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INWAINN{EING]
PHYSICIAN REPORT

mwminhis: gidinommwgnegiugud ShesnhugnFvgi ghrdhasigivhitugivh Anugaugansaiani
This form must be completed by a qualified and registered physician. Costs, if any, shall be shouldered by the claimant.
iwminh{gings: yfimiaanidswismmwaly Sim:muggnuaionhdimgapinsmahtmatimeiatigm:

This physician report uses as supporting document to insured below for claim assessment purpose only.

L Sﬁﬁﬁﬁ ygARimsm SWNUIR / PATIENT or INSURED’S INFORMATION

ngs: iglegifdnn: _ / 1We: OWe O huhE
Full Name Date of Birth DD/MM/YYYY Gender Male Female Nationality
iveHprgnantRn Yiisnghias: MRWES:
ID Card or Passport Number

Address

Il. ﬁﬁt—ﬂ S{ANSIANTIFU / ATTENDED PHYSICIAN'S INFORMATION

I eu§nngy: WS

Hospital Name Address

B ELEIIILE nsims ivednGsis

Physician Name Specialty Contact Number
ByATEINg@UMSONMU yhimegatd ygapimsmh v ki fusiRiyge 2 Oiws/ves O 8sius/Nno

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

(15 “Bsiys” YR [l'ﬁﬂ;ﬂﬁtﬂh: /1f “NO”, please provide reason )

oA ° al
NL.AGHSHNNSHM (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)

IgoumEANNON: _ s gismaAgnaNE /TR
Date of admission Time Date of discharge Time
iginugatAmsifnaidgws I igtiugntinssgumit:ma (wasilns): I
Date the patient was informed of the diagnosis Date of surgery, if applicable

a '

1. ywwmugnANgal malsgw (pasiimdivunia yyugAiiamamo)
Provide full and exact details of diagnosis. (If cancer, please specify the stage)

[

A a o F) o
2. (JEIMNANSIVERNY TN HIRURNN
Please describe the underlying cause of the patient’s condition:

a) SRy aURTAMUYALD iyahwannmeaionsiusitn yie 2 O fus O §sius oflvs yuvmnamuuligeisim:gas_ / /)

Does the underlying cause by an injury due to an accident? Yes No (If “Yes”, please provided date of accident)

3. Bgandmseguminpmudg: nashiiadinnibis:
What kind of treatments has the insured received in relation to the condition?

O ‘i[ﬁ?ﬁjﬁ Medications O mif:ma Surgery O ‘Iﬁ\jﬁ‘.‘]/Other%

Iv.fGfms SamihwalgA{BaAMISNMUI / PHYSICAL DISABILITY INFORMATION AND ASSESSMENT

F)

L apsma ISAMIMAUGYSIUN | a) iRAISNAMWIRUAMI /Part of the body was disabilitys

il current patient disabilty | , Baohai: Opwiidhsy Opedadiss 0 oO@h Ol oo

conditions Right side All Fingers All Toes Arm Leg Eye Ear
O fmichadijgu

N 2.5 o o > o ' ] o ' > s P - -
Permanent Disability < IRANIEE: OEEIRONHNY OUIRONHY OR Ryt O ian DLniGjn

O Amihusme N as Left side All Fingers All Toes Arm Leg Eye Ear
Temporary disability b) MUUTIgS IR UANGATMIAMN / Date to confirmed on disability? / /
o idganmoifungmoggims | O miyada O mivtima O miiggama O miysivh
iweshy ? Bathing Feeding Dressing Toileting/Continence
What :re the activities of daily living ] Usmm@fﬁﬁﬁfﬂﬂmmmms
that patient can do by own self? Cannot do all the above activities

it §ndf gnw) Fsayis sl (euy:) u.a
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3. 1AgALAMGoNE yifmidnne | O smolnihwgshh O mouaoifisiwasihwgshi O modmasdihwgsiiams
§m8lﬁ1ﬁm8ﬁﬁiﬁﬁ€: ? Ambulatory Spontaneous standing up from sitting down Self-transferring to other place

How was the patient’s mobility and O &sH Gﬁ:] NRAEMAAN ht[ﬁtﬂ S

transferring ? Cannot do the above activities

4. mihvwalgiiaaimisian | lanoaad: O Aigmnym yigpwuouso VA=6/18 [ DaATMUNY VA: <6/18
(Snellen Visual Acuity )2 LeftEye Mild or No visual impairment Moderate visual impairment

Please provide visual acuity based on O qéaaud m gﬁﬂLﬁjﬁ gf:mﬁwﬁf:jﬁmm <1/60-NLP
(Snellen Visual Acuity) Blindness or removal surgery of the eye

fanoigh: O Aigmnygm U ignwUu§ouso VAze/18 [ maAImuny VA: <6/18
Left Eye Mild or No visual impairment Moderate visual impairment

O oA el yi:mawnianiom <i/60-NLP

Blindness or removal surgery of the eye

5. fRaNSMMUAIHATRAEHMW | musmgsiiwsanitifispusiappamnisansmau gt
HISMIANIMWEIH[H Biuis ? Expected period to recovery from current patient’s condition:

Did the patient's condition will require Lﬁ/Year ’E‘Z/Month 0 §7ﬁj/Week
physical rehabilitation or not? < -
O ¥8/ves [0 8SHIS/No
6. IBfimimnkidis:uamusni gmsmangigidhtl ynmarhimuit yis 2 O faves O Ssiamo

Are you aware the cause has any relation to the iliness or factor below?
o e o4
(10 "Wl JUIEMEUNRNSONI[MY / if “Yes”, please provide the information below)

a) GRIHEAT (AIDS) YMIGHIBINAULT (HIV) O ws O Ssws
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) ensSmn gﬁﬁgfﬁgnmauw ymugHEUNg Ows  Odsws
Mental disease/condition or suicide Yes No

yhnuuigufidam ytnnid ygghdis:

Additional comments on the iliness or factor above or others:

tyyHnath Ao AnsiRudn maiawminhginggis: Alatinmiumifuat inpnamumiwith Shuehimnudiuais

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

NRINAFING]

Physician Signature

WG 2)/Signature:

-
Nex
QL

/Date: / /

TRUf1e/Name: Lfﬂ'tfgﬁn §]/Hospital Stamp

ugmAs yEEpRUAtywsigpicroghisinwminiga(y FangRuismagihs gnnaniggnATREhA gmiis mir: MR RHA
wwwm s sENmwalgimiaua iy

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.
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