Il Manulife 7= Fl CLAIM FORM Policy No.

FOR MAJOR DISEASE - STROKE RRR:
TR — b

PART Il - This Attending Physician's Statement must be completed by a qualified and registered physician at the insured's expense
B — AR BAERE WA ZRADBREHE ST MEEER

1. Name of Patient i A #t: 4% 2. 1.D. Card No. 138515 3. Age it

4. Are you the patient's usual medical attendant? [4F & 1% A2 FA N B2 2
[INo & []VYes £ If "Yes", give details # [J&] > s A BEH o

Period of Consultation Past Health History
FEZHIF YN LR E VA

5. a) Date on which you first attended the patient for this disease (Stroke). 742 i A i 1A S B i (TR Z H Y o
b) How long do you believe the symptoms had been present when you were first consulted? A% X2 8 R ERK > B FHEHRMOHRETEA?

c) When was the patient informed of the diagnosis? ( Please give exact date ) {2 N2 BI45 R > (35505 ¥ mE F3Y)

6. Give full and exact details of the diagnosis. i & 3 1 5 W BT 2 Wig B o

7. Had the patient any past history of the disease specified above or related illness? Jii A i £ 5 75 AT b5 s sl 1 B ¢ s 2
[CONo & [Yes & If "Yes", give details # [ ] » i H ARG R -

Name of Attended Physician(s) Date of Consultation Address(es) Exact Diagnosis
FE B i E2GEEE ] Huik WEE 2 B R

8. Is there anything in the patient's family history which would have increased the risk of Stroke? %5 A 2 5 i 5 5 75 (2 5 s A b b Ui o > g @

9. Please give details of the patient's habits in relation to alcohol, drugs and smoking. 753 £5 % A I ~ 17 o I B0 2 s o

10. a) Please decribe the initial episode: 545 i1 5 101153 :
clinical events B

b) Duration of acute symptoms s : i £ H B IR ]
c) Date of return to normal activities and/or the patient's persent limitations-Physical and mental #RE ¢ 5 EH# H B H I & / sops \NBLEE 2 5 8 JORS o i)

11. Please comment on any neurological sequelae which lasted more than 24 hours. Are these sequelae permanent? &% 52 % i DU /NEEDL b2 pp 28 R 5% 38 i -
HARIENE A KA ?

12. Has there been an intarction of brain tissue, haemorrhage or embolisation from an extra-cranial source? %75 Hi B3 i 4L 45 A8 5 ~ th i %% 50 A 5 58 D) A1h i I A8 AR5 | B
P e
[] Yes#t []No#&

13. Please supply details of radiological investigations and laboratory evidence as well as any other tests. it i 4t 45 BI85 PEARAS ~ 101558 W) 0 HiAt b s 2 ek o

14. Please provide details of physicians to whom the patient has been referred or attended for this disease. 7t $ 11 ¥ 2 95 A 32 1 4 T i i > B 2 20} o
(We would be grateful for copies of any relevant medical report that are available ) (4t 12 £ A B 5 BeR 15 R A%)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
AN I, R4 Hb ik Biak/ BB A

15. If there is any further information which, in your opinion, will assist us in assessing this claim, please furnish such information below.

T 8 e A 15 A IR i AR A ) A R S SR 0 2 i AT R

Signature %% X Name of Physician (with stamp) % 4: % (j#Ep %)
Date H#ji Address ik
Qualification &# Tel. No. & & 555
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