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Details of Insured's illness

1. Date first saw the patient for this illness Presentillness

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

3. Diagnosis illness Stage (1CD10)

4. Please describe the extent of the disease.
4.1 What was the insured chronic lung disease?. () No ( )Yes Select O obstructive pulmonary disease O End stage lung disease

Other.

4.2 What was the etiological agent?: [JGenes | Exposure to tobacco smoke O Exposure to occupational dust O Respiratory infection

|:| Drug / Substance abuse D Other,

4.3 Was the patient need oxygen therapy treatment?: ( ) No ( )Yes O,5at _______ %

4.4 What was the oxygen freatment?: DOxygen canular____ L/min D Oxygen mask withbag____ L/min D Respirator
Ll other

How long the patient need oxygen therapy?: Hours; Days; Month; Years

5. Investigation / Laboratory report

5.1 Result of Arterial blood gases at first ime diaxnosis: O roomar O Respiratory

pH__ PCO,  __  _mmHg PO, | mmHg HCOy mEqg/L Oxygen saturation___ %
5.2 Result of Arterial blood gases in present treatment: U rRoomair [ Respiratory
pH___ PCO, __ _mmHg PO, | mmHg HCOy mEq/L Oxygen saturation___ %
5.3 Result of Pulmonary function test
Slow vital capacity(SVC)____ L. Forced vital capacity(FVC)____ ml. Farced expiratory volume in 1 second(FEV,)_____ ml.
FEVI/FVC___ % Maximal mid expiratory flow(MMEF)____ L/min Maximal voluntary venfilation(tMvV)_____ L/min
5.4 Respirator setting:
5.5 X-ray: CT/MRIdone ( )No ( )Yes
5.6 Otherinvestigation:
5.7 Anti-HIVtest. () No ( )Yes if"Yes"please give result DDMM/YY.

5.8 Please enclose copies of all reports that are available: D Arterial blood gases D Pulmonary function test D Respirator setting l:l X-ray

[l HIV test O CT scan/ Chestscan O MRI [ Electrocardiogram O Echocardiography O Any relevant reports

6. Prognosis: ( ) Excellent ( )Good ( )Fair ( )PoorNeed follow up

7. Could theillness be recover?: ( ) No { )Yes for

Hours/ Days/ Maonths/ Years

8. Please state if the insured has suffered/ been trearted for any otherillness(es) /complaints other than the Ciritical illness:

9. Ifthere are any furtherinformation 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
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