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Patient’s Name. ..o ID Card No | | | | | | | | | | | | | |
Sex : D Male D Female HIN# ... AN e XN e
Consultation Date........................ (OPD case) or Admission Date ................ccceeeee. Time ... Discharge Date .............coeeevevceneceee . TIME. e

For illness :
1. Date you first saw this PAtieNt fOr thiS IINESS ... .c . ittt ettt ae e sh e e et e h e e bt ea et oa e e o8 e e s e e eb £ et e oa et 1h e e s e eh e e b e e b e £a e e eh e oA s e e he e bt ea bt ea e e eae e s e e eh e e bt enbeeaeenaeeneenbeenbeeas
2. Chief complaint @and dUration Of SYMPLOMS ... ...ttt h e bt et e es e e st eseeshe e bt ea e e eaeeaeeea e e oh e e b e ea e e 442 be e £ H e e 4h e e oheeaseeR e ea et eae e ehe e s e em e e bt e o e £ st enbeentenaeeanee b beennenaes

3. In your opinion, how long should these symptoms Persist fOr thiS IlINESS. .. ... ... . e ettt sttt ekttt et e e a e e st e e bt et e eabeeheeaseeReeabe e e 1 e e st enbeenbe e e e e e eans

For Injury:

1. Date & Time of iNjury.........c.ooiviiiiiiiii Date & Time you first saw this patient..............oooiiiiiii e
P 2= VLo 101V O TSRO T ST S PR RPPPPTRN
3. (Did you smell alcohol from the patient) "lﬁ}ﬂauﬁwmé/ﬂ’ww?a‘lﬁ D No D Yes D Not known

Level of consciousness D Normal D Confusion D Drowsiness D Semi-coma D Coma

(Did the patient take any medication,drugs?) fitlefuemmieli [INo [ ves (Fo/iia v0901......ooc y L Not known
Pertinent Clinical findings (Symptoms & Signs) / nature of wound @and iINJUIEA OFGANS................ ittt et e e e et e e et et s e
Past HiStOry / UNEIYING GISEASES. ....c....uniiiiiii ettt ettt et oot e et oot o et a oottt oot oot oot et e oot et oot e e ea e eh ettt et ea s r e
LTS o= Lo o - TP PP RPRTIN
Diagnosis 1. ....oeuiieniiiiii s ICDT10 o Diagnosis 2. .......viuiiiiiiii e ICD10 oo
Diagnosis 3. ... ...iiiniiiii s ICDT10 o Diagnosis 4. .......oiuniiiiiiii ICD10 e
1= 100 T=T o PSPPI
Surgery/Operation

Anesthesia type :

R ]1 QA OFoT g o] [Toz= i) o O PRSPPI

Is the illness related to alcohol , drug abuse or addiction ? D No

For Female : Was the patient pregnant at the time of treatment? D No D YES ..o WKS (LMP ... )
Was the treatment related to infertility ? D No D B T PP RPTRPRRPPIN

HIV test D Not done D DONE RESUIL ... e e ettt e et ae e

Has the patient ever been treated by other doctors before? D No D Yes, please give Nname and addresS. .........c.ooiiiiuiiiiiiiiiiii i

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 periodic “ Medical Screening ” for this disease of increased risk ? D No D Yes

If the answer is “ yes ” , please specify

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............cccoccvviiiiiiiiienn SPECIaltY.....iviiiii License NO.........iiiiiiiii e
Hospital Name............cccooiiiiiiiii, AAAreSS. ..o Telephone NO........cciiiiiiiii e
SIgNature. ..o Date ..o
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