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To be completed by the attending physician / surgeon at the claimant’s own expenses.
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A. CLINICAL HISTORY {2 I

1. Date on which the patient first consulted you for the hospitalized illness or injury.
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(YY/MM/DD F/[E][}T)

2. Please describe the symptoms and complaints of the patient during first consultation.
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3. According to medical history given by the patient, Tfﬂ%%}’ﬁ B S AR

a. how long had the patient been experiencing these symptoms before the first consultation.
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Since on [ (YY/MM/DD # /*[/[ 1) OR accident date {5 9f [ 1] (YY/MM/DD # [E[[[ 1)
b. how long do you feel the symptoms had lasted before this first consultation. ™ §”t Fﬁ})ﬁ , )E{\‘F‘[ ﬁ‘g?zmwﬁgwa& %

c. had the patient previously consulted any other physician on account of these symptoms ? If so, please give name and address of
physician and other details. #ﬁ {%gypﬂﬂ@& lgkﬁ&? % Wﬁ@iVﬁ ﬁﬂﬁa%gﬂ

4. a. What was your clinical diagnosis ? JE?F???E%’Z ) ng*’p“;’??f}’ﬁ S VIRERL I

b. When was it made ? Eﬂ‘iﬁ Eﬂj?fg?z

B. HOSPITALIZATION HISTORY {5 li
5. a. Hospitalization {=[E%vE]
Name of Hospital @[k £

Date of Admission ™ [ [ #H Date of Discharge [ [ 11t

Final diagnosis =k

Medical treatment given and test(s) performed gij%‘ 7N F ek [ Eﬁﬁg‘

b. Surgical Procedure = &y f]

Date of Operation = 57 {1 Name of the procedure = ¢/
Surgeon Y} &| = R 4k £, Anaesthetist T@iﬂﬂiﬁc £
Nature [%%T

C. BRIEF DISCHARGE SUMMARY i #f!

(including treatments, investigation procedures, results, and/or any complications and follow up plan)
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D. PROFESSIONAL COMMENT f¥]™ J/Ejlif?—élﬁi
1. Was it the first attack of this illness or injury ? If not, please provide the first occurrence date and past treatment details.
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[] Yes fL [] No F\,
please stateﬁ%ﬁ%ﬁﬂ

2. Was it secondary to some major illness(es) ? If yes, please give details.
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Yes fL [] No F'
please state% P

3. The prognosis of the condition.
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4. What is the chance of having a relapse ?
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5. To the best of your knowledge, has the patient ever had the same or similar conditions or symptoms relating thereto ?
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[] Yes &L L]
please state date and descrlbe %iﬂF IHH B‘FI Eﬁﬁﬁ
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Was the patient pregnancy at the time of hospitalization ? If yes, please state how many months & confinement date.
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[ ] Yes kL D No F\,
please state ﬁ%ﬁ%t ]

F. OTHERS I

1. Is the patient referred by another doctor ? ﬁZJﬁ kij,%’iifi [ o gl
[ ] Yes kL [] No A
Name and address of the referral doctor i /7 & % 1/ it &, F 1294

2. Had the patient previously been treated or hospitalized for this or any other serious disorder ? If so, please give details.
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Dates Disease/Disorder Details or treatment/hospitalization Name of Physician/Hospital
3 T it = I B I R £
Name of Attending physician / Specialist (with qualification) Address
B Eﬁﬂ?ﬁi i £ (BY50) ekl
Telephone
s
P
Signature of Attending physician / Specialist Date
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Hospital Stamp
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Name of Hospital

Bk £

Address (if outside of Hong Kong)
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