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Patient’s Name ‘ ‘Age: ‘ ‘Years ‘ ‘Sex: [ | Male [ ] Female
Visit date: ‘ ‘Time: ‘ ‘HN: ‘ ‘VN: ‘
Vital sign T:‘ ‘P:‘ ‘ R:‘ ‘ BP:‘ ‘Body weight:‘ ‘kgs. Height:‘ ‘cms

Chief complaint/duration:
Present illness or cause of injury: ‘

Previous treatment for this illness or injury (Date & Place): ‘
The illness directly related to an accident [ 1 No [] Yes,Date: ‘ ‘Time: ‘
Theillness or injury influenced by alcohol or drug addict:
Theillness related to congenital or mental problem or genetic disease [INo [] Yes, specify:‘
Underlying condition:

Treatment:

I, hereby certify that | have personality examined and treated the insured in connection to the above disability and that the facts are in my opinion as
given above.

I have been informed that KTAXA will process my personal data for the performance of obligations imposed by the policy and related service, and have
also been informed of the detail about personal data processing and my provacy rights (Data subject’s rights) according to data protection law and

KTAXA’s privacy policy. Please further read Privacy Policy at https://www.krungthai-axa.co.th/th/Privacy-Policy.

Name of physician Specialty License No.
Hospital Name Address Tel. No.
Signature Date
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Patient’s Name | | Age: |:|Years Sex: [ IMale [ IFemale
ID No. HN: ‘ AN: VN:

Date admitted‘ Time ‘ Date discharged Time

1. Chief complaint: ‘

2. For illness
A. How long had the patient experienced the symptoms? ‘ days / weeks / years.
B. How Long do you feel that symptoms existed prior to this consultation? ‘ days / weeks / years.
C. Did you advise the patient to be admitted to the hospital? [ | No [ ]Yes
Indication for admission
3. For accident

A. Date & Time of accident : Date:‘ ‘ Time: ‘
B. Cause of accident: ‘
C. Was the patient under the influence of alcohol of drug at the time of arrival to the hospital? [ | No [ ] Yes
4. Date first saw the patient for this illness / injury: ‘

5. (a) Present illness / Details ofinjury:‘
(b) Pertinent clinical findings (symptoms & signs): ‘
6. (a) Pertinent lab / Investigations:

(b) HIV Test: []Yes, result‘ ‘ [ INo
7. Diagnosis (including principle / underlying condition / complication)

1. ICD 10 2. ICD 10

3. ICD 10 4. ICD 10

8. (a) Treatments (including number of stitches, medication given, physiotherapy, etc.):

(b) Operation: ‘ ‘ ICD9 ‘ ‘ ‘ ‘ ‘ ‘ Pathology report:‘
(c) Diagnosis and treatment by other doctors in the same occasion. [ ] No [ ] Yes, please give detail

9. (a) Result of Treatment: [ 1Good []Fair [Poor
(b) Possibility of recurrence? [ INo [ ]Yes

10. (a) Date of the last treatment: / Follow up:
(b) The patient’s symptoms at the time of your last consultations / examination?‘

11. Was the patient referred to you by other physician(s)? [ INo []Yes
Doctor: ‘ Clinic/ Hospital:‘

12. Was the injury / illness contributed to or influenced by any of the following (eg. Pre-existing weakness or extended period of disability?)
(a) Physical defects / congenital anomaly []No []VYes
(b) Unfavorable past medical history [INo []VYes
(c) Degenerative change(s) [INo []Yes
(d) A family history that increased the probability or severity of this disease [ INo []VYes
(e) Doctor’s advice to have periodic “Medical Screening” for this disease because of increase risk? [ INo []VYes
(f) Alcohol or drugs [ INo []Yes

If the answer is “Yes”, please specify
13. Other past medical history:

Date Diagnosis Treatment Duration Doctor / Hospital’s Name
14. For female: Was the patient pregnant at the time of treatment. [ IJNo [JYes ‘ ‘ weeks (LMP: ‘ )
Was the treatment related to infertility? [INo [ ]Yes

15. Other comments about the injury / illness ‘ ‘

I, hereby certify that | have personality examined and treated the insured in connection to the above disability and that the facts are in my opinion as
given above.

| have been informed that KTAXA will process my personal data for the performance of obligations imposed by the policy and related service, and have
also been informed of the detail about personal data processing and my provacy rights (Data subject’s rights) according to data protection law and
KTAXA’s privacy policy. Please further read Privacy Policy at https://www.krungthai-axa.co.th/th/Privacy-Policy.

Name of physician Specialty License No.

Hospital Name Address Tel. No.
Signature Date

AN
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