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1 PhysSiCian’s NAME: ......cccveieierererere e Medical Specialty........ccccervereeneiirinrere e Medical license No: ........cccevveveeneee.

2 Visit / Admission date: .........cccoceeieiiviiiiinnns Time: HN: e

3  \Vital signs: T P BP..oiis

L N ® 1= o) aqTo] =T 01w [N =T o LTRSS PSR PP

5 Present illNESS OF CAUSE Of INJUIY: ....ouiiuiiiitiiiiteiterte sttt ettt sttt bttt e st e st eb e aeeheeb e ee e e bt o4 e s e 12 e A e et ea e e st eE £ eheeh e e b e b e A b b e b en e e b ebeeaeeb e e bt b e ehe b e e b et e nbene et eneenees

6  Previous treatment for this illNESS OF INJUIY (DAtE & PIACE): .....cveieieiei et e st ettt e sttt e te et se e eae et e s tesaesse st eeesseneeseseeseeseeseesessensessesansenennnn

7 Theillness directly related to an accident: ( )No () Yes, Date of Injury:......cccceeovrevereerieresnnnanns TiMe: i

8  Theillness or injury influenced by alcohol or drug addict: ( ) NO () YeS, Ple@se SPECIfY ......ceourreririiriiirieerieieereres et

T U 4T =Y 5 g o oo o 1o o S

10 Provisional diagnosis: ....
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b 07 =10 Tl £ 2 > N N Ve [for=Tu o] o I o T ir=To | 113 o] o USSR PSRRI

L LT T L 1<) o ST SROPTRRURUSTIRNt
Expected length of stay ..........cccceeeee. day(s)
Physician’s Signature:  .....cceoeeereceeeee e Date: ..o
(crereerere e )
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S UBNNETSN N
Patient's Name: ........cccocveeererreeeereeeses e Sex O Male O Female  HN: ....oooevecvverenirvennne AN: e Age ....... year(s) ........ month(s)
Admission Date: .......cccooeiiiiiinns Time: .vvveevvnnnnnn, Discharge Date: .......ccccvvvevininnnnn, Time: vvvvviviennns Consultation Date: .........cocvvvveeveeennn.
1  For Illness 2 For Injury
a) Date you first saw this patient for this illness: @) Date of INJUry......ccoeereincreeeeeeas TIME: oo
D) CaUSE Of INJUIY....ecveneiieiiteierieeis e

c) Details of injury
d) Did you smell alcohol from the patient?
( ) No () Not known

() Yes, blood alcohol test (if any) = ......c.coveueee. mg%

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

f) Estimated time for reCOVENY ..ot s

3  Did the patient need to be admitted to hospital? ( ) No

Vital signs: J PR P R BP..eies
5  Pertinent Clinical findingS (SYMPLOMS & SIGNS).. ... coueiiiieiieirereseseretete et steetes e s et e s teseeseeseeseeseesesaesaeeseaseseeeeaeeseeseeseenesseasess e e neesaesseseneensesensenseneensnneenennennes
6  Investigation & RESUIL (LA, EKG, X = FY, EEC.) ..o iiiiiieiitieit ettt bttt et h et h e bt e bt bt e b b e b e e e b st e m e e a e e s e 8§ eh e b es e et es s eneebenbeebesbenneneeann
7 HIVTest ( )No () Yes, ResUlt: ......oeeiriicceeeee e Date performed: .........ccooeieirecr e
8 UNAEITYING ISEASE: .....ceveieiieeeeee ettt ettt ettt e e te et eteesteeteeeae e seeteesaeeaseese e beeaeeassesseeaseaseeseesheeaseeaeensaessesssensseasesaeaseeessesseeenseeteesaeeaseaaeesbeeseenseentesseensesnsenseensens
9 [ Ta a0 1] L OO TUPPT PR ICD10-TM: .o
(D= Ta a0 1] LU S U T PP PP ICD10-TM: .o

Diagnosis 3: ..... ICD10-TM: ...
B = 1 T o | OO TSP PP PP T PP
11 SUrgery/OPEration: .........cccooieiuieieie ettt ae e Date performed: ..................... ICD10-TM/ICD9-CM: ..o

Anesthesia Type: () General Anesthesia () Spinal Anesthesia () Local Anesthesia () Others .....ccoeieeecieieee e
b o 1 ][0T T | N =T oo o T
b T 0o T4 o] or= o] 0 N (1 =T 1) SRS
14 Is the illness related to alcohol, drug abuse or addiction? ( )No ( ) Yes, please specify .....
15 For Female: Is the patient pregnant? ( )No () Yes, gestational age...........couveen. weeks

Was the treatment related to infertility? (YN0 () Yes, Please SPECIfY .......ccorrireriierieieieie ettt

16 Has patient ever been treated by other doctor before? ( )No () Yes, please give name and address .........ccccceveereeerereeisinsesseeeseeesenens
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 commENES ADOUL the INJUIY/IIINESS: ....ccueiuiieitiieiet ettt sttt et b e st a e bbbt e e H e s s e e es e e s et e e aeeheeb e ee e bt et et e seen b et eneeneebeeaenaeeteneenaensenes

Physician’s signature: ..o Medical specialty.......c.cccovirreieiieiniee e Medical license No: ........cccceeeerveenne
(SRS ) Telephone NO.: .....coveieieieece e Date: v
Medical INSHEULE: .....cooieiiice e PA¥e (o =13 SR PSP R RO
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