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Patient's Name ... .. oo HN o AN
Admission Date .........coooeeiiiiiiii TiMe. e Discharge Date...........cccvvvvininiinnannn. TIMe. .o
Please give detail relating to this treatment * Please uses medical terminology
For lliness: 1. Date you first saw this patient for this lNESS = .............owei it
2. Chief complaint and duration Of SYMPIOMS. ... ... ...t e ettt ettt et et r et et et
3. In your opinion, how long should this symptoms persist for thiS IINESS. ... .......ieini e et e e eaaans
For Accident: 1. Date & Time of accident ............................. Date & Time you first saw this patient. ... ..c..eveeeeie i
2. Cause of accident, nature of WoUNd @nd INJUIEA OFGANS. ... ... in et ettt et et e e et e et et e e e e e e e et et e e e e e ke et e e e e e g aaa e eneanas
3. Was the patient under the influence of alcohol or drug at the time of arrival to the hospital? ( J)NO () Y&S. . .ivuniinii v aes
Pertinent Clinical findings (Symptoms & SigNs).................oooiii e,
UNAerYiNg diSEASES............. oo,
Investigations/Pathological StUCIES....................... e
Diagnosis 1. ...........coveeiiiinnnnen ICD10 e Diagnosis 2..........c..cccoeiinniinen. ICD10 ......ceeevanenn Diagnosis 3...........ccoooiiiininias
ICD10............... (Please fill the diagnosis that treated on this admission, not including the underlying diseases or conditions not treated: please ranking from the most
important Dx to the less one )
Treatment.................... s SUMGRIY . ..o
.......................................................................................... ICD-9CM Or 10 TM........ooiiiiiiii e
ReSUIICOMPIICAIONS ... e
Is the illness related to alcohol, drug abuse or addiction ? ( ) No () YeS.......cciiiiiiiiiiiiiiicii e
For Female is the patient pregnant? ( ) No ( ) Yes............ GA..oovve Wks
Was the treatment relate to infertility? ( )No( )Yes..........ccoooioiiiiiiiiiiiiiiiiei,
HIV () Not done ()Done Result..................ccccc.ciiiiil
Has patient ever been treated by other doctors before? ( )No ( ) Yes, please give name and address...................cooooiiiiiiiiiiiiniiiiiiiieeanes
Past History

Date Signs & Symptoms Diagnosis Treatment Physicians
For accident:  Estimated time for reCOVErY.... .. ... e
Other COMMENES.......o e e et ettt et et ettt e et et et e e e e
SIgNAtUIE.....ivnierie e e e e eeeeaeenes Medical License No..........c.cc..c.......
( ......................................................... ) D | P




