]| P* Inpatient (IPD) Claim Form

Part A

N i AR

wuuWasunIstsansavaduluunsalpilralu c42500

annssuBuwaus:Tastiwu
UryBsmsinumssuisa

® alnsws . Uaaﬁuéml‘sn]Uuumu

o Isfinoals o liidan auimhnica

Hospital Name... [ Individual Insurance [ Group Insurance

« awnsnlsusmssunulauauTnulunSatiAlU~

dususitanszAusia

da-uusnaganyseius... we: O 2ne O vede w@adssandldssanau:

FULRAUT LAG: oo DU 1 [T T T 11 OO OTRTTT
INTEWVTDAD: .o TNTEWVLIU e BLURT ottt ettt bbbt a s b et e e et ettt ettt e st bebeterin
TIDETIRRIL ooooeeeeeeeeeeeee e eesees e ee s s eesees s ss e s s ss e s s e s s seeesee s s eeseeee e ense e s ee e e seees st e e s eee e ee e e e e s st e e e e et SR et e et e e e st e ettt
20 ATUETTUIRUTE oot AT C T R T ) EAO OO
fnsusssHusENUsEAUAUG WA MU T WA D0 8 U3V oo sennen ATUBTTUURUTAL vvvereeeeeeeeee e eeeeeeeee e eeee e e ee e eseeesseseeeeseeeeeeeseseeeeseeeeeseeeneees
3. auuanasnsiFansasnsetl
TR Y T Y2 T T STHLIANUAIAINTABUT ALAIFUAITIABIATIL T oo
Founenataninen faurtazanfumsinunaset FUTIZVFUATTIAENL oot ee s ee e es s ee s eeee e seneoe
[T Yo Ve 0 N U VYT o T S TER DAY e RO TUTILROLYAG <oeoveeeeeeeeeeeeeeeeeeeeesee e ee s s e e eaees e eeeesee s e s e ee e ee s ee e eeeesesseee s seseees e eeseeeseeeeseesseseseeseeeeenen
FULABTDIATTUTNALTL oocvivetitieeteie s eteeeetecte s et eesetesse s et essesesses et essetssaessssessesessessssessesensesee st s sesses e tessstessessesessetessesenses e sessessetesseeesse s st assetesse s st essnsense s st s st ense s st es st enssaesntes st s sesanes
FNBAULNAUKA UUA UATFIWMIaRIA T TeF ATy
4, dwsumaAeaaaioll taasneilavsali O BieesnEAla O EFAMIT o WD oo
Tag2szdulansaldfdndasn e e UTSOWEN IR TULAITUEIUL (oo um
wilsdalimduduuan

RER ﬂa‘lmta”uuuau’[u WWNE &a1uneIuIa usmmﬂi“nunuau w3a unnamnm'uao ‘ﬁau‘uauamuunna ‘uauaﬂ’umw AUNATT WAANTTUNIILWE wauaﬂamw waua

Wugnssu (i uayﬂiﬁmmﬁnmwmmama\nnwmmmumuiamwuluamm suansadawnadayadenanlvnavigndiunulssdudiinuauisv wiagunuuasuisgn via
wsvmunawinlseduse viagdansussni tRansuaanlssduds wiamsinadumunsussnilseiuse wiasfunsla q MAmdasAunsussnilseiusie

WA Auaan I.ITE‘VI WAusiusiu 1o uag Lﬂmwumanamuuﬂﬂa AayagunIn ANUNAIT wnﬁnﬁumatwm wauai\"smw AdayanugnIsu L‘ﬁa?ﬂﬁ wagdsgifnissnewenuna

2292 WLET fantiaauiidaunamunguune wiausEnunemilssiususia wiasdaussnlssAudasa yaAanLALIday mtmuﬂsunuﬂmﬂaoumm UAARINT iaUNULaILFEN
viagfansusssd way/viausEnuamindssiude lamsuaadssiusavianmsanaduaunsussnilssiudn vialdlselamimemsunnguiaialadlunssniiunsia 4 Adedu
nsussnilszAude

AsdiAGansaduluuruTsonea A wiE usauuasanadly us¥manaainswealiuasaunemaniwid lainsunsinmni Taadawdauntossvldinaaiuad

fnwnenualvundinEn Tasrauudiautamuauazidaulawvonsussailsedude Woll Arsnmwenuiale 9 Aaguanmilamnu duasasuasnsusssilseAuse drwiarazilug
dsylviungnunennalaansoias uag dwdnanladuadinedin ummauwaau)uﬁmsmu-uamnaoiuiﬂsamsvhiuminmwmmamuiﬁowmma mnanagauwumMsiuihawia
atifimauasiwidagalaidauladasniuuasnsussailsedusia u,uusﬂma"‘lm”[ummmwuau“lumsmm"bLﬂumﬂau‘lul,uaamuu,mnmu unsdd mnusEnlddisasanam¥nm
WuAgauwennawnudwi ldusTwii dusaniagihsudwfsdufuuausinaaly 7 Suliuanafuilasudvannanannussn

afle drunluniiedalviaudusandlividainduamduldidudedusuariu
WAl nuuandilatannuaaanaudanlauaritlfifuacussveanuanasatiut uatreflasanbaaasudiuna iungnadasaiuianuuasinwdfoldnnasfuaan

gavulfidaudanly uasitlfifuacustiv nalseans

UNLLUG ©

* asaliiandsyAudefugieniliglnasasasunuununsanszyanuduius
** psdlasunulaaldiiRuwanaihiia dasfinenuasuuiusas 2 vinu

Wialsydusie Fudd ;.

. D) anuduiug (-

FTARMUAULDN © v Tugiue O den/unsan

O funulasrausssuzaveiandssdudis (nsdlgiardsedudadeliussaiifiaiig)

WENU 2

10.
11.

For Physician

Visit date: .....coooovveiniieiene TIME: i Vital signs: T: oo P Rt BP: e
Chief complaint duration: ..........cccccceveiinineneeeen
PreSent ilNESS OF CAUSE OF IMJUIY: ....oviuiiiieiiieteirtet ettt ettt h st bt e et h st e a et e et e b bt A8 e b s e b b et e E e st e e e b e o e e e h et R b e A0 b s e s e b e e b e b bt e h bt e e e h e et e b ea e e b bt et eb et et ebentenesteenn s

Previous treatment for this illN€SS OF INJUIY (DA & PIACE): ......c.iiiiitiieieteiisietiiete etttk b ettt ke ekt b e b e Rt s e s et ek e Rt E e b e e b e Rt et b e st b eb e s e et e b en e e b e bt st et e st e b e e nbenennan
Is the illness related to: (please tick ™ if yes)

O Pregnancy / Childbirth / Infertility / Caesarean section / Miscarriage O Congenital / Hereditary disease

O Nervous / Mental / Emotional / Sleeping disorder O Influence of Drugs / Alcohol

O Cosmetic reason / Dental care / Refractive errors correction 0O AIDS

O An accident; Date of accident: .. .. Time: ... O None of above

UNEIIYING CONAILION: ...ttt h bbb s oo 00 s 0o s bbb h e es e e e £ 1012402 e e e e E bbb e e s s e et e et s s e e st e bbb eb et
Provisional diagnOSiS: ........ccveueuiirieirieieieieiee ettt ettt bens AQJRW S ettt ettt nan
Can the condition be managed under Outpatient basis OYes [ONo

(If No please pProvide MOIE INFOIMELION) ........c.ciiiiiiiieiteiete ettt ettt et et e st et et eseebeebestesseseeseessesees e sesesessesseseeseebe e s e s e s esseseeseebeebe s ensenseseese b e e b e s e s et enseseeaeebenbessensenaeneaseasessennnn
REASONS O @AMISSION..........iuiietiieteiertete ettt ettt sttt et ebe st st et e s et e s e st e s e s e et e st s e s e e et e b e e e ke st b e s e s e s e b e R e ehen e e b bt A A e s e st s e b e Rt e b e b e e e b e s et e se st es e b e A e e b e s e s e s e Rt e s e be st e bese s ese s e e e benesbeneneesennen
L1001 L OSSP U U P OSSR

Physician’s name Medical license No. Specialty

Date
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Part B

Medical certification

Patient's NAME: .......c.ovveeeereeeeeesieseeeeeeseess i snessseseeseseessesssesnes Sex [1 Male [J Female HN: ........ocooevvreieerenn AN: e Yo LI year(s) ... month(s)
Admission Date: ..........cocecrvenirienne TIME! i Discharge Date: ........ccccovvvrrerennnes TIME: woviiiieeieed Consultation Date: .........ccoveervcinnenieenesens
1. For Iliness 2. For Injury
a) Date you first saw this patient for this illness: ............c.cc...... a) Date of iNJUry......cooooiiiirieicee e TIME: i
............................................................................................................ b) Cause of
TIUTY bbb ettt
b)  Chief complaint and duration of symptom(s): C)  Details Of INJUIY .oveeiieieiieiee ettt

d) Did you smell alcohol from the patient?
() No () Not known

() Yes, blood alcohol test (if any) = mg%
e) Level of consciousness () Normal () Confusion

() Drowsiness () Semi-coma () Coma
............................................................................................................ f)  Estimated time for reCOVENY ...

Vital signs: T....ccoovveererinnene, P R BP..oieieeeriee
5.  Pertinent Clinical findings (Symptoms & Signs)

7. HIVTest ()No () Yes, RESUIL: ....ccoooiiimiiiniiiiicteeeeeie Date PEITOIMEA: .......uieiicieiiiete ettt ettt b bbbt b et
(8L [=T g g Ta [ [T T OSSPSR
9. DIAGNOSIS 1: ..ot e ICD10-TM: oot
DIAGNOSIS 27 ...ttt ettt b e ICD10-TM: Lo Discharge DRG
DIAGNOSIS 37 ...ttt e ICD10-TM: oot Adjusted RW
10. Treatment: ......

11.

12,

b B T 0o o] [Tor= o) N (1 =T 017 OO OSSOSO OSSOSO PPN
14. Is the illness related to alcohol, drug abuse or addiction? () No (1) YES, PlEASE SPECIY ... e eueeieeiiiteite ittt ettt sttt n s
15. For Female: Is the patient pregnant? () No () Yes, gestational age..........ccccooereieniercnenenn. weeks

Was the treatment related to infertility? () No (1) YES, PIEASE SPECI{Y ....eeeeeuiiieiie ettt bbbttt nes
16. Has patient ever been treated by another doctor before? () No () Yes, please give name and @ddreSS .........cccoiiirierierieeeere et

17. Was the illness/injury contributed to or influenced by any of the following
a) Physical defects/congenital anomaly () No () Yes

b) Degenerative change(s) ()No () Yes
18. Others past medical history

Date Sign & Symptom Diagnosis Treatment Physicians / Hospital

19. Other comments about the injury / iliness

I hereby certify that I have personally examined and treated the insured in connection with the disability and that the facts are in my opinion as given above.

Physician’s Signature ..o Medical specialty: ........cccoveviniireniecirciree Medical license No: ........ccoeeevvecinennne,
(et ) Tl NO: o Date: ....ooiiiee e
Medical INSHEULE: ......c.oouieiiiiir e AAAIESS: ...ttt

Remark: Doctor who issue this report must be a doctor who is licensed to practice medicine and correctly registered by the Medical Council
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