Il Manulife = # R

CLAIM FORM FOR MAJOR DISEASE - CANCER
TR PR BER R — W it

PART Il - This Attending Physician’s Statement must be completed by a qualified and registered physician at the insured’s expense

SER — AR R AR R Z R BB 2 R I A R

1. Name of Patient %5 A\ #t:4% 2. 1.D. Card No. H43 % ¥ s 3. Age it

4. Are you the patient's usual medical attendant? [T A= FAN B2 2
] No & [ Yes & If "Yes", give details #5 [ > @B H B R -

Period of Consultation (DD/MM/YYYY) Past Health History
JREFZ I (/R /4F) 9 N A A G 00

5. a) Date on which you first attended the patient for this disease (Cancer). B X %% N2 16 R I i () Z H# o (DDH/MMHA/YYYY4E)

b) How long had the patient been experiencing the symptoms/complaints before the first consultation? Ji AfE ¥R 2 0 ELRA EAR/ EFFE A ? (DDH/MMA/YYYYAE)

c) Symptoms (s) / complaint(s) of the patient relating to this disease (cancer) i A\ & JE i KE (9 ) Bt th B EEIR / 2 3F

d) When was the patient informed of the diagonsis? (Please give exact date) il B N2 Bi 4R ? G 5 i H ) (DDH/MMH/YYYY4E)

6. Give full and exact details of the diagnosis. 7 &F %1 5 i P2 B ekt

7. Had the patient any past history of the disease specified above or related illness? % A\ 45 %4 75 A b 7y sk A B 2
ONo 7 OYes fi If "Yes ", Please provide details; # [ ] > s afalt o
Name of Attended Physician(s) and/or Hospital(s) HEiz B /E 4% K% / sibi 4%  Address(es) ik

Date of Consultation(s) and/or Period of Confinement(s) &1 %/ S8k H 5 (DD H/MMJT/YYY Y4E) Exact Diagnosis i B & B & Bk

8. Is there anything in the patient's family history which would have increased the risk of Cancer? % A 2 K BE 15 504 7 A8 A\ i _E e b o > =g 2
[ONo & OYes & If "Yes ", give details #F [ » i F A WG H -

9. Did or does the patient have any habits in relation to drinking, drug taking and smoking. ¥ A &5 8% 54 A iK1 ~ W35 sl o 2 54 2

Duration ¢4 IR¢H]
From i (DDH/MMH/YYYY4E) To % (DDH/MMA/YYYY4E) Consumption Per Day £ K f & :

a) Drinking fki#i O No#& [Yesk
b) Drugtaking %# CONo & [Yesk
c) Smoking & [ONo#& [Yesi
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Policy No.
PREHRSE: |

Test item g 5EIEH Result 453

What was the site or organ involved and the precise histology of the tumor? #5357 Ji % it i 2 o B 832 B 2 88 » Mt 51 IR = AL A% 45 e

(For cancer, pleases state stage under the American Joint Committee on Cancer (AJCC) cancer staging system; for brain tumour, please state stage
under World Health Organization Classification of Tumours; for Hodgkin lymphoma or Non-Hodgkin lymphoma, please state stage under the Lugano

(B8 R > AR R S EI S Z B & (American Joint Committee on Cancer) MU 2R 520 35050 H FE A0 ) o Joeg IR R » i A 42 11 0 1 2 4L 8% R 4 81 (
WHO Classification of Tumours) 5 HHA) ; G e ff B4 bk B8 2k Ik ) Bt 4 K EL R - 375 MR B8 I s 20313 (Lugano Classification ) 51 HH: A5 i 4 1k 2

Based on above staging system, what is the staging of the tumour? M8, _E4M IR 4% » sZ IR 2 58 % 4002

10.a)

b)  What tests were performed to confirm the diagnosis? %47 7 MR £e i 34 A e 2 8L 2 B 2
Date of the Test 45 A ] (DDH/MMA/YYYY4E)

c)  What was the staging system used? JlEJ > /1 & 52
classification; for chronic lymphocytic leukaemia, please stage the Rai stage)
ERELAL W5 - 51 H I RaifR i)

d)

e) Is the disease completely localized? ¥i fif: & 75 56 2 R & AL 2

f) Is there uncontrolled growth and spread of malignant cells? J 4l 1 & 757 32 4 il A 42 B 4 2

Is there an invasion and destruction of adjacent tissue by malignant cells? J 4 il J& 75 42 AR S5 500 40 0 40 4% 2
Are regional lymph nodes involved? J& 75 5 2 ST ik B 45 2

i) Are there distant metastases? J& 75 B i Pk i 2

ONo & Yesk
ONo#&  OYesg
CONo 77 O Yeskt
ONo & OYesk
ONo#&  [OYesk

i

(We would be grateful for copies of any relevant medical report that are available ) (i $2 44T A BH 55 85 fAS)

Name of Physician(s) and/or Hospital(s) 54 itk J2 / s be 408

Address(es)Hh ik

Date of Consultation(s) and/or Period of Confinement(s) &2 5%/ si& ki Hi (DDH/MMH/YYYY4E)

. Please provide details of physicians to whom the patient has been referred or attended for this disease. #8245 A2 11 T fi 2 W AR Rl

12. What kind of treatment(s) is/are the patient receiving/had the patient received? ¥i A IE/ 8% 524 G RE?

Treatment ¢

Please list out the treatment dates, period, schedule and details of treatments 71 th ¥4 %¢ H 31 ~ 0174

~ W FAIRIEERG (DDH/MMA/YYAE)

I Surgery F1l§

[ Radiotherapy & J%

[ Chemotherapy b

[J Targeted therapy HEHEA ¢

[J Bone marrow transplant 45 % ki

[ Proton therapy & 1A%

O Immunotherapy e 5%

[ Cyber knife #§f5%5fi J]

0 Gamma knife {il#5 7]

[0 CAR-T cell infusion
ik A HUR SZHET AN (CAR-T) ANAR I

O Hyperthermia therapy 7 il 245

[0 Photodynamic therapy (PDT)
JeE) i Bk (PDT)

[J Stem cell therapy #4455

[ Clinical trial cancer drug treatment

B R R B A B ¥

[ Off-label cancer drug treatment

T I Y 2D 16

[ Others, please specify HiAth » sk B:

* Please answer question 11 if patient is receiving/had received Clinical Trial Cancer Drug Treatment and/or Off-label Cancer Treatment #llji5 A1E/ ¥4 #%% [ A

BRI ZEY) IR ) B/ B [ IR A A ZE V) R i )

> A AR L
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13. Is the patient receiving End-of-life Care treatment? (ie. any treatment provided in hospital or a registered hospice specifically to relieve cancer symptoms in
which the cancer is progressing due to lack of treatment to cure or control the cancer) % A & 75 1E 4% 52 W ST st B> (M A5 B B s e I 28 A I 48 43 52 6 A R i ik 2
TEOE o T 2 TE A AL ELARAT R 9wl e ) R RE A 96 T 16
ONo & O Yes ;& If "Yes ", please advise details of previous treatments given, current situation, prognosis and periods that the patient receives End-of-life Care treatment

A GG PO TR RE ~ BTN - R RPN B S W0 ITE BRI I B B O B S A

14. If patient is receiving/had received Clinical Trial Cancer Drug Treatment and/ or Off-label Cancer Drug Treatment, please provide the following documents. Il
NIE/ ¥ TR BRI RE S IR 0 | B/ 5 [R50 MR i he 484 i i ] » 3R B DA T 3tk
- Medical journal #& £k
- Clinical practice guidelines or protocol stipulated by a medical institution R HE K a2 A4 R B e R s &
- Drug insert ZE4 @il

15. If there is any further information which, in your opinion, will assist us in assessing this claim, please furnish such information below. [& T #2 % HAth & Bh vl {5 By

AN T AL IRBOR G 2 SR BB -

X

Name of Physician (with stamp) 5/l #: 4 (LE#) Signature %%

‘ \ ‘ | ‘ [ 1 ‘
Qualification of Physician 5/E &% Date Al (DDH/MMHA/YYYYEE)

‘ L ‘
Address Hi ik Tel. No. &5 57
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