I 2 (Form B) Physician Discharge Summary m;mu%uﬁ'aﬂﬁamsm

Tsanenuia

13N D |ygavIngens. ..o WOV,

Please give detail relating to this treatment *Please use medical terminology

For Illness:
1. Date you first saw this patient for this 11INESS: ...t e
2. Chief complaint and duration Of SYMPLOIIS: ..........uuiuiu ettt ettt et e
3. In your opinion, how long should this symptoms persist for this 11INess: .............ooiiiiiiiiii
For Injury:
1. Date & Time of injury ...........ocooviiiiiiiiiiiiiii Date & Time you first saw this patient...............coooveiiiiiiiiiiinnnn.
2. CAUSE OF IIJULY ittt ettt ettt ettt ettt e ettt et e ettt ettt ettt ettt e e e ettt
Nature of wound and INJUIEd OTZANS. ... .. ...t et e e
TIDNENTIUU ..ottt ettt
3. (Did you smell alcohol from the patient?)
”lﬁ'néuqﬁmnﬁﬂ’wﬁ%“lzj () No ( ) Yes () Not known
Level of consciousness () Normal () Confusion ( ) Drowsiness () Semi-coma ( )Coma

(Did the patient take any medication, drugs?)

diheiueumseli () No () Yes ($0/WHA UBWN) ...veoveoeesoeeeeeee e () Not known
Pertinent Clinical findings (SYMPLOMS & SIZIS)........ccuuiiiiiii ittt
UNAEITYING QISEASES. ... ..ottt e oo oo
Investigations/ PathologiCal STUAIES. ..........oouuiiiiiiiiii e
DIHAGNOSIS L. ..ot ICDIO-TM ................
DHAGNOSIS 2. .ttt e ICDIO-TM .....cccvvnn
DHAGNOSIS 3. e ICDI0-TM..................

(Please fill the diagnosis that has been treated on this admission, not including the underlying diseases or conditions not treated: please rank from the most important Dx to the least one)

T34 1<)
SUIEETY/OPEIALION. ...evitit e Date...............ooie ICD10-TM/ICD9-CM............c.neee
RESUIL /COMPIICALIONS. .. ...ttt ettt ettt e et e e et e e e ettt et e e e
Is the illness related to alcohol, drug abuse or addiction? () No () Yes () Not known
For Female is the patient pregnant? ( )No () Yes Gestational age............... Wks
Was the treatment related to infertility? ( )No (G D
HIV ( )Notdone ( )Done ( YRESUIt ovveeeeeeeee) Aunsdindihegusen¥idlame aeFUR .o )
Has patient ever been treated by other doctor before? ( ) No ( ) Yes, please give name and address................coevvevviiniininn.s.
Past History

Date Signs & Symptoms Diagnosis Treatment Physicians
For accident: eStimated time fOr TECOVEIV. ... ... .ttt ettt e ettt ettt et et aaeaae
Signature.. ... Medical specialty........ccooiviiiiiiiii Medical License No..............




