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For Physician
1. Visit date: ..o TiMe: (oo Vital signs: T: oo P Ritiiiee BP: e
2. Chief COMPIAINE QUILION: ...ttt b et ekt bbbkt e bbb 4o b st e e E e e 40 e e e ot e b ehes £ A8 eh £ a e b es £ e b e et E b e s £ ee e s e et e b e bt A e e bt e e e eb et e e et £t e b b es et eh e et es e e e eb e e ebnee
3. PreSENT illNESS OF CAUSE Of INMJUIY: ... .ottt sttt etk ek ket b e bt b e s e e s e e s e b e b e b e £ e E £ 48 £ 4E £ A £ e 82 e e £ e b e 4 E €4 E oA e £ e £ A e eE e E e E e A £ e h £ eh £ e E e AR e e £ e £ en b e s b e a b e e e b e eE £ e b e e e s e b ebeebeebe s e s e ebean

5. Previous treatment for this illN@SS OF INJUNY (DAE & PIACE): .....c.eeuiueuitiiieietiiit ettt ettt et b b s b sttt b et b bt e e b et b et e b ebes st aea bbb ne e bt bbb e s s e s ebenn
6. 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 O AIDS

O An accident; Date of accident: ..........c.coceeevvviricirinienne TIMe: .o O None of above
7. (8T =5 VT g Yo I a'oT o T 1) o SRS PRPR
8. Provisional di@gnOSiS: ..........eeirueiriiiiiiieietise ettt AQJRWE ..ttt ettt et e e seeseenenaesaesaeneenentennennens

9. Can the condition be managed under Out-Patient basis O Yes O No
(If No please provide more information)

10.  Reasons of admission

11.  Plan of treatment..

PhySICIan's NAME ..o Medical license NO.  ..coovvveeiriciiries Specialty

(et ) Date ..
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Discharge Claim Form

Hospital Name.........cccoeeieieviececieree, Company Name......c.coouveeeereeereeeieere e e
Part B

Medical certification

Patient's Name: ........ccccveieiciie e Sex O Male [ Female HN: «.ooovveoeeeeeeee, AN: Age...ooiiiiieiine year(s) ....c...... month(s)

Admission Date: ........ccovvrvreirnienneens TIME: e Discharge Date: ........ccccvvvennnnes TIME: o Consultation Date: ..........ccovveereenrieerinnns

1. For Iliness 2. For Injury
a) Date you first saw this patient for this illness: .............c.ccc..... a) Date of INJUrY......ccooevieiiiiicccec TIME: e
............................................................................................................ D) CAUSE Of INJUIY....cuiiiciiicicii ettt
............................................................................................................ C)  Details Of INJUIY .oveeiicieiececs e e
b)  Chief complaint and duration of symptom(s): d) Did you smell alcohol from the patient?
............................................................................................................ () No () Not known
............................................................................................................ () Yes, blood alcohol test (if any) = ..........c.cccce.... Mg%

e) Level of consciousness () Normal () Confusion

............................................................................................................ () Drowsiness () Semi-coma () Coma
""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""" f)  Estimated time for rECOVETY ...t e

Vital signs: T...ccooveevrenenne P R BP..ooiieeeee e
4.  Pertinent Clinical fiINdiNgS (SYMPLOMS &USIGNS) .....viueuiuiririiteiiieiete ettt sttt ettt ettt st et be et es e et ese s ee b e st st e b e se a4 es e s e ebe b e s e ek e st s ebes bbb et R e At e e e b A e et e b e At e b ebe st eb e e e b e b e st et ese e besbebe e enen
5 Investigation & RESUIL (Lab, EKG, X = FAY, BEC.) .iiiiiuiiitiiitiitiieeiet ettt bbb b ek b ke e £ s £ £ b4 E £ £ H e et £ E £ 4 E £ e £ s e s eE e A E 4R £ A E e A b e A b e b et b £ e b e e bt b e e et e b e e b e e bt b e e e e b e neens
HIV Test ()No () Yes, ReSUIt: ......ccooiiiniiiiiiieec e DAte PEIFOIMEA: ...ttt bbbttt b et b ekttt et b e ben et e s e nnen
(8T =g} g e I L=t TSP PT PP PRPRPP
DIAGNOSIS 1 ..ottt ICD10-TM: i
Discharge DRG
DIAGNOSIS 2: ... e ICD10-TM: o
DIagNOSIS 31 ..o s ICDI10-TM: i Adjusted RW
L 2 I (== 11T o TSRS S TSP U PRSPPI
10, SUrGEry/OPEratioN: .......ccovuiiriitiieieieisieiee ettt ettt ICD9-CM: ... Date performed: ........ccccvevevveinnennncceeee

Anaesthesia Type: () General Anaesthesia ( ) Spinal Anaesthesia () Local AN@esthesia () OtNEIS ........c.coiiiiiiieieicee ettt ettt ettt seeneans

B I B o g o) (o u ot=1 I = oo o s OSSOSO

12, COMPICATIONS (If @NY): -ntieiiiititiit ettt bttt s bbb s s b b st e h s et e e bt o2 o8 es e eb €0 eeeE e o e e Eehes s es e o e eb e e b e s es e e Eeb e st et e s ea e A E b £ A e eb e e b s e E bRt A bt eh et e bttt s e e e et nnen

13. Is the illness related to alcohol, drug abuse or addiction? () No (1) YES, PlIEASE SPECITY ... ittt ittt
14. For Female: Is the patient pregnant? ()No () Yes, gestational age.......c..cccovviririnnncinnnenn, weeks

Was the treatment related to infertility? () No (1) YES, PIEASE SPECITY ...ttt
15. Has patient ever been treated by another doctor before? () No () Yes, please give name and address ............ccoueererrieeineieniei et

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

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

Date Sign & Symptom Diagnosis Treatment Physicians / Hospital

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: ..........cccooviiniiiicic e Medical license No: ........cccooeveveencns
(et ) Tl NO: o Date: ..o
MEAICAL INSHEULE: oo AAIESS: ... s

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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