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For Hospital

1. Visitdate : ..o TIME & i Vital signs : T @ oo P R BP i
(01g11= ool o] o) =1L u=TaTe o U] =1 u o] o OO TSSOSO
3.  Presentillness or cause of injury :

5. Previous treatment for this illness or injury (Date & Place) :
6. Is the ilness related to : (please tick M 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 & .......ccccoeeeieicieicr e T & ettt ettt e et et e ettt e et e te e eae et e eteeebeeaeeeaeebeebee e eteeareeaeennas
2 U e (=4 1Yo e I olo g o 1T T OO OSSOSO PSR E VPSPPI
8. Provisional diagnosSis : .........cccoeeieiiiiieciee e e AIRW =ttt

9. Can the condition be managed under Out Patient basis O Yes O No

(If No please provide more information)
10. Reasons of admission
T = 1o Yo 0 T 031 o S STSSRSSTPSP
12. Expected Length of Stay........cccoveiieiiiiiicic e day(S)Others

Physician's Name o Medical license NO.  ..coecvvieciiees Specialty .......cceeiiieie,
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Qﬁ@}g EJ Inpatient (IPD) Claim Form
Group Insurance
Hospital Name.............ccociiiniini e
Discharge Notification Form
Part B
Medical certification
Patient's NAME : .......coouervereeereeeees et eeeseeeseeseeneans Sex O Male O Female HN : ....cucvvvececerrerenee AN : e Age........ year(s) ........ month(s)
Admission Date : .....ccoeeviiiiiiiiennns TiMe e, Discharge Date : ......ccoeveveveevvnnnnnne TiMe & covvveeeeiiieeees Consultation Date : ....cccoevvvviiiiiiieieeeenes
1. For Iliness 2. For Injury
a) Date you first saw this patient for this illness : .........cc.ccceevveneene. a) Date of iNJUury.....cccoecveeeeecieecee e Time: oo
............................................................................................................. D) CaUSE Of INJUIY..c.ecuiieiirieieece et
............................................................................................................. C) Details of iNJUIY ...oeeveiriiririeee 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) = .........ccccc.c.e... Mg%
e) Level of consciousness ( ) Normal () Confusion
............................................................................................................. () Drowsiness () Semi-coma () Coma
f) Estimated time for recovery

3.
4. Vital signs : T..cocooevevennerienees P R i BP.oooceeeeees
5. Pertinent Clinical findings (SYMPLOMS & SIGNS) .....c.cviuitiiieresietieeteieseeteetetestesesteseseeseessessssesssesessesessessssesessesessesesessessase e tensasessstesessesentensseessnsanseneatenearen
6.
7. HIVTest ()No ()Yes, Result: ...
8. UNAEMYING ISEASE .....ecviviveeieiiiii ettt ettt sea ettt st s s s s s e s ee s s se e e e s e s e e s s e s e s e e s e s e s eE e s e b et s 2 a2 s s e e s e s e b e s s e b e s e aes b s s e s et ese s et e s e b e n b s s ennnsesesese s
9. DIAGNOSIS 1 1 ..oieiiieecieieiete sttt sttt st nnene s ICD10-TM & o

[ D= (o 1] SRS ICDI0-TM & e

DIAGNOSIS 3 & ..ttt ICD10-TM & e
F0. TTEALMENE & 1.ttt ss st s et e s e e e s s e s e e e s e e s e ss e s e s et e s e s s s e e s et et ettt s e s nnan Adjusted RW
11, SUIGEry/OPEIaAtiON = .....ocuiueiiiieieieeeietet ettt bbbttt ee e ICD9-CM & ..o Date performed : .......cccoceeeene

Anaesthesia Type : () General Anaesthesia ( ) Spinal Anaesthesia () Local Anaesthesia () Others ..
i g o o Ta T I =T To o ST
b T 0o oo [Tor= o) Y (1K= 017 I
14. Is the illness related to alcohol, drug abuse or addiction? () NO () YES, PIEASE SPECITY .....ceeveueverieireeeeteeesteeeeeeee ettt et sese e e ene e s
15. For Female: Is the patient pregnant? ()No () Yes, gestational @ge .........ccceoeverenrensrsnnncns weeks

Was the treatment related to infertility? () NO (1) YeS, PIEASE SPECI{Y .....cueiuiririiriiieiiieie et

16. Has patient ever been treated by another doctor before? () No () Yes, please give name and address ............cccoeerririrereeeieeeinsesiseseseseeseeeesenas

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 Signs & Symptoms Diagnosis Treatment 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

Medical specialty : .......cccoeiriiiiiieiren Thai Medical license no : .........

")

Medical INSHEULE © ....ooeeeccce e AQAIESS & ..ottt ettt b et et e et e e e a e e b e e aeeaea e et e eae e reereenanes

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



