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For Physician
1. Visat date: 15’10}2026 s TS L1030 .. Vital signs: T: 386 ‘ ‘,96 v R22O ‘ BP: 118776

2. Chief complaint duration: 2. 38YS St N o
3. Present liness or cause of Injury: FEVET_cough, sore throal, rhinorrhea for 2 days

For Injury: Date of injury ... ... Time: i Place of injury: ... Details of injury:
4. Physical exam: INjected pharynx, lungs clear

Previous treatment for this iliness or injury (Date & Place): NONE. e
6.  The iliness or injury influenced by alcohol or drug addict: ( ) N[ ) Yes, please specify
Is the iiness related to: (please tick & if yes)

0 Pregnancy / Chédbirth / Infertilty / Caesarean section / Miscarriage O Congendtal / Heredttary disease
0O Nervous | Mental /| Emotional / Sleeping disorder 0O Influence of Drugs / Akcohol
0 Cosmetic reason / Dental care / Refractive errors correction O AIDS

0 An accident; Date of accident: ... oo THO! i O None of abave

8. Underlying condition: THONE ‘ . ol S .
9. Investigation & Result (Lab, EXG, X - ray, etc.): R@pid influenza test. Influenza A positive - -
10. Oiagnosss: INfluenza A .. 1co1oTm: J10.T
11.  Treatment: OS€ltamivir, paracetamol, antinistamine Sp— : - :
11.  Surgery/Operation: ."...... i Lo e LA Lotk Date performed: .. ... .. o 1CO9-CM:
Anaesthesia Type: ( ) General Anaesthesia ( ) Spinal Anaesthesia () Local Anaesthesia ( ) Others
12.  Pathological report: T d o ol ‘
1 hereby certify that | have personally examined and treated the insured In connection with the dsabiity and that the facts are in my opinion as given above.

Physician's signature ‘ deridiciamisieier i Medical specialty: . PSS gy Medical icense no:
{ ; ) Telno: . Date:
Medical institute: : ; Address:

Remark: Doctor who sSsue T report must be a doctor who 5 beensed 10 practice medione and correctly registered by the Medcal Councl
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TO AVOID RETURN OF CLAIM DUE TO INCOMPLETE INFORMATION, PLEASE ANSWER ALL QUESTIONS.

NAME OF PATIENT ;: Miss Somijai Jaidee

AGE - 39

sex: F

TO BE COMPLETED BY ATTENDING DENTIST.

DENTIST NAME DENTIST LICENSE NO :

PLEASE ANSWER AS COMPLETED AS POSSIBLE. IF YES, PLEASE GIVE BRIEF DESCRIPTION AND DATES,

If prosthesis, is this initial placement ? No Date of Rx:
Is treatment for orthodontics ? No Date of Rx:
Is treatment a result of accident ? No Date of Rx:
Please fill in the particulars for oral treatment (including X-rays, prophylaxis, material used, etc.) :

Tooth No. Particulars Charges

4 _Full mouth Scaling and polishing 800

2 19 Composite filling (MO) 1,200

3 18 Periapical X-ray 200

4 Total _2.200 v
5.
6.

Please mark teeth treated or area of oral treatment on following chart.

E PERMANENT TEETH E] DECIDUOUS TEETH

p e LABIAL 7
BEPOIOOD  TRODDDDE
1 2 3 a 6 6 7 ! 9 10 12 13 14 15 16
RIGHT LINGUAL LEFT
K
B @(%:; i,w:m:w DE ((/*”‘ QDDE
2 3 25 LABIAL 24 2 s N W E

| hereby cerlify that the services listed above have been performed on the above-named patient on the date indicated.

Dentist's Signature :

Hospital/clinic:

(

)

Ussiums sw/RratA
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*Please attach original receipt(s) from the dentist. Ver. 20130501
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For Physician
1392 e M0 Ri22 gp; 100760 ..

1. Visitdate: ... 12/10/2026 | pime: 09:30

2.  Chief complaint duration: 3day5 )
Present illness or cause of injury: High fever, myalgia, headache for 3 days, pOOr Ofal IntaKe e

revseesnnn VitAl signs:

5. Previous treatment for this iliness or injury (Date & Place): .| 0/10/2026 Clinic. symptomatio Rx o BT T —
6.  Is the illness related to: (please tick & if yes) form if admit with
O Pregnancy / Childbirth / Infertility / Caesarean section / Miscarriage O Congenital / Hereditary disease following condition

O Nervous / Mental / Emotional / Sleeping disorder 0O Influence of Drugs / Alcohol
O Cosmetic reason ) Dental care ) Refractive errors correction 0O AIDS URI

O An accident; Date of accident: ...........c.ocoovvvieceeseveieennecerenrasness TITB Loiciieiisiesaineeriie Influenza
'None of above
7. UNGErYINg CONAION: O ettt it e et s Acute Diarrhoea
Provisional diagnosis: DENAUE TBVET st s ss sttt Vertigo
Can the condition be managed under Outpatient basis OYes «@No
(If No please provide more information) . Platelet 85,000/ul. with dehydration, needs 1V fluid and monitoring
10. Reasons of admission.Dengue fever with thrombocytopenia and dehydration
11. Treatment IV fluid, paracetamol, CBC monitoring every 12 Rr

Physician's name Medical icense NO.  ....cooivvvvsmmoniniein Specialty

| VNIRRT PRI el KA o A RIS ) Date
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Part B

Medical certification
Patient's Name: MiSs Somjai Jaidee  cey! Male/Female in: HNOOOOOO  an.  ANDO00DO pge 38

Admission Date: .12/19/2026  time: 19:00 . Discharge Date: 15/10/2026  vime. 11:00 congutation Date: .12/10/2026

1. For Iliness 2 For Injury
a) Date you first saw this patient for this iliness: 12/10/2026 B RO APRITY - i finediodblondusibomiilh bl reebs

b) Cause of

b) Chief complaint and duration of symptom(s): c) Details of injury ... >
High fever 3 days, myaigia, headache, d) Did you smell akcohol from the patient?
i ( ) No () Not known

() Yes, blood alcohol test (if any) = .................... mg%
e) Level of consciousness ( ) Normal ( ) Confusion

( ) Drowsiness () Semi-coma () Coma

4. Vital signs: 1392 9110
5. Pertinent Clinical ﬁnd,ngs (Symptoms &S,gns) Fever, petechlae posntlve tournlquel lest

6. Investigation & Result (Lab, EKG, X - ray, etc.) CBC

7. AT (I 1 R i DI RROINERS i T sl sivivonis s e AL b
. Underlying disease: None ;
9. Diagnosis 1: Dengue fever o deDt0TM: ASTO
e R T——— v O, . S SRR R
10. Treatment: Nﬂ .

Adjusted RW

18, SURQErY/ODRIBUON: o B O o B i i SR v e s I I i isissssaisiinisinsiasinssisisssiveisiiins DRDE POTTOIMBE! i cviiviissniisarisssiiaiisisiossiisiin
Anaesthesia Type: ( ) General Anaesthesia ( ) Spinal Anaesthesia ( ) Local ANBESThEsia { ) OIS ... as s bbb b as i

13, COMPHCAHONS (I 30 ): NI oo setes e st e s et st s e e et bRttt
14. Is the illness related to alcohol, drug abuse or addiction? §/ No () YOS, PIBBEE SPBOHY...covuvouversnsiassscusssssssssrsssasassnssssssssssssinsosssssassssnsssssasssnssssssssarssosssasssssossssastans
15. For Female: s the patient pregnant? I No () Yes, gestational 3Ge...................ovwiriririinn weeks
Was the treatment related to infertility? /4 No ) V08, MG RPN ovsc5512osnssssovsssso soionssssss s e se5655555335 5 5535 RO 53
16. Has patient ever been treated by another doctor before? M No ( ) Yes, please give name and address ...
17. Was the illness/injury contributed to or influenced by any of the following
a) Physical defects/congenital anomaly¢/4 No () Yes

b) Degenerative change(s) I No () Yes
18. Others past medical history

Date Sign & Symptom Diagnosis Treatment Physicians / Hospital

19. Other comments about the injury / iliness R€covered, discharged with follow-up in 7 days e

1 hereby certify that 1 have personally examined and treated the insured in connection with the disability and that the facts are in my opinion as given above.

Physician’s signature Medical specialty: .........c.ccoovviniiiiniiniiinenns Medical license no: ...........cccooeviivieennn

Remark: Doctor who issue this report must be a doctor who is licensed to practice medicine and correctly registered by the Medical Council
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For Physician
1. visitdate: 191072026 . vime: 030 . vitalsigns:T: 386 p9  m20

Chief complaint duration: 2. 98YS
Present iliness or cause of injury: .Ee"'ef

r.cough, sore throat, thinorhea for 2 days T

For Injury: Date of injury ..., TIMe: .. Place of IJUIY: oo DEEBHS OF IRJUIY? Lo
4. Physical exam: INjected pharynx, lungs clear

5. Previous treatment for this iliness or injury (Date & Place): NOM®
The iliness or injury influenced by alcohol or drug addict: ( ) Nd'( ) Yes, please specify ... ...
Is the iliness related to: (piease tick B if yes)
0 Pregnancy / Childbirth / Infertility / Caesarean section / Miscarriage O Congenital / Hereditary disease
0 Nervous / Mental / Emotional / Sleeping disorder 0O Influence of Drugs / Alcohol
0O Cosmetic reason / Dental care / Refractive errors correction 0O AIDS

O An accident; Date of accident: .............ccoovvevcevenvrecrienss TIMBY ot & None of abave
B.  Underlying condition: T8I ..

9. Investigation & Result (Lab, EKG, X - ray, etc,): Rapid influenza test: Influenza A positive

10. Diagnosis: INfluenza A ; S R————.. . 1 L N

11, Treatment: QS8 AMIVE, PataC Ol A I e

21, QI OPBERIMONS 1o nve o eesscorsrvcnians rapansaswiisssisssssisarsnnissnssssasessasasssvaossas ERADE POTIONTIVIIY oiioivisicisssivicinnsonss ORIV Liovreioaniirrsinschiisiosts e dvmsbaiebitne feammmsasssemmeseteaesmssesste b
Anaesthesia Type: ( ) General Anaesthesia ( ) Spinal Anaesthesia ( ) Local Anaesthesia ( ) OtErS .........oooooovoveoesoes oo ee oo

12. Pathological report: .7.......c..occonvninnan,

I hereby certify that I have personally examined and treated the insured in connection with the disability and that the facts are in my opinion as given above.
Physician’s signature MEdICHE BDRTIIRY: <iiviiiiinniivmmioniovisiisetsins Medical license no: .......... e
wven) TR o A it e b s Date: ...

Remark: Doctor who issue this report must be a doctor who Is licensed to practice medicine and correctly registered by the Medical Council
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