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Patient’s Name. ... Age: ol Years Sex: [ ] male [ ] female
IDNO .o HN# o ANH Date OPD.... ....ccoiviiiiiiii,
Date admitted ... Time ..o Date discharged ... Time..........ooo.

2.FOR ILLNESS
A. How long had the patient experienced the Symptoms ? .. ..o days / weeks / years.
B. How long do you feel that symptoms existed prior to this consultation ? ..o, days / weeks / years.
C. Did you advise the patient to be admitted to the hospital ? [T No T[] Yes

INAICALION FOr @AMIUSSION ...t e e

3.FOR ACCIDENT

A. Date &time of accident : Date .......o.ooiiiiii TiMe & o
B.  CaAUSE Of GC C AN & ot
C. Was the patient under the influence of alcohol or drug at the time of arrival to the hospital ? [ JNo [ JYes...................

4. Date first saw the patient for this IlINESS / INJUIY & .. . e e

5. (a) Present 1INess / Details Of INJUIY & ..o e e e e e e
(b) Pertinent clinical findings (SYMPOMS & SIGNS) ...uiiuieiiii e e e e e e

6. (a) Pertinent [ah / INVEStGatioNS & ... .. .. e e e e
(D) HIVTest [ T1YES, reSUlt ... [ 1 No

7. Diagnosis (including principle / underlying condition / complication)
T ICDA0L TL JL JL JL T 20 i ICD10[ 1[ 1]
B ICD10L I0 JL J0 J0 T4 i ICD10 [ 1 1]
8. (a) Treatments (including number of stitches, medication given, physiotherapy, etc.) :

—/ —
[ p—
— —

(b) Operation & ......cooiiii e ICDO[ J[L 1L 10 1[ 1Pathology report : ......cccoeiviiiiiiiiiieiiiiieieee e
Surgeon’s Name .....o.oovvviiiiiiieee e, Specialty .......coooviiiiii Date performed : ......o.cooviviiiiiiiininnn,
(c) Diagnosis and treatment by other doctors in the same occasion.[ ] No [ ] Yes, please give detail

9. (a) Result of Treatment: [ ]Good [ ] Fair [ ] Poor
(b) Possibility of recurrence ?[ ] Yes [ ] No
10.(a) Date of the last treatMeNnt / FOHOW U & ... e e e e e e e e
(b) The patient's symptoms at the time of your last consultations / examination ? ..............cocoiiiii i
11.Was the patient referred to you by other physician (s) ? [ 1Yes [ ]1No
DO O & Clinic / HOSPItal & ...

12.Was the injury / iliness contributed to or influenced by any of the following ( eg. Pre-existing weakness or extended period
of disability) ?

a) Physical defects/congenital anomaly [ IJNo [ 1Yes
b) Unfavorable past medical history [ ITNo [ ]Yes
c) Degenerative change(s) [ INo [ 1]1Yes
d) A family history that increased the probability or severity of this disease [ INo [ 1]VYes
e) Doctor’s advice to have periodic “ Medical Screening ” for this disease because of increased risk? [ INo [ ]Yes
f) Alcohol or drugs [ INo [ ]Yes

If the answer is “Yes”, please specify

13. Other past medical history :

Date Diagnosis Treatment Duration Doctor/Hospital’s

Name
14. FOR FEMALE : Was the patient pregnant at the time of treatment. [ JNo [ ]VYes .......... weeks (LMP @ ..o, )
: Was the treatment related to infertility? [ INO L JYES i

I, hereby certify that | have personally examined and treated the insured in connection to the above disability and that the facts are in my opinion as given above.

Name of PhYSICIAN ...o.uuiii SpeCialty ..ovvviiiei License NO ...covevviiiiiiiiii
Hospital Name ... AAAIESS . TELNO. ..o,
SIGNMALUIE . DAt . .ovii e
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