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For Physician
1. Visit date: ....coocoveieieiiieeee TIMe: i Vital signs: T: woveieiceee P R BP: e

2. Chief complaint duration:

3. PreSent illNESS OF CAUSE OF INJUIY: .. ..iiiiiiiiieiietee ettt sttt sttt sttt et e st e st e bt e be s b e e e e e Rt ea e et e b e eE e e e eeReeE £ b £ 4E 448 e 42 2R e a8 £ e ae e R e eRe4E e AE e Eem e e m e e R e eE £ eE e ARt A E e s e R £ e R e eE £ eE e eEese e s e e emeeneabesbesbensesenenne e
For Injury: Date of injury.........ccoceeeiiriniienceeeecies Time: .o Place of injury:......cccoooveieieincnnns Details Of INJUIY:....coeieeeeeee s
4. Physical exam: ..

5. Previous treatment for this illNESS OF INJUIY (DALE & PlACE):. ... ...ttt sttt sttt et et e h e e R e b e b e £ 2R e e a e eR £ eh e eb e e E e b e e e st e Rt e Rt eE e e E e bt e b e e eneeneabeabesbe s e s eneeneanis
6. The illness or injury influenced by alcohol or drug addict: () NO () YES, PIEASE SPECIfY ......cveueeruiuieiiirieiiiisiee ettt sttt bbbt nnas
7. Is the iliness related to: (please tick M if yes)

O Pregnancy / Childbirth / Infertility / Caesarean section / Miscarriage 0O 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: ............cccoveenecccincnnnns Time: ..o O None of above
8. UNAEFIYING CONAITION: ...ttt b st h b s e b st e b e £ 0 b e et e s et e a sS4 eb £ o0 e E e o e E ek e et eeeh £t e E e e AR b e s ee b £t e b e e e E b e e eb e s et e E e et e b eb e n e et eb et e b eet e et e et e seneebesennas
9. Investigation & ReSUIt (Lab, EKG, X = FY, BUC. )i .ttt ettt ettt e bt b et a £ e et h a8 b e e e e b et AR e bt e b et e b et A E b e e e e st e b et e e e b et et e b ettt b et ea et e e erens
10, DIBGNOSIS: ...ttt ittt ettt sttt ettt E R et R e R e R R R e R e R R R e R et h e e bt R e e e e e et e e e e e e nne e ICDI10-TM: Lottt
11.  Treatment:.
11, SUrgery/OPEratioN: ........coeceeieieiieeie ettt n e eee e Date performed: ........ccccooevveieenne ICDO-CM: ..ot

Anaesthesia Type: () General Anaesthesia ( ) Spinal Anaesthesia () Local Anaesthesia () ONEIS ........ccoiiiiiiiiiee ettt se e ne e ee e e e eeneene
B o 13T ][oTa orc I (=TT OSSOSO
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: ........cccoveviriireniecircisne Medical license No: .........cceeevvecvnennne,

(et ) Tl NO: o Date: ..o

Medical INSHEULE: ......c.oeuiiiiiir e AGAIESS: ...ttt bbbttt

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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