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For Hospital

1. Visitdate : ..o Time :
Chief complaint and duration :
3. Present illness or cause of injury :

Vital signs : T :

5. Prewous treatment for this illness or injury (Date & Place) :
6. Isthe illness 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 : ..........ccccovueeiieieece e Time :
7. Underlying condition :
8. Provisional di@gnosiS :© ........cccerueiririeireeinieisti et AdjRW

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.  ....ccoevreneninen, Specialty

PP ) Date. .o,




Discharge Notification Form

Company NAMe.......ccoevvvirrrnnreennnennnns Hospital Name.........ccceevevvviiiiiiiiiiiceneeeis
Part B
Medical certification
Patient's NAME : .....c.cocervereeeeeeeeseeveeees e Sex O Male O Female HN : ...vvvcvevveeececnnnen, .Y Age........ year(s) ........ month(s)
Admission Date : ....cccccceeriiiiinnnes TiMe : e Discharge Date : ......cccccvvveevrenrnnnn. TiMe : v Consultation Date : .....ccevveeeieeiiiiivennnnns
1. For Iliness 2. For Injury
a) Date you first saw this patient for this illness : ........ccccccoeeeenen.ne. a) Date of INJUIY....cccvveiireeeeeeee s TiMe: oo
b) CaUSE Of INJUIY...c.eiiiieeeeeee e
C) Details of iNJUIY ...ooeeveverirrieee e

d) Did you smell alcohol from the patient?
() No () Not known

() Yes, blood alcohol test (if any) = .........c.c......... mg%
e) Level of consciousness ( ) Normal () Confusion
(') Drowsiness (') Semi-coma () Coma

f) Estimated time for recovery

3.
4. Vital signs @ Teocooeeverevvneieees Peiciiie R
5. Pertinent Clinical findings (SYMPLOMS & SIGNS) ......cueuiiiiiiiitetitiuiiiet it tetete ettt te e e st s b et ebese e e seebeseteseseseesssebebesessssssebebeseaessasesesesebese st abebesesanasabsesens
6. Investigation & RESUIL (LAD, EKG, X = FY, BLC.) ..iviiiiiieereriisesiteteteeststes st ssseses s et tss s ssseseses s s s e s et s s bbbt e s st s e b et s s es s se s sas bbbttt et s ensesans
7. HIVTest ()No () Yes, RESUIt : .o Date pPerfOrmed & ..ot
8. UNAEIYING QISEASE: .....cvviviviriiiceetetit ittt ettt ettt et ettt st betebe e ss s e et et et ebese e se s e bt ebesessehebess e st st ebebesesese st eb et et et e s ss st ben s et ebabess s st ebebese R ebebesese s enne s
9. Diagnosis1: ....

Diagnosis 2 : .

Diagnosis 3 : . .
F0. TFEALMENE & .ottt ettt bbbt ea bt s st et b b et e e bbbt b s e e e s st bbb s et s et Adjusted RW
11, SUIGErY/OPEIAtION = ..c.ovoiieeeieeiieieieie ettt ettt r e ICD9-CM & ..o Date performed : .......ccccoceninene

Anaesthesia Type : () General Anaesthesia ( ) Spinal Anaesthesia () Local Anaesthesia () Others ...........ccoiiiiiiiiii i
R i o T o N =T To T PR STS
13, COMPICAIONS (If @NY) I ovieitiiieictetet ettt ettt et ettt et s bbb e b s se s ee b et et esessas bbb e b esese s es s esebesesese s et s et es e e e se et ebebebesese s es st et ebensas e s ebensetesesesens
14. Is the illness related to alcohol, drug abuse or addiction? () NO () YES, PIEASE SPECI{Y ....ceueiiiirieieiiiiiieriee ettt nne e
15. For Female: Is the patient pregnant? () No () Yes, gestational age ......cccccoervvrrreeeervreneene. weeks

Was the treatment related to infertility? () NO (1) Yes, Please SPECIfY .....cccevrvriirieieiisieereee e

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

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

19. Other COMMENLS @DOUL thE TNJUIY / IIINESS.......vvreeieieeieecieie sttt ses s s te st e s e ee e s e et e e et s s e s e es e s e s eE e s et e s ss £ ee st e sesebeEes s e s e e ssnsen sbeteses e s eesan

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 @ .....ccooveveeierierrereee e Thai Medical license no : .........
(ST ) TEINO & oo Date @ oo
Medical INSHEULE & ..o AAIESS ..ttt bbbkt b b bt e R e et e e re s

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



