IGIWAANIUATFI0S] (FIANSAIANAFImASTAS)
Attending Physician's Statement (Total Disability Claim)

Il Manulife

all the answers in
this form are true to

iagnostic settings

A
Patient Name
o Mmuwyatd §l | 1As .
Nawsgisi , = O 5 Female A e Male
Patient Age Yearold | sex:
General z
) . eginig yeiul
information .
Phone Number Occupation
MU WESIURHALS
Patient's Address
fintsyniifl Patient’s Information
HiAYATRINg A muushiupgatlis:lusis? iius i neisminnmeus
yvumawinaidugnid gaisliymemnpmeusuaign O tusYes Maintenance period
Are you patient’s regular medical advisor? If yes, please O 8stus No
Al Y confirm How long has he/she been under your care?
meuiigsismifaniys ig ie gl mesuhigsismifansuimw | ig ie gl
Declaration Date of first consultation DD MM YWY | Date of last consultation DD MM YYYY
MUUTIESUEIAINS]HUY . . . MUUTIgS PN SIG§iss . . .
° ig ie gl ig ie g
Date of first hospitalization Date of recent
P DD MM YYYY i DD MM YYYY
hospitalization
a . _. | winammngetigatimognisinuguapmywynidn
g Uiy NIHSHNGIAY
éii'iu}ﬁhSLaﬁ‘{UUUS iyh? What symptoms did the patient complain of when
1s:ﬁﬁ%mmsmﬁm: he/she first saw you for this condition?
v Safiagma it siiwidusatiinamsginanmiss?
mumiwasEhE{Avps | How long has he/she been experiencing these symptoms?
ORAIURISY mumiwEnigavganpgyivegn iwnutigs Wuynaa
sigatfinamsinafagmsinis:? In your medical, how long
do you think the patient has actually experienced these
I hereby declare that | symptoms?

Name of Physician

Hospital/Clinic & Address

Date: DD/MM/YYY

the best of my NAISEW mouiigsisinaIs§w ig is gl
knowledge and Diagnosis Date of diagnosis DD MM YYYY
belief. S e mouligstiuyatimsiading | | , .

(ulause ;)f the disability 3B Date dingnosis was igD Ii"glM leYY

made known to the patient

mumiguiapmywyatid iyatimusguminpmuisisinsg ug8anmegsiys ?

To your knowledge which hospitals/clinics, that the patient was treated for any illness/injury?

Iuneuguha vins) ufsn Sh mewis | muuligss igfe/m YUINGis MinNmeu

Reasons of treatment/ Diagnosis
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ansmaynasifi Patient’s Condition

L o

auijuntugani wins SanPagsys Isimmnugujgiue

oo

yAtif 1 Please describe fully the nature and severity of the

patient’s current disability.
innnmnuayatd Shmsumnmsiagsns Sstum y ms

maingiuingis? ayueuga s his/her disability
progressive, stationary or improving? Please detail

ANSMAUGUISIURIALA gunansiuga
Current Patient’s condition Please provide detail
U moihms a AN NmuiSiGe
Ambulatory Confined to his/her home
O wpnnishidia U waymniansig: mimsing
Confined to bed u{ey Subject to some
restriction movement of
Aanarwma : ayoid _ _lifestyles _ : —— .
_ . HIMIIS MIH USR] Wit fUH AN MUUTGSUUNA unanSIuga dnBaismithasiadjus
niNey & Uigy o = & o g -
5 The Condition of the patient's wive  fe/g Please provide detail the extent of recovery

WwasiGuinmEs {mU | recovery

\ Date: MM/YYY
ms

U memasiaijw Yes

U Ssinsthis No

Note: Please use the minnme Treatment

different spread — : —

. JUNANS1IUEaHNMINNTIVRIINENNYS St ugujs 1w
sheet if space ° ¢

provided is not atumusivmima WuMmsigMmwynifivsansmags

enough. ey Sameusiafjuwiginim Please describe the past and

g»

o3

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

ingntifiagigmsminnmugugig)atiyis?

What treatments are planned for the future?

ingniin(gieBAmMyMS AN SIS UNNEBIYE?
How often must the patient be on follow-up for this

condition?
inmsian y minpmesisfiimimniss missinshisisy g o | Ssipug | BRvmiasuma
uamusniiginggsemmetiyis (gemuil muuligs Yes No If yes, please specify:

fsmumiyeu y i8) Is consultation/treatment in connection
with this disability related or due to (please indicate date
injury/illness was sustained):

ingntimsuginsisimuminn sifis oo v Rt Ayt a a
yis? Is the patient compliant with the recommended
treatment program?

fyntifimsansmopidagamanuthusaguapmyw a a
HA ﬁgmmgts? Has there been any improvement since you
first saw the patient?
yrifigemsiyrgsin y Glimuina Self-inflicted injuryor | a
Sexually transmitted disease
HA ﬁE msmndsipaining y slutauans a a
Congenital anomaly, nervous or mental disorder
ya ﬁS stifigsSa a a
Psychiatric disorders
ya ﬁﬁmsim]stﬂ y um)sgn a a
Drug addiction or Alcoholism
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yatdmswianiinuvamueifamsmuasnniss a a
Any medical history to cause this condition
AN i mim OGN AN BIA TG S]

auguiamsisingmidnmegntiumsifaigi
Please provide information on how the accident happened

muUnigsisimegIntit um siAnigih ig ie 5l
Date of accident happened DD MM YYvy
asnansinfyaiiugatfsgumimna

Please describe the injuries suffered by the patient

yssgruiiya yinimn dyatinsyemaagibyis? a a

wiisifiads 1s sjugaiiamsuga Was the patient in good

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

wlincuim:gia wygniiigaghansmniuih y a§nmisgl a a

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

patient under the influence of alcohol, illegal drugs?

mugulamsufasinshisimizma y mifiSayduisiubyntid Gdsmums
Please provide details on any Surgical Operations or contemplated on the patient

UNSUHUANG u§iing] yasn 8 MevwEs mouuiigss ighe/s | Wwinsismisma ySATE
Name of Physician Hospital/Clinic & Address Date: DD/MM/YYY Type of Operation/Procedure

augUgiansmn Suianumnisimimnugujsicugatiimssgumgiuigvisinussy

sfwaymausiiggwamiiiuma Ssmsigms: Given the current condition and extent of disability the patient presently
has suffered, which of the following daily activities he/she Cannot Do:

Q wugmngumiviguui Q msyadn fyunansiuga Please provide details:
Continence Bathing

Q manjjama U miwhima
Dressing Feeding

U mimaiys y disusiianas§ Mobility or transferring

mvgisisminwatywiigiuans (GCS) goamigmus (Agma 9t fig)
Please give detail of Glasgow Coma Scale (GCS) score as below: (Full score is 15 points)

mitE wasmsi: A AR . /l.fs s nNansiusa Please provide details:

Eye opening response: 4 points
MIWasTEWMAjE ¢ o GRS
Verbal response: 5 points
M waviu o igy Sidhis(fnGi) 8 oo B0
Motor Neuron response: 6 points

=

yuguinmsuganimigsigpuwiswiigsaimmangsaijmys

Please give detail of visual system impairment as below:

tanenigh Left eye {gneesl Right eye
O swimmym ygio yiyaigaacgs U Awimmym yiiic yiyaigasogs
Normal vision or blurred or minor eye injury Normal vision or blurred or minor eye injury
U mnspaisawim > 3/60 msiyaigagsss U mospaisawim > 3/60 wisyrigagses
Vision acuity > 3/60 or severe eye injury Vision acuity > 3/60 or severe eye injury
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U mospatsaiim< 3/60 yhla yismawatgaiem

Vision acuity < 3/60 or blind or removed eye

U mnspastsaiim< 3/60 yhla yismawataaiem

Vision acuity < 3/60 or blind or removed eye

asnansiuda Please details:

fasnansiuda Please provide details:

ingAARSIAMIMARISABaAM? fyutinmenijmy
How would you classify the disability? Please state below

funansuga
Please provide details

Q Ammastagnmsdijgd
Total Permanent Disability
d Amimnsi Ul muimemnug

Total Temporary Disability

Q fmmachwignmssijgd
Partial Permanent Disability
U dmmnmhwigamuigmemag

Partial Temporary Disability

IRUAYARRGIYANAMBMS IBAMNAMES:? AIEUINM SINMY
What do you consider that your patient is capable of?

sunansiuganii winsmans 84 muuligspunauiviu
Please provide detail, types of work and the approximate
date:

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

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

d USMINNRI
Following a different occupation

U Ssmoprvminigsinng
Prevent him/her form undertaking in any work

insansimimnuiiyntifg:inuSsmemrwyntiipaviui
siIgiiyiSiviiasinunsanms ?

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

yuisiw Prognosis |

D USmynARGIHALR MBUAUIU Y 1§ MIEHN IR{UNRS Mg
gelrugntifimsims 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?

ininuaminugnAnsIEntd MepsUEMIEsiRY yunavivig
il iminiugujg? When do you think the patient will be

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

naiu 81 M
Signature and
Stamp

UNSUHUANS

Name of Physician

a

AiniyjEs & NAISH

Degree & Specialist

ngiue

Signature

meuuligs (fg/ie/gl)

musnnsj yasa

Hospital/Clinic

Stamp
Date (DD/MM/YYYY)
MUWEHSHSING] YINSjINme
Address of Hospital/physician
LT fAtuu
Contact No Email

*

MUMUSHMWAIRNGAGYNIURIFING] U SINgIMyw ugh g ANEY UAImRumAaiimimaunigatd

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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