i1l Manulife Z#I CLAIM FORM Policy No.

FOR MAJOR DISEASE - REESE:
KIDNEY FAILURE

TR RER R — PR

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

1. Name of Patient i A% 2. 1.D. Card No. & 1378 5t 15 3. Age it

4. Are you the patient's usual medical attendant? [4F & 7% 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 (Kidney Failure). 75 k2 A2 16 1 S hi: (T 5638) = HY -
b) How long do you believe the symptoms had been present when you were first consulted 2R Bk i2 11 » B T HIE RO HBE TE A ?

c) When was the patient informed of the diagnosis? ( Please give exact date ) {5 %R A\ BI45 R > (35505 M H3Y)

6. Give full and exact details of the diagnosis. i & 3% 1 51 W B 2 Wig B

7. Had the patient any past history of the disease specified above or related illness? i A i1 & 75 A7 L e i s A B 5w 2
[INo & [IYes & If "Yes", give details # [ » R H LR} -

Name of Attended Physician(s) Date of Consultation Address(es) Exact Diagnosis
RE B ik 2 ZinHH Hudik TEE D EE R

8. Is there anything in the patient's family history which would have increased the risk of Kidney Failure? % A 2 F BE % 54 7 AT ) iy A B sesm st @ > 300y »

9. Please give details of the patient's habits in relation to alcohol, drugs and smoking. #5425 i A ~ 0245 0 08 3 1 2 3G ©

10. What is the underlying kidney disease causing renal failure? %5 B 5835 > i 4 L JgE 2

11. Had the patient's renal disease reached end-stage? % A = Wi 4 77 UL A B Bt 2

12. Is the patient currently undergoing regular peritioneal dialysis or haemodialysis? i A & 7 5 1IE 1% 3% 5& 1 I 02 A s M il 2 A 16 9% 2

13. Has renal transplantation been scheduled or performed? & 7 B2 HE 5 L A7 # F4if 2
If yes, please give the date. # [J& | » B5HE B H BB -

14. Please provide details of physicians to whom the patient has been referred or attended for this disease. &1L % 55 A 216 2 JH ik fE = B 5B} -
(We would be grateful for copies of any relevant medical report that are available ) (&4 4t & B B2 B RIA)

Name of Physician(s) and/or Hospital(s) Address(es) Date of Consultation(s) and/or Period of Confinement(s)
B R SR A Hiutk IR R/ S H

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

TR 2 A 5 H AR T i B A R 3 R T SR R 6 2 S SR B A B R

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