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PHYSICIAN REPORT
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This form must be completed by a qualified and registered physician. Costs, if any, shall be shouldered by the claimant.

mwminhigngs: ifpmuiankmiaaidswismnwaly Sim:migansqidnnisim:gagiasmahumanmytatigm:
This physician report uses as supporting document to insured below for claim assessment purpose only.

L Sﬁﬁﬁﬁ ygARimsm SWNUIR / PATIENT or INSURED’S INFORMATION

(ageiisitnme & vigeainailhBswsoig PO SIRGGINMAANS / Please use an extra blank sheet in case there is not enough space tofill in the information)

TN IngN iglegifinna:__ / ng: O DOEY | wgnds
Full Name Date of Birth DD/MM/YYYY Gender Male Female | Nationality
HUSHG N ANUAN gﬂjZﬁEﬁiﬁS% f—ﬂﬁjlﬁzﬂS%
ID Card or Passport Number

Address

I.AAEN S{ANGJONTIY / ATTENDED PHYSICIAN’S INFORMATION

Iﬂil]:?:fgﬁﬂ&]% f—ﬂﬁjtﬁij]S%

Hospital Name Address

IS FINGJ NS noms ISEENEEN-E

Physician Name Specialty Contact Number

BEAmEINg UMSAnON yhnm:gntl ygapinsmnomaig fesitye 2 Oiss/ves [ dsiys/no

ArS you the attending physician, who provided treatment or consulted the above patient or insured?

(17 Bsiys” ﬁgHEEﬁH‘,ﬂﬁtﬂﬁ‘ /1f“NO”, please provide reason < )

l.AAE SHRA ANSA (8 / PATIENT CONDITION'S INFORMATION

( mvHiLfi%fLﬁmm & Uf§H§ﬂﬁIfﬁ1§Sm smg:mﬁmétﬁa}ﬁmmﬁﬁms / Please use an extra blank sheet in case there is not enough space to fill in the information)
ighynitvegumifiime yapo: /| iISgugAIngi_ /. Tews igiomimgnmings_/ /_ 1Ws .
Date of first consultation or admitted getting treatment Admission Date Time Admission Date Time
igtgndfosdufmaidgws /| igldogstiosegumima (posilens):

Date the patient was informed of the diagnosis Date of surgery, if applicable
iRgnfatnangistiisfansigfuwiigsiiwisiinufigmebatyl 2

How long do you think the symptoms had been present when you were first consulted? 6§S%_ Ea'j/Year _ {2/Month _fg/Day

1. guwmuANEaf malsgw: (uasiimtivunia gsugnaditomame)
Provide full and exact details of diagnosis: (If cancer, please specify the stage)

2. gwmnan s ugafymungiiuuiinis
Please describe the underlying cause of the patient’s condition:

a) 1RYUINRURUAMNEAD yuhwannim:aioRsiusiti yis 2 O ivs O 8sivs (i fus wougnAlgguimeta:_ /. /)
Does the underlying cause by an injury due to an accident? Yes No (If “Yes”, please provided date of accident)

3. wgRnismiARapfdid swEumuinaligw Samiqpanhistds (UgRN Histopathology, X-rays, ECG, MRI, YIAEIIRIAT )
Result of objective findings supporting the diagnosis and prognosis (include any results of histopath, X-rays, ECG, MRl or any other test)

O Histopathology: MUUNQs/ Date:_ /[

O X-rays: MUUNQS/ Date:_ /[
O ECG: MIUUTGS/ Dates_ /[
O CT scan or MRI: MUUNIQS/ Dates_ /|
O 16 &J3{JR/Other test: Muuige/ Dates_ /[

4 iignifmseguminpangg:nnehiutlanidis: 2

N

What kind of treatments has the insured received in relation to the condition?

O I‘[ﬁﬁﬁjﬁ Medications O MM Surgery O MIANPNY Hemodialysis O iLﬁmif;: g;ﬁﬁg Radio or Chemo therapy
O 15§l I/Others
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5. iignmsinnsiyntfiaieguminnmuugiti yie? Ows O8swus (15 018" HRWUENA)
Were there other treatments/procedures recommended to the patient? Yes No (If "Yes", please specify)

6. 1%1’1‘11 S mur&gﬁﬁﬁm S‘Uﬂﬁ-ﬂ wHm Smigﬁmﬁﬂlﬂﬁf@ iR [IIILUﬁ§LUﬁI’| g i ﬂiﬁ[,ﬂﬁjm SMINIRY[H fﬁigm ? [Ows/Yes O 8SHIS/No
Did the patient's condition resulted in any major, permanent neurological deficit that will require physical rehabilitation

ifmsiAnigihinuam? / / imidfihgaismipputinupamaisinuam 2
Since when? Expected period of recovery
7. Aynalhidiyie oyntRpumsegumilim: YnnmUmyWHEINgIRIN YSINUYAGUYA? O fives O 8siimo

Are you aware the patient had consulted or got treatment with another physician prior to your consultation?
P ° oA
(1U "R~ AEIEMUINMAOHTNS mﬁi‘[fﬂ'd | if answered “Yes”, please complete the information below)

MmuuTgs ip:u§nngg Shmuwihs IUNE{AING] ARG W SumInpmey
Date of Attendance Medical Institute name and address Physician Name Diagnosis and Treatment

8. 1Rgnithiethifisiunmuuni ynsmAfgiAIfutA yamarhimuitr yie 2
Does the cause of this disease have any relation to the illness or factor below or not?
- @ o4
(10 "RR” AJEIEMEUNRNSONI{MY / if “Yes”, please provide the information below)

a) BRHREAIDS) yMmighismAaTliHIV) Ows O 888
AIDS or HIV infectious Yes No

b) GAAAINA ymadsupdisnamwididhanmyt Ows  Ofsws
Relate to any congenital disease or congenital anomaly Yes No

c) REnmisiAluim)s yanimaig]s yiAlhpts Ows  O8sws
Under influence of illegal drugs or stimulant substance or alcohol Yes No

d) ansmn gﬁﬁgfﬁgmqw ymugHEUNg Ows  Odsws
Mental disease/condition or suicide Yes No

gRinunsuigufubngm ytioG yigghfis::

Additional comments on iliness or factor above or others:

tyyHnathADAAnsiRuGn maiawminhginggis: Alatinmiumifuat inpnamumiuith Shuehianusiuais

I hereby declare all the information filled in this physician report is sufficient and correct based on my experiences and knowledge.

NRINA{FING

Physician Signature

WG 2)/Signature: fg &/Date: / /

10 2/Name: Lm'tfsﬂﬂ §]/Hospital Stamp

ugmAs yuEmRUYRtywsigpicroghisimwminhiga(y Fhughuismagghs ynArtUEMATR A gmiis Mis U YA
Wiwm s sinmibwaigidmiauanniy

Note: Please enclose copies of medical reports together with any test results or document proof of evidence on your declaration and necessary for assessment
on the claim.

o o e al a LA
W HA §PWU) HSAJ{S U (I8EyaN) B.A

1 g 1 @1 v
Mmastwis: M hefo Sumsdu uminnuf ghruemod A8 aunadunab sangimn namiginm
OPCL PRCLO0061.V02 202603



