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aﬁi[ﬁf“l/ Attending physician issuing this report has to be a certified and licensed physician. In case of any fee occurring, the Life Insured shall be responsible.

1. Iﬂiﬁ:ﬁﬁaﬁl PatIENT'S NAME.....oereeerererterese et ees s ssees s ssses st sessssens e s sasen HW/ Age: ........... @/ yearsold 1A%/ Sex: [ {UfU/ Male O [ftf/ Female
FUNNTFU/ Date admitted N/ Time
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IeHRAEMANGRN/ 1D No. ...

ig15enAuSINg)/ Date discharged.... T/ Time........
2. M[URE/ FOR ILLNESS
A. iﬁﬁﬁaﬁ%ﬂ Sm'ﬁfu'ﬂm'ﬂﬁﬁlﬁlﬁim EUQ@ SIUIL 2/ How long had the patient experienced the symptoms?............ccce..... %g/ days/ﬁ)’@[ﬁ/ weeks/ Ej/ years.

B. Iﬁﬁﬁm[ﬁfﬂmﬁﬁjgﬂiﬁﬁigjﬁﬁfﬁm FUﬁiLm:ﬁEIS SHASTU:I0 [Uq@ SIUIW 2/ How long do you feel that symptoms existed prior to this consultation?

fg/ days/ﬁjg‘liﬁ/ weeks/ @/ years.
C. IﬁﬁﬁmS AN s BJjHA ﬁaumﬂﬁmmimHSﬁﬂ GJIMUW ?/ Did you advise the patient to be admitted to the hospital? [J 1818/ No U #18i0N S/ ves
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3. UM A/ FOR ACCIDENT
A. MUUTIGS SHINUHANISIM DA/ Date and time of accident: M UUTIGS/ Date:o.m.orvvvoscsers oo TV TIME e

B. YUt niSiLMI gﬂn/ CAUSE OF BCCIHARNT covuvueee et ces ettt et s e bbbt e bbbt s
c. ifgntigaisiymuanoisa)aguta ggﬁt@]smﬁn UUMSYARYESINGJIRIYIS 2/ Was the patient under the influence of alcohol or drug at

the time of arrival to the hospital? [ f181¢/ No [ ©18/ Yes
4, 'r'ﬂfUU?iggiﬁ ﬁﬁﬁﬁﬁﬁfﬂ ﬂaj"ﬁ& ﬁ jﬂjl[ﬂ Ut E/ 1J#U1S 2/ Date you first saw the patient for this illN@SS/ INJUIY:..u.vucvvercirine e
5. (a) ﬁﬁ UGU]S/ Present illness/ 1600 ﬁmEﬁISTUUﬁJ/ DELAIIS OFf IMJUIY .ceieiincine ettt ees st e b e st seb bt s s e st sttt eeb s bnnen

(b) MIIAT Gmi E fﬁﬁﬂLﬁ‘jiﬁﬂjmﬁﬂ§ (@t §ﬁﬁjfzm)/ Pertinent clinical findings (SYMPLOMS & SIZNS)....c.ccvuriurrieirereriirieeeseeeesire sttt sesess e aes

6. (a) MUAITMABSIATAN TS/ MU Pertinent 1ah/ INVESHZAIONS: ... s

(b) MIFIAEIIATEINAUY HIV Test O 8s@mu/ No O1 EUIRIAES/ Yes, Q0GR RESUI v
7. mﬁ?§§w§ 1/ Diagnosis 1 Iﬂﬁ?éﬁﬂjé 2/ DIAGNOSIS 2..vvvvverirressesesisessssssssessessesessssssssssessesssssssssss s sssssssssssassens
mﬁ?fj 3/ DIAGNOSIS B..uveerereeenseire e iiseneiseesses et sse e i bbbttt inﬁ°§§w§ A/ DIAGNOSIS A.ueveeeeeereeseire s eeseeseessee s et et saess s
(EHUQ;] UanNSm ﬂfﬂHﬂJ’fﬂ sais Shmn ﬁjﬁﬁ_ﬂ m? ﬁg )/ (Including principle underlying condition and complication)
8. (a) MIANTLY (JBNS i SSITI A MIﬁLULfﬂ ﬁJ’Lﬂ INASNWEB IR 90U )/Treatments (including number of stitches, medication given, physiotherapy,
BEC.) trrrtretee ettt ettt et s et b et e R e st s bRt et s ees s eea e sen R et eae et eaesetens
(b) M2 ma/ Operation:.. SO PRS0 | | WM nﬁﬂLﬁJ/ PatholOgY rEPOM: ... .ucvveeeeeereerieer ettt ese e ees e r et n
DL GJf:mﬁ/ Surgeon’s name: ....LJ SN/ Specialty............ ..M EUUHU gi:mM&/ Date performed:

(c) mnﬁm 'ﬁ?§§lﬁ §ﬁmmym Ut wian ‘.?Jiﬁ‘jﬁi‘}jﬁimﬁﬁm mr’nqm@ 4/ Diagnosis and treatment by other physicians in the same occasion.

O mMS81¢/No [ 8/ Yes, ﬁgﬁﬁmﬁﬁmsm?jﬁ/ P1ease GIVE AELAIL...vuverceeceeereereeeeeeeee e eeessaeseess s ese s s sen s seensenes
9. (a) UGH m?srﬂmﬁm fU/ Result of treatment: O Y/ Good 0 8RjY/ Fair O HS/ Poor
(b) UGM nig mmom{mjﬁ?m 2/ Possibility of recurrence? (1 §SHIG/ No 0 ®MG/ Yes

10. (a) M UTio QiS"WmJIm U/ MIMyh Sﬁﬁi[ﬂ W/ Date of the last treatment/ Follow up:
(b) m‘ﬁmggmumgﬁﬁmshn ﬂij'm A SﬁjﬁﬁQﬁiLm W ?/ The patient’s symptoms at the time of your last consultations/ examination?

A0 ﬁﬁma’m SUI{I’] Siﬂﬁﬁiﬂ] wiHn GJIﬁJﬁ'iGjﬁfﬁigig ?/ Was the patient referred to you by other physician(s)? ] 13/ No O 9/ GI18Y/ Yes

IRUNC{RAING]/ Physician: LN USUQ‘.?J 5 ST/ HOSPILAl/ CliNIC:vuvrvreeeereeresressereesesssses e s sssessssssssssssssssssssssssssnsesans
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12. imUﬁJ/ NE%’]HGﬂSﬁ U'J"'""Sﬂﬂﬁmtﬁ SﬁUﬂJT]EUHnﬂ (29. ﬁ‘lma\ﬁtﬁiummSﬂUSUnIumUmﬂmUnﬂﬂqfﬁ‘lﬂ UHivgRMNIw: i )/
Was the injury/ illness contributed to or influenced by and of the following (eg. Pre-existing weakness of extended period of disability)?

(a) ReuUsmuiganmywisnhmwds ilibiAidha yimuwiAa/ sut:maiganmywisnhmwaiiAiha

Physical defects/ congenital anomaly

019/ No O Mg/ GVIRJ/ Yes
(b) LUTﬁﬁEﬁE{SgS £/ Unfavorable past medical history [J19/ No U g/ QV1RY/ Yes
(o) BhmsAAdhatdsuamusaimids s A STEAAM TSN UMW/ Degenerative change(s) 018/ No O M/ G18Y/ Yes

(o) widpaniRui§emaidumoRamsigih ymagsgisthis:iAsigingay
A family history that increase the probability or severity of this disease 119/ No

(e) By SIUAI N ggifigfegid “mifiSagigang Ny gjsigluaanunis: ihwantansumiAwgar 2/

O Mg/ G18Y/ Yes

Physician’s advice to have periodic “Medical Screening” for this disease because of increased risk? 118/ No O Mg/ GV1RY/ Yes
(f) iL’F{]ﬁLﬁJ’?ﬁ ggﬂoim'] S/ Alcohol or drugs
LUfTJSIfﬁﬁLU “Meg/ ty” ﬁJHUFL’I‘IﬁUf§8/ If the answer is “Yes”, please specify

119/ No O Mg/ IR/ Yes

13. Lﬁfﬁﬁ Siu\jﬁié\] £/ Other past medical history:

MUT 139/ Date mﬁisgw/ Diagnosis MUNNTIEY/ Treatment T 100U/ Duration minegy/ Héim GJ/Physician/ Hospital

14. NLH]ULfﬁ/ For Female:

(a) iﬁﬁﬁﬁﬁ&ﬂ Sfﬁ‘im sislingue gruminpm [U?iﬁig‘ig ?/ Was the patient pregnant at the time of treatment?

O 1818/ No LI N8/ YeS.orreeerceereeeseeeesreneins mmm/ weeks (1 ij GRI[MUW/ LmP:
(b) Inﬁiﬂ‘ﬁmmmngfﬁsaﬁﬂmi (ésm Uigﬁﬁ;SmS ) iﬁigi‘.} ?/ Was the treatment related to infertility?

O 8SNASH/ No 0 1 G E1/ Yoo eeeee s eeesseeee s sesee e s e e e et e e et e e e e

15. iﬁjUﬁHﬁUy]’] [Iﬁﬁ‘jﬁi‘.?t]ﬁfzfﬁIQﬁJ/ ﬁﬁ/ Other comments about the injury/ iliness

smshday Sunpaugathitunsinn:gomsummaatiditwin g wWiwdasummitnUfdnsdanaisiahiqwminhis:Afathfui Saba

Lm'ﬁu[lﬁtlﬂfhﬁ 4/ | have examined and treated the patient whose name is stated earlier by myself and | certify that this report is completely accurate and truthful
in every aspect.

TN (AN G)/ Name of physician.........cececvcieneeveisnseiiiissssnneeeees. | U1 HSﬁﬂ §jyu _‘ﬁ ST/ Hospital/cliNic’s NAME......c.cuieverie ettt s esa e e sessanes
S| BN/ SPECIAIY...oveeete et '[J"WUSHIT] ] ﬁ Hospital/ clinic’s stamp:

NRINANFING]/ Signature

MUUTIGS/ Date : | 1UBGIESE)/ Tel. No
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