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MEDICAL REPORT

1 | The Patient's Name: Sex _ ' Male Female
Age. {Years) ID. Card No.. _HN AN_ XN,
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2 | When did vou first see the Patient about the injury? Date Time. _a.m./p.m.
3. | When did the incident happen? Date . Time._ _am /p.m.

4 | Probable cause of injury:_

Please give your final diagnosis: _
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6. | Please specify the nature of the injuries:.

7. | Has the Patient been seen or treated by other doctors or at other hospitals foliowing the accident? | | Yes No

It Yes', please give detalls
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If 'Yes', please give details of treatment needed

13.| Additional comments, if any:__
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facts to the best of my knowledge on his / her conditions.
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with gl information ncluding medical history, consultation, prescripbions, treatment, and copies of all hospital and medical records that are related to this claim | agree that a photocapy
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