i1l Manulife Z#I CLAIM FORM Policy No.

FOR MAJOR DISEASE - RALIRSE:
MYOCARDIAL INFARCTION
FR R R ERAE — OB

PART Il - This Attending Physician's Statement must be completed by a qualified and registered physician at the insured's expense
Boh — AP EAERE WA ZRABBEHE 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 (Myocardial Infarction). ¥ ¥%s%i A2 16 4L SE Wi (O WUARESE) > HIY o
b) How long do you believe the symptoms had been present when you were first consulted? A& X2 I > B FHBEHREUOHBETESA?

c) When was the patient informed of the diagnosis? (Please give exact date) i I3 4195 A\ 32 Wi 45 58 2 (R5HE % vk H 1)

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? Ji A E 8 A BA 1 1t 5 5 5 A B ?
[(ONo & [Yes & If "Yes", give details # [f ] » i B HRE R -

Name of Attended Physician(s) Date of Consultation Address(es) Exact Diagnosis
FE W 2 SR Huik WEBZ B R

8. Is there anything in the patient's family history which would have increased the risk of Myocardial Infarction? i A 2 515 5t 5 AT AT 84 fmiis A S Lt JDURE S fr 2 it »

9. Please give details of the patient's habits in relation to alcohol, drugs and smoking. i 3 53 55 A il ~ W 75 3% 28 248 2 74 -

10. a) Please describe the initial episode: 15 i 5 H1 H1 i i :
clinical events [ F 1 ¥t

b) Duration of acute symptoms it 2 H B e

c) Date of return to normal activities PRI HIE¥ 1% B2 A

11. Please give results of any investigations performed e.g. resting ECG, exercise stress tests, enzyme assays, isotope imaging, coronary and LV angiograph.

WRBIA AR WL OER EBOBR - BERUE - FALRBR S OBIR R 20 E R -

12. Please provide details of physicians to whom the patient has been referred or attended for this disease. 7 #1245 A\ 32 16 4 T iF =2 B L 20} o
(We would be grateful for copies of any relevant medical report that are available ) (#itas #2 £t £ T 5 B B8 4 I AC)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
AN I, SR AT Hb Biak/ Bk AN

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

B 582 1 75 A v i B AR A 73 B TE SR 6 2 S R B AT B R

Signature # & X Name of Physician (with stamp) ¥4 2% (%)
Date H#i Address Hihik
Qualification &# Tel. No. & 5%
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