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Details of Insured's illness

1. Date first saw the patient for this illness Present illness

2. Chief complaint/Clinical finding (Symptom & signs)

3. Diagnosis illness What was the date of complication of Diabetes Mellitus? (DD/MM/YY) g

4. Please describe the extent of the disease.

4.1 What were signs and symptoms that appeared in first time of diabete mellitus?:

4.2 How long the symptoms of diabete mellitus had been present?:

4.3 When was the date diagnosed of diabete mellitus?: At hospital

4.4 When the patient consulted for this illness in first time?: At hospital

4.5 What was the type of diabete mellitus?: D Primary DM (Type D) |:| Secondary DM (Type ID) L] other

4.6 Has the patient previously suffered from this illness or any related condition?: { ) No ( ) Yes

5. Lower limb amputation due to diabetic complications.
5.1 Limb amputation: Above knee amputation [ | Left [ | Right [ | Both
Below knee amputation [ ] Left [ ] Right [ ] Both

Other

6. Investigation/ Laboratory report
6.1 Fasting blood sugar (FBS) mg/dl DD/MM/YY report 6.2 HbA1c __ % DD/MM/YY report___

6.3 Anti-HIV test: ( ) No ( ) Yes if "Yes" please give result DD/MM/NYY

6.4 Please enclose copies of all reports that are available:
O FBS a HbA1c ad HIV test O X-ray O Ultrasound [l CT scan O MRI O Slit lamp biomicroscope test

Ol Indirect ophthalmoscope test O Optical coherence tomography test ] Surgetry 0 Any relevant reports

7. Whatis the nature of treatment of DM?:

D Nutrition control |:| Exercise D Monitoring D Pharmacologic D On insulin D Other

8. Prognosis: ( ) Excellent ( ) Good ( ) Fair ( ) Poor Need follow up
9. Could the iliness be recover?: ( Y No ( ) Yes for _ Hours/ Days/ Mouths/ Years

1

]

. Please state if the insured has suffered/been treated for any other illness (es) /complaints other than the Critical lliness.

1

N

. If there are any further information which in your opinion will assist us in assessing this claim, for example, an adverse family history, please furnish

such information below

To be completed by Attending Physician

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

given above.
Name of Doctor Signature
Qualification Specialty Thailand's Medical registration
Name of Hospital/Official Stamp Telephone No Date
doaene iflalunasilsznaunaseufmunngd inasusawFawnansdiniigia Imﬂﬂs:m?ﬁmmﬁmmmLﬁﬂmﬁluﬁﬁﬁ'u w?ﬂﬂs‘xﬂmﬁﬁuﬁj&um:ﬁﬁmwﬁr&ﬁnwmfm

= o ° "= N T A o Lol O o T 21 = = =
muﬂa‘zmmgwmammq mmm&mwiwummiy nu 2 ﬂﬁ?'ﬂﬂ?ﬂi&lmu4,000 LW W areanielsu uazaniedn fesan g aulvanawnulunainsan Tanuiis

lauf 170/74-83 mmslalduun1oldas 1 auussaIALlLN lWaAasvlag anw. 10110 gudanmauwus Tns. 1503 fhedulku 1503 na 2 CL_D149_2




