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Patient’s NaMe . i st s s oy o s s S R TSR R R TSR ID Card No r ‘ ‘ | ‘ I | ' |

sex:  [male [ Female HN# .oooooooovoeomoseoconesesees AN oo
Consultation Date............ccoeevvnnnn {OPD case) or Admission Date ...........cc..cccennnn. Time i Discharge Date i e TN sissnavminsiii

—

Forillness :

1. Date you first saw this patient for this illness ?..

2. Chief complaint and duration of symptoms

3. In your opinion, how long should these sYMPoms POrsiSt TOr i MINESS.. .. iiiiierriesessmimiisiomimmiin s siorsrsusisnsvesssnstamessminrsssasissensassssersasmsmeusss s a1ami0ns 01N IISPIILESEY S0 B3 BEILORIEROR SR EE 08T 10

For Injury:
1. Date & Time of iNJUry......cccooviiiiiiiiriin s e senen Date & Time:you firstseaw this: patients s s s i R i s S s s

2 CBUTEOT It momr w080 R e Y R R A A T AR T R A A A AR AT AT
3. (Did you smell alcohol from the patient) l&naugmmndihmdeli [ No Oves [ Not known
Level of consciousness D Normal D Confusion D Drowsiness D Semi-coma D Coma

o sy d -
(Did the patient take any medication,drugs?) ﬁiﬂ’mﬂummniﬂ"lu D No D Yes (FD/BPUA VDI .cocviiceieiciiiicin) D Not known

Pertinent Clinical findings (Symptoms & Signs) / nature of wound and INJUFE OFGANS.........cu.ieriiiiiiieei et L a1 00 1o s aaEba e e s aers
Past:History ! Underlying diSeases: s i v s i gy e e S e e Ve R R
HAVBSHOBIIONG. . . .ccormrnmnsonssssonssmnesm mssm s mestasmsn e ss s 4msie S8 K b LA B S R 8 R D R R L R T 1 L s AR P o050 4% VAR bt yh i 3 i Ramai e
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[T [ s T3 v R N PP Y P T A Eoro Lo o e I B L= Le | Lo 1 . B A PR, [ ey e
R 1 {3 11 OO O S 0 5 (S e s D o el
B T DB RIS s s s 0 I A A AR B e

Anesthesia type : D GA O N
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Is the iliness related to alcohal , drug abuse or addiction ?

For Female : Was the patient pregnant at the time of treatment? D No D (R T WS (EMPasmmaniiismsiiai it maisnmsmm)
Was the treatment related to infertility ? D No D B T o N S S S B A s
HIV test D Not dene [:] Pone Result it R R i S R e T R S

Has the patient ever been treated by other doctors before? D No D Yes, please give name and adaress. ... i s

Was the injury/iliness contributed to or influenced by any of the following (e.g. Pre-existing weakness or extened period of disability)?

a) Physical defects/congenital anomaly D No D Yes
b) Unfavorable past medical history D No D Yes
c) Degenerative change (s) D No D Yes
d) A family history that increased the probability or severity of this disease D No D Yes
e) Doctor’s advice to have pericdic “ Medical Screening " for this disease of increased risk ? D No D Yes
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Other past medical history :

Date Sign & Symptom Diagnosis Treatment Doctor / Hospital's Name

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..............oooininnn, BPEGHRY oo S B L TG S S
Hospltal Name..ou i e vommieo I ATEBE im0 S S R e TRV G s irin s e i mawnS HSOER TS
Signature........oviiiiin m——— AR R CVBER o vt S 5 5 R S S AR
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