition

AENANSIUEA

Please detail

1

U moitims U spnanpmosiss

Ambulatory Confined to his/her home

Q wpaishidis U wrymmisiisig: gims i

Confined to bed U Subject to some
restriction movement of

lifestyles

mmsis mim s IRfj wiv RgA%N S MUUIIESUUNA
The Condition of the patient's wine s te/gh
recovery

Date: MM/YYY

gunansuSa faPatsmimasingw
Please detail the extent of recovery

O momeassiaiw Yes

U Ssmomis No

AENANSIUEASHMINNMUIUESINAYEAIYS S8 UGUJS W
NOUMUsimMIssma tHumei§in wyntifins ansmngs
U Sumassiafjwiginim« Please describe the past and

current treatment provided, including any operations
performed and whether it is likely to improve his/her
condition.

minpmeu Treatment

ingnudagigmsminnmugugis)ataiyis?
What treatments are planned for the future?

ingnndaigigunmuhsansmnis N goiys?
How often must the patient be on follow-up for this
condition?

inmiian y mispmuisimimnis: missinsisish g
uamusAliyuinggsemimetiiygis (yemii muuiigs
fsmunsya y 6i8) Is consultation/treatment in connection

with this disability related or due to (please indicate date
injury/illness was sustained):

Augf
Yes

Ss{ivigs
No

invgiRsumna
If yes, please specify:

ingatifimsusinuisimuminn TG apmaiuasinagatis
uis? Is the patient compliant with the recommended
treatment program?

ingntfmsansmauidngumsinuinsaguianmyw
ynuykidiyis? Has there been any improvement since you
first saw the patient?
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yanfifejmsiygsin y ulmuina Self-inflicted injury or a a
Sexually transmitted disease

gaudwmsmnSspaiainhe y ilutuwans a a
Congenital anomaly, nervous or mental disorder

yaulwmsulgicy a a
Psychiatric disorders

yatifmsun)sgl y un)sian a a
Drug addiction or Alcoholism
gatdmsuiguiidvamueifavsugenniss a a
Any medical history to cause this condition

AIAN AmMIMAENUWANIIS lity Caused by Accident

"o

UG

o

ausisinamidnimegathumsiAaigh

0
Please provide information on how the accident happened

muligsisimsgintdumsinaigy ig ie 5l

Date of accident happened DD MM YYvy
avnansiffiyatiugatisgumim:na

Please describe the injuries suffered by the patient

yssgunny yhimimn ingaulmsiemnitiyis? a a

waisibas is AyuEaiiamsuga Was the patient in good

health prior to the injury/Disability? If not, please details.

ishinuimegia iﬁgﬁﬁﬁﬁjﬁghﬁgsmnmﬁh y f§nisg Qa a

im]sfmgis? At the time of the accident/incident, was the

patient under the influence of alcohol, illegal drugs?

gugifamsugasinsuisimiema y mifiSajiSaistidynnl iGasmus

Please provide details on any Surgical Operations or contemplated on the patient

UNEHUANG ©8iingj ysn S MUWEMS muuuiigss i/fe/g winsismissma y8AiR
Name of Physician Hospital/Clinic & Address Date: DD/MM/YYY Type of Operation/Procedure

ansmayntii Patient’s Condition

fugugiansmn Suianumaisimimovgujsinuganimssgumg Juiguisiinunsyi
gufsAgmnusigywaminuma 8smeigms: Given the current condition and extent of disability the patient presently
has suffered, which of the following daily activities he/she Cannot Do:

D ﬁjggmnﬁmmjijig‘“v{h D mj@ﬁ§ﬁ f\JHI‘Iﬂ.ﬂS’]EUEﬁ Please details:
Continence Bathing

U maaj)nma U mivfima
Dressing Feeding

U mimaiys y isusiGanais Mobility or transferring

augifigisminwatygiufigiuans (GCS) goamijmus (fginma 9¢ fis) Please give
detail of Glasgow Coma Scale (GCS) score as below: (Full score is 15 points)
aunansivga Please details:

M waumeiw:mitGntgn ¢ v ] g
Eye opening response: 4 points
MIF WAL W MR 3 co ] GG
Verbal response: 5 points
MI{WasIURUHgESidhis(ANGE) ¢ o] B g
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I

Motor Neuron response: 6 points
avgiansuganinisgnwiswiigsaimmangsamimys

=
S

Please give detail of visual system impairment as below:

Normal vision or blurred or minor eye injury

igneigh Left eye tgneman Right eye
O &wimrym yiiico yivaignacgs O &wimsum yiiiv yiuaigassgs

Normal vision or blurred or minor eye injury

O mnopaiisaidm > 3/60 wisiymigngsys

Vision acuity > 3/60 or severe eye injury

Q

mognaiisaim > 3/60 wsiyaiang S

Vision acuity > 3/60 or severe eye injury

U mnspaiisédwim< 3/60 ynla ymawatgaism

Vision acuity < 3/60 or blind or removed eye

U mngpaiiséwim< 3/60 yula yimawatgaism

Vision acuity < 3/60 or blind or removed eye

aunonsiusa Please details:

aunonsiIvga Please details:

ingAAnGIimimauISAEanm? fusinm amimy

How would you classify the disability? Please state below

aunonsIuga

Please details

a fimimnsiagyhmnbijgd
Total Permanent Disability
(| fmimasinguhmuvinmemesg

Total Temporary Disability

a fimimninwigamnbijgd
Partial Permanent Disability
a fimimotihwigamuinmsmag

Partial Temporary Disability

iRiAgAAn BRI GMSUEaMNAME:? fIBUINMaNimy

What do you consider that your patient is capable of?

gunanNSIUGaSi iasmins 8 meuligspunawine
Please detail, types of work and the approximate date:

U vgmimimymivssmaisiaimun winmini
Following his/her normal occupation on a full time basis

O vgmimimymivamaigiaimun wdsinmiing
Following his/her normal occupation on a part time basis

d UgMINIgh
Following a different occupation

U Ssmepavminigsinna
Prevent him/her form undertaking in any work

insansimimauoyntiigg tnugsmeimnwyntifjunvivs
s Muiiiasinusniaams ?

What aspect of your patient’s disability will prevent him/her
form undertaking in any work in the future?

yiiiS§w Prognosis

i sSmyAANGIYALS MG{UAUIUS U 1§MIIRIN G1AUIAS AN
Hestaugnnfmeigms If you feel that the patient could

follow a different occupation, can you give an indication as to
the type of work that he/she could undertake?

innuamiduynansigatd meipguigmigeily ywavivg
iRyl maniugujg? When do you think the patient will be

able to resume working either to his/her present job or
alternative employment?

naiue 84 M
Signature and
Stamp

N U{UaAN&
Name of Physician

AlniyjEd & dnisw

Degree & Specialist

natuel

Signature

My sinsy ygsa
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muutigs (g/ie/g)) Hospital/Clinic
Date (DD/MM/YYYY) Stamp
HIUWFISUSINS] YINS]ONme
Address of Hospital/physician
1S §IRIE) fteou
Contact No Email
" yEUSHMWMIANGASYRIVAIRINS] YBFINg My WUSHUUHAN(A yasgmaualiimimniugnid
Please enclose copies of specialist or hospital reports together with any tests or similar evidence to the validity of the patient’s disability.
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