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This statement is to be completed by the doctor in attendance during the deceased’s last illness or

injury and each question should be fully answered.
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nneavtinsfilena i) (Hospital number) HN e
vneavgihenieluaniuneina (Admission number) AN s
4. n. auvghvirlviae (Cause of death) Tl ee s
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1. Anuany (Injuries) Qe
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O Accident O Suicide or O Homicide (Describe |
briefly)
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(Did the health cause by alcoholic infoxication o | =
narcotic drug? YES/NO)
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nannunla (How long do you know the deceased?)
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(Date of first attendance in last illness)
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(Date of last attendance in last illness)
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sgmsla (Was an inquest held or autopsy performed?

YES/NO
If so, by whom and what findings)
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(Have you treated the deceased during the last 5 |
years prior to last illness? YES/NO)
If so, please furnish cause and nature of ailments.
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dmswTsaszy Did the deceased to your knowledge, receive treatment from any other physician,
or in any hospital institution? YES/NO If so please furnish the following;
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Additional comments
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