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For Physician

1. Visit date: ... TiMe: .o Vital signs: T: oo P R BP: e
2. (@311l olo] g To] =T {a1 e (3] = o] o TSRS P PP
3. PreSEnt ilNESS OF CAUSE Of IMJUIY T ....iiiiitiitiit ittt sttt et b bt b et e s bt bt H oo s e e e eb e E £ H e R e e e h £ 28 £ £ E e A8 444 e 48 €48 £ 4 E 44 Eea e 2 A e b e A E £ A E 40 e 8 e e e b e A E e AR e E e A E 2R b eh b e Rd e E £ e E £ e b e e e s et e bt e b e e e bt b naeneens

For Injury: Date of iNjury ......ccocoveeiininincceeeecces Time: .o Place of injury:......cccceeviinincncnnn, Details Of INJUIY: ..o
4. [ )T ot= I 4 SRR

5. Previous treatment for this illness or injury (Date & Place): ...

6. The illness or injury influenced by alcohol or drug addict: () NO () YES, PIE@SE SPECIY .....c.crueuiririeiiiiiiieieieeest ettt ettt ettt sttt st es
7. 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: ..........cccoeeevviinrccrinnens TIMe: .o O None of above
8. (03T [=T Vg e oo TaTe 11 o OO OSSOSO PO TP OO PRPTRTOI
9. Investigation & RESUIL (Lab, EKG, X = FAY, BEC.)I 1.iiuiiiiieiiiictiiitei ettt ettt ettt bbb e b s bbb 44 E e e b4 a8 h e e b s e b b et b e s s eb e s e b e b st A b e st d e bt et bes st et neeb b e e e bt et e s
10, DIBGNOSIS: ...ttt ettt ettt ettt etk ee et E R R Rt e R SRR e e R R ek R e R e e e Rt h e et bt nn e e nneee e ICDI10-TM: oottt
B I <=1 1 1= o TP
11, SUrGery/OPEratioN: .......cccccoirieieuirieieiirieiiet ettt Date performed: ........ccccoovviriiinnne ICDO-CM: ..o

Anaesthesia Type: () General Anaesthesia ( ) Spinal Anaesthesia ( ) Local AN@ESthesia () OtNEIS .........cuiiiiiiiiiiiciieieet e ettt

12.  Pathological report:

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: ........ccccooviiiiiiiiicieee Medical license no: .........ccooevinivcniennns
(et ) Tl NO: o Date: ..o
Medical INSHEULE: ....c.vveicecccee 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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