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Patient’™s NAME: ...o.oovieeiieiieieeeeeeeeeeeee et ees ettt eeeetesaeeeeeneeeas TD. NO e AL () Male () Female

Admission Date ........cccocevvereeniiniens Time...ooeoeveerenne Discharge Date.........cccoveeveerinennne Time....ooevvverreenne HN. e AN e

For Illness : 1. Date you first saw this patient fOr this T1INESS: .. ...cei.n ittt e e et e e e et e e et e e e e e e e e e e et e a e e eens
2. In your opinion, how long should this symptoms persist for this I1INESS: ........ .. et e e
3. Did you advise the patient to be admitted to the hospital? () No () Yes, INdication. .. .....ouiei e
For Injury : 1.Date & Time of injury ...........oooiiuiiiiiiiiiiiiiiiiiiieeeeieee, Date & Time you first saw this patient...................cooooiiiiiin. .
B O Lo 10 PP

Nature of Wound and INJUIEA OTZAIS ... ... iu ittt e et e e e et e e e e et e e e e e e e e e e e e e e e e et e et e eas
3. Did you smell alcohol from the patient? ( )No () Yes () Not know

Level of consciousness () Normal () Confusion () Drowsiness () Semi-coma ( )Coma

Did the patient take any medication, drugs? () No () Yes (“dﬁﬂ/%ﬁﬂ SRV ) RPN () Not know

UNAEIIYING QISEASE ... et vtetete ettt et e ettt e e et e e et e et ettt e e e et et e e e e e e e e e e e e e e e et et e e aas
Investigation / PatholO@ICal STUAIES. . ... ... ..ttt e ettt et e e e ettt e e e et e e e e e e et
DT 0 o ) T ICDI0-TM .o
DHAGNOSIS 2. ettt e e e ICDI0-TM ..o,
DHAGNOSIS 3. .ottt e e ICDI0-TM .o
TIEAMIMENT ... o et
SUIZETY/OPETALION .. ...ttt e e et e e e Date....oovveviiiiiiiins ICD10-TM/ICD9-CM.......oviviiiiiiiiiiniinene
Surgeon’s Name........oveiinieiiiiiiiieee e ReSULt / COMPIICATIONS ...ttt e ettt e e e
PAtNOLOZY TEPOT ..ttt b ettt e et et s et a e bt e a e e e b et e s et eh et ea e e 4 e st ee et eh et ebea e eb et e et eeea e e e e st et ee e b ea e e b e e ee e e e eh et e b et eh et e st eh et eh et e bt e b et bt et et etene s
HIV () Notdone () Done () RESUIE 1ottt ettt ettt et et e et et e e e et e et e et et e et et et e eteeaeea e et e eat et ent et et et eeteetante e

Was the injury/illness contributed to or influened by any of the following (eq. Pre-existing weakness or extended period of disability)?

1. Physical defects / congenital anomaly ( )No () Y S et () Not know
2. Degenerative change(s) ( )No () Y St () Not know
3. Alcohol or drugs or addiction ( )No (G B = NSO () Not know
For Female : Is the patient pregnant? ( )No () Yes, gestational age.................. Wks

Was the treatment related to infertility? () No (0 ) Y8, it
Has patient ever been treated by other doctor before? ( )No () Yes, please give name and address ..............c.oevuiiuiiniineiieiiiieie e
Past History

Date Signs & Symptoms Diagnosis Treatment Hospital

Any other comments /appointmeEnt/WOrKING IEAVE/TEST ... ... ..ttt e e e et e e et e e e e e et

I, hereby certify that I have personally examined and treated the insured in connection to the above disability and that the facts are in my opinion as given above.
Physician’s Name..........c.coeoiuiiiiiiiiiiiiniiieans Specialty ......ooveviiiiiiiiiiin. License NO. .....cevvviviiniiinnnns Signature.........oo.oeeviuiininnn..

Hospital Name ..........cocoviiiiiiiiiieeeea AdAress ..o TelNO. c.eviiiiiee, Date.......covvvvininnnnn.
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