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Patient’s Name/Surname…........................................................................................... HN.............................. AN………...….....…… 

Age……………...years      Sex   � Male     �  Female    ID No………………………………...................... 

Admission Date………………………………Time………...….…… Discharge Date…..………………….….….Time...………..…..…. 

For Illness:   

1. Date you first saw this patient for this illness: ……………………………………………………………..……..…............................. 

2. Chief complaint and duration of symptoms: ……………………………………………………………………….………….……….. 

3. In your opinion, how long should this symptoms persist for this illness: ……………………………………………………………… 

For Accident : 

1. Date &time of accident…………………...……………………… Date & time you first saw this patient……..................….………. 

2. Cause of accident, nature of wound, injured organs: ………………………………………..…………………………………………. 

3. Was the patient under the influence of alcohol or drugs at the time of arrival to the hospital? 

 � No     � Yes, please give details ………………………………..……… Blood alcohol test = ……………………..….mg%                                           

Patient Clinical findings (Symptoms & Signs): ……………..……...........………………………………………………………………......... 

…………………………………………………………………………………………………………………………………………….…… 

Underlying diseases : ………………………………………………………….................................................................................................. 

Did the patient need to be admitted to hospital?  � No      � Yes, please give the indication.………………………….…………..…… 

Expected Length of stay………………………..…day(s) For accident: Estimated time for recovery…………………………………… 
Investigation & Result: ……………………………………………………………………………………….………...................................... 

…………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………. 
HIV test             � Not done     � Done    Result………………………….…… Date performed……………………….     

Are the investigations relevant to the diagnosis?   � No     � Yes 
Final Diagnosis 1: …………………………………………………………………….……… ICD-10 code................................... 

 Diagnosis 2: …………………………………………………………………….……… ICD-10 code................................... 

 Diagnosis 3: …………………………………………………………………….……… ICD-10 code................................... 

Treatments given (such as number of stitches, medical given, physiotherapy,etc): ……………..………………………….……………........ 

…………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………. 

Surgery /Operation: …………………………………………………………………………………….. ICD -9CM or 10M……………… 

Date of operation……………….... Result / Complications: ………………………………………………………………………………... 

Pathology result………………………………………………………………………………………………………………………………... 

Is the illness related to alcohol, drug, abuse or addiction?     � No      � Yes, please give details ………………………….. 

For female: Is the patient pregnant?                                                                     � No      � Yes      Gestational age ……………………Weeks 

Was the treatment related to pregnancy or treatment of infertility?           � No      � Yes……………………………………………….. 

Has the patient been treated by other doctor?                                               � No      � Yes, please give name and address ……………… 

To the best of your knowledge, please give details of all previous consultations for serious disorders for this patient. 

Date Diagnosis Treatment Duration Physician / Hospital Name 

     

     

     
 

Other comments: ………………………………………………………………..………………………………….…………………….…… 

………………………………………………………………………………………………………………………………………………… 

I hereby certify that I have personally examined and treated the insured in connection to the above disability and that the facts are in my 

opinion as given above. 

Signature ………………………………………………………….                License number: ……………………………...…………………..… 

               (                                                                                        ) Specialty: ………………...……………………………...………….. 

 Date………………………….............................… 
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1. Claimant’s name ……………...………………………… Height ………….. cms. Weight …….. kgs. 

2. Has he / she totally disabled and continuously prevented form performing any work or engaging in  

any / occupation or profession for wages, compensation or profit? ………...………………………… 

If so, on what date did such disability begin? ………................. Is he /she still so disability?............... 

3. State briefly the cause of the disability suffered and describe its nature and severity ………………… 

………………………………………………………………………………………………………….. 

4. Are the symptoms progressed stable or improved? …………………………………………………… 

5. Treatments rendered by you since …………………………………………………….………………. 

Office treatments: Give dates …………………………………………………………………………. 

Home (or hospital) treatments: Give dates ……………………………………………………………. 

Character of treatments ………………………………..………………………………………………. 

6. Is he / she confined to bed? …………………………………… or house ……………………………. 

If so, since when from …………………………………………………….…………………………… 

7. If not confined to bed or house: How does he / she spend his / her time? ……...……………………... 

………………………………………………………………………………………………………….. 

8. Does his / her disability render him / her totally disabled or partially disabled ?.................................... 

………………………………………………………………………………………………………….. 

9. In your opinion, could he / she without injury to his / her health < resume any work for which he is  

      fitted by nature, training of experience? ................................................................................................. 

If so, on what date was he / she first able to resume such work ………………………….………........ 

10. If he / she is not continuously totally disabled how much longer approximately will such totally  

disability continue? ……………………………………………………………………………………. 

Prognosis ……………………………………………………………………………………................. 

11. Please give additional information including neurological examinations, laboratory tests, X-rays, 

      Wassermann, etc., that will able the Company to determine the merits of this claim. ………………... 

………………………………………………………………………………………………………….. 

………………………………………………………………………………………………………….. 

 

 Signature…………………………………..               Specialty …………….....…….……………….. 

       (                                                            ) 

        Attending Physician                 License No. …………………………………… 

 

Date ………….…………………….  Hospital name …………………………………………………. 
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