CIGNA

ﬂemuuwwﬂmi'mnm

uwuumuﬁaaannununwu nauﬂ‘uu.wﬂmﬁ'ruqnuavmuauruwws..namm'uw mnummuLuum‘qmwhnunusﬂumuﬂnuau
Patlent's NAME. ciive v err s tsniins e st bres s ot s s b g aas s s ra e r e s AGEI rvrirenians Years Sex: [ ] male [ ] female
IDNG ccocoiicirerirecrnrsierisssccnmmnnen NG # i AN e e DA OPDnes e v
Date admitted ........... rteereesabenersasarnans TINE covveerrevnrerrrsnsreerse DELE AISCHAMGE corevrevrsie it veeres ennens TIMAL,,
1.CHIEF COMPLAINT :
2.FOR ILLNESS
A, Howlong had the patient experienced the SYMPLOMS ? e vecisneennnarmseen et days / weeks / years,
B. How long do you feel that symptoms existed prior to this consultation ? .. erers e J8YS / weeks / years,

C. Did you advise the pafient to be admitted to the hospital ? []No [ ] Yes
TNCICALTON FOr ATMUISSION 4t uuvrvriirreessieiionsvucirsernessroniosissrensesnssinstereensesnssnerniarersnaberssennnnssscetint kb vesrnreatssadssditsarenes

3 FOR ACCIDENT
A, Date &time of accident : Date . vvviverirvecmrsis i ernr i s i e e ens s ses TiMe ? vveenn

B. Cause of aCCIdent ! .vu.ivviiicimriisiim s e e o eremnreeriera i ere s abin rerrenrnenn et besstrransensn
C. Was the patlent under the influence of algohol or drug at the time of arrival to the hospital 2 [ INo [ JYes...ceuiivcneian
4, Dats first saw the patiant for this IINESS JINJUIY o e e e s e e s raare s dra e s fere
5. (&) Prosent lness / Details Of IMJUNY 3 . i s s s r s ant setsssis renasaems drnrraees brasaseay nedennanaannanons

(b} Pertinent clinical findings (symptoms & Signs} ...
6. (a} Partinent fab / Investigations : ...

(DY HIV Test [ 1Yes, result ............. G vetansarrartontasetieare esatarbabrastereans [ ]No
7. Diagnosis (Including principle / underlying candition / complication)
Ts verrersresesamnnssesssianrrarnnnans {0 0 T2 I N N O I O OO ico10f 103030 001
TR ORI S o= 5 T+ 1 1 1 O 1 A I LACDIW LI I I TE D
8. (a} Treatments (mcludlng number of stitches, medication gwen physiotherapy. etc)
{b) Operation : . cerevemreeesressenessassesenenenenelCD @ L 1L T 1L 11 1 P2NOIOGY fEPOM £ wovvrrareerennseeseesranrases
Surgeon's Name ....................................... Specially .ovveevn e e Date performed

{c) Diagnosis and treatment by other doctors in the same occasion. [ 1No [ ] Yes, please give detaﬂ

9. (a) ResuitofTreatment: [ ]Good [ ] Falr [ ] Poor
(b) Possibility of recurrence ?[ ] Yes [ ] No .

10.(2) Date of the (25t IreatMent / FOIOW UD & cocviirerierireviienereece s serass trs1as s sanss soss smss tanstssbussenmurnnssass saasrasnsiasisessnsrennes
(b) The patient’s symptoms at the time of your last consultations / examination 7 .......

11,Was the patlent referred to you by other physiclan (5) 7 [ 1¥es [ 1No

DIOCIOT & vivvrsnrearnnrsrrrensvarsrosssssnsurazaaciantsasssvsisnssssssssrsrnsas CHRIC / HOSPIAL 3 cveeeeviiriiiise i niiiiss s csisiss ter isssaarssaranans
12.Was the Injury / illness contributed to or influgnced by any of the following ('eg. Pre-existing weakness or extended period
of disability) ?

a) Physical defects/congenital anomaly [ INo [ lYes
b) Unfavarable past medical histary { INo[ lvYes
c} Degenerative change(s) [ INo[ 1Yes
d) A tamily history that increased the probability or severity of this disease [ INo [ ]1Yes
e) Doctor's advice to have periodic * Medical Screening ™ for this disease because of increased risk? { INo[ ]VYes
f) Alcohe! or drugs T [ 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. [ INo [ ]Yes......... Weoks (LMP § oeeocierirrenenanns)
: Was the treatment related to infertility? T OTNO [ JYES ceiimiverriemrecsermsmiscesenanianiissssssnsssiasns

15. Other comments about the injury / illness

1, hareby certily that | hava parsonally examinad and treated the insured in connection to the above disability and that the facis are In my opinlen as given above.
Name of PAYSICIAN 1urrvisissrmeemesinsseininsisnssrnrnen it assstesssassane o s SPECIAIY oreeseiccrissiirmnersssnnna s sasniannerenLICBASE NO Lo
Hospital Name U To s - OO U OO cemterrreet TEL NO v et iiensannisens
SIGOAIUIR. 2. fevsressianransisrsesremresrarermssreasbissnsnssssinssesssossssrssenssanssvnsrarraensastos s DB sovorrisvntsnssseonisaissien st s s s sene st et




