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HCPID ......c..ee... HCP Name.......oo e

Enrollee’s IDNO ........ccoviiiiiiiinin, DOB ..o, Sex......
ENrollee’s NamME. ... .o e e e
DIAGNOSIS . .. et
[ ]Out-patient........ [ ] In-patient

Date of Visit................... Date of admission.................. Date of discharge...............

SIN | Presenting Complaints

S/N | Physical Examination

S/IN | Investigations with result (Laboratory, radiological & others) Cost
S/N | Drugs/infusion/others Dosage Duration Cost
Total Cost (Claims)...........coovviiiiiiiiiil,
Doctors’ signature/stamp..............cooeviiiiiiienn .. Date........cooeeinnens
Acknowledgement

I confirm that | received the above treatment




