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‘ﬁ] GP‘? 0 qu 11 °

Attending Physician’s Statement (Heart Attack)

1. qeizg|adsacom / Patient Information

oppz9p5 / .
Patient’s Name:

Age:
C 0C
3200032MC /
oc Occupation
OLm/
Address:

C o c CCOo C
90)mCE/0000350105 /
ID/ Passport No.

2. q)l@q%smeqz?or)m&:/ Patient’s Medical Record

1) easf/eaiasiadomepm(qoosan esqpisC amcoodmeal[gdli /
Please state date of consultation and period of the Hospital/Clinic record

ot%mms’aog('::@ooéoaé
0esD:{Jo0aopdes / 6§3m30:{go0aopdes,/ a[Bbeq/ ea0:fy/620:04:30p05¢(J00q20pdae [ C:a0q e/
Date of first consultation | Date of last consultation Number of Name of hospital/clinic and reasons for

] . nsultation
consultations during consultations

the above period

C C o C C C C
2)  0CVPHININEF HAELIEFR aospow?md]oa(\m?/

C C
Are you the patient’s usual medical attendant? - o?oo/Yes - eo?oo/No
a. wogtadeyfgedoc, Joooos oo
If yes, since when? (dd/mm/yy)
b. 90305(\316 (\I)Lp(‘;)?%@oaeq?em aae[)o%,cﬁ m9é§éc36m(7% G(D'S@(S]II /
If No, please provide name and address of the patient’s regular doctor
3) oo{:ooa% c\I)lqpo?f @@):mepo%? (}}é(ﬂooc\n:? u?oSc\J)Jé S’aeoo:o%ogeﬂ@ﬁn / | (Qog/Yes | eueog/No
Was the patient referred to you? If yes, please provide: , ,
a.  oQomgeomes,/ Date referred ( dd/mm /yy) """"

b. cgc\mpaé 39@@)6:39&16: / Reason the patient was referred
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C.  O)ELIIIEAN DOSENIBNSCAI0D /
o QELHR POt D¢
Name and address of doctor recommending the referral

d. 90?03(\3]5 (\Iﬁs):)oé oa{:eao:eﬁ/sao:a%:o% m&(@meqxﬁ@:na}(ﬂm(ﬁ?/
If No, how did the patient come to consult at your hospital/clinic?

4) C)D(S:Dé (\R‘PO?E m@jzsoepo%oé:fé @m:@é:ﬁ(ﬂo&c\n:? ﬁ(\gjé / 0 ?}/Yes 0 eﬁ/No
Have you referred the patient to any other doctor? If yes:
a. qeuv:geames/ Date referred

N C c C .
b.  ¥ev:qaop) me@oc:saslcs/ Reason the patient was referred
s n R - ﬁrror ...........................................................
C. (\‘?GU.@GOJ) &)6[)0:?8’1 3’398?9(\)00}/
Name and address of doctor recommending the referral

5) 0§00 00°[§9°eocn $w6 me[%sae @ée loocm: 23600 @03(0°[§6°°(S]03(\)’)"7( 01 32§0039001 MEAMI 32006 6[§6°| Dyl
|1§3 ?3 g (qﬁ 61" '? '? °Y b1 i’ °ﬂ °°8 61&)' @ GP o e l
0 C ] C C C c,. 0 C ’]
63210331 609:0Cs3aDY (5 Cat 60:3sp03(5C2 020D) §uIC sullguln /

Does the patient have or ever have had any significant health conditions, medical history or any illness (e.g. cyst, malignant
tumor, hepatitis, diabetes, hypertension, hyperlipidemia, anemia, etc.) If “Yes”, please provide:

0 ﬁ/Yes O eé’]/No

eep(ﬂm(gmnsaeoo:o%or)/ eq)(ﬂmésaogsat‘q] / eep(ﬂseeém&ooéei / ()?0(:): /
Details of symptoms Exact Diagnosis Date of Diagnosis Treatment

6) ee:g%zéi;tﬂds (3) orgé e(oT@:}e:m mog(m(qp:)a’adg(ﬁ @:D:}G:m aoepo%queﬁ meéjsc:: (\pxc)mo%n% G&T@Lﬂu /
Name and address of doctors whom the patient consulted for the condition(s) stated in Question (5) above.

c C o [ C c oc¢
30EPO$ILPO / em:ﬂ/em:a‘?:s%e $C 000D /
Name of Doctor Name of Clinic/Hospital and Address

C o C C ocC C C 0 b C
7)  za0eal[gul madsgpast 00053Ce0m egndecdigp:a) vza3onceuzdl /
Please provide the documentation regarding treatment(s) above.
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oc c ¢ c c C (W) C c ¢ c C C c C
8) GSOS(\)UGQ)’)(TJ(\}JCI U)QG:P"(\}JCGCD')(TJQ)Q 0)2(‘061(7.)3’36613308(‘0?9 Qﬁmqlmsammqueﬁ 39610:39@0)396]%00
330%08§(S(\)(‘f38]6&)2(\%{)603)(73@65§(SOOSJOD(YCJODB“ N:F’)G]SC{DG(\)C{D(DC{DGODSOODOSO% G(Y{ISG‘;B[Gj GOS(;]II ((T.)G(\)‘SS’DO’J(TS 33(‘({]71906(3])
1o 1 1o o L ° L IL ]

Please give details of the patient’s habits in relation to past and present smoking, including the duration of smoking habits,
number of cigarettes smoked per day and source of this information: (Not applicable for child)

ocC C c C C C C C C C C C
6302000690V / 02064, 600MDPITIEGI0M/ seqlm:rac\)meﬁsaqc:sa@o /
No. of years of smoking No. of sticks per day Source of information
9) = 0HEoNMIC 3gMHJ2DEI 3’3@63’36 DOWOSC ﬁse H30HEN (3@0339(3]390539 HDDVSC UUSZD(TSj(\) &N360032006P:0
9 2 §M0:00 §30RM$¢ 7|39 fcs §|MQH$C 9) R o 9P?

eoqucl:::[g@ cozdli (meco:zacyd 33(7{][9066]) /

Please give details of the patient’s habits in relation to alcohol consumption, including the amount of the alcohol
consumption, frequency, and the source of this information. (Not applicable for child)

C 0 croc C C C C C C 0C C C C C
300304 | 232002 / mo[’geeommoo&_)‘owan / 0000/ e:mmoo@s*a@e/ sfaqlmsac\)meﬁ:raqcm@o) /
Type of Alcohol Quantity per consumption Frequency (per week/month etc.) Source of information

3. [4Czco§eepolenznson:dadsagjadsacondyp: / Details of Critical lliness

1) sojeeladgcsen sason:dmadeal[galn /
Please provide details of the heart attack condition:

o C C
a. 0(1)9&3&\7)66{)(7)@0{)0386%/

Date of first consultation .. V2 [
(dd/mm/yyyy)

b. omesﬁ’l):meq)(ﬁ@ooooéei og&@m:}eoa) eepcﬂm(‘gmn(qp:)eﬁ CDG(D‘;O%US(T% o)oa(r:@oc):}eomeﬁ(::oatg e(ﬂ@(ﬂn /
Details of symptom(s) presented during the First consultation, and date these symptoms First started
c. espék\)%mn(qp:) @&eo’ﬁsoe:m we@aészaq)(qu)n‘é euﬂ[g(ﬂu /
What is the underlying cause(s) of the symptoms?

d. :)oéoof)c\%ezm esp(ﬂ:neé 3909339(7{](7% GWSBO]M (@8%6(\316) ICD-10 rrgf;rr%e(ﬂ@(ﬂu /

What is your exact diagnosis? ICD-10 Code (if available):

6. 000uad: 6enOlze0mO0NES /
‘ s SepOIsaepd ¢4,

Date of first Diagnosis . VS VA
(dd/mm/yyyy)
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f. oo eepolaefgarssnd vowadid§o0pes,/

Date the patient first became aware of the illness/condition Diagnosis ~ ......... VR V2
(dd/mm/yyyy)
C c C C C C s C C C 0 Cc o0 C C 0 C oc
2)  eqpalzepdm0g§320900 CV0EECEN 0O6E0:06:008gpiEN 2600:80503 655¢MMEw(Gali (sepalndzaopd(ysceom

20MDEDDH03EpeN 60009 0devzoln) /
L @61 E{P" 09" i o °

Please provide dates and details of investigation performed for the diagnosis (attach a copy of all relevant test reports
which confirmed the diagnosis).

C C N c o c o ¢ ¢ o°C 0 0
3)  eqpalzp6pd000369m DEPO§/$03:3200:70ePOFAIEN F0pdsE CBOEOdMeal[gdli /
Name and address of the doctor / cardiologist who first diagnosed the patient with this condition.
4) (\Rupaaé watm m?or:)o% §(\§:G(ﬂ(ﬁ@33 :1%90303 m(ﬁoﬁespfﬂqu @&(g:@&:ﬁo’]mmﬂ ﬁc\)ﬁ: ew%@o']u /

Has the patient previously suffered from a Heart Attack or any related illnesses (e.g. hypertension, angina or other vascular
disease? If “Yes”, please provide details:

0 ﬁ/Yes 0 eﬁ/No

eep(ﬂsaeém&oo&:)oooea?:ei / eep(ﬂsaeésao%san{] / a)epo%l eao:é:]/ea):a%: saeé ‘Jscf: S0m /
Date of First Diagnosis Exact Diagnosis Name of Doctor and Address of Hospital/Clinic

5) mﬁ:@&(‘l}(ﬁ)e@j@(ﬂu /
Please describe the initial episode:

\

a. P WACMH WIENZBNY Sua3ws[gE:§dloocn:? /
. |1§3 @ T e j TR AT °G] o
Nature of episode

b.  msd: 32(go[go300p63,/

Date of initial episode . VAR [,

C c _ocC
c.  comonsamcomamypsenop(cays /
Duration of acute symptoms
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6) 630l 200Gl 2WdE) “§” !E[gEYIC qroS3RE(gYPi EgsCa sul[gdli /

PIealste confirm the following. If “Yes” to any question, please elaborate with supporting evidence including date of test
results.
C

c C o C C 0 0
a.  qConmYus camCes(gt:yj:§acloocns? /
Was there a current history of typical chest pain? 0 é’]/Yes 0 eﬁ/No

b.  ECG 03¢ comgsads(mndamsbaop) 3ap324psddlaocns? §giC szmmdlad§ulascms? /
Were there any changes in the ECG indicative of new myocardial infarct?

If Yes, please state whether there was any: 0 ﬁ/Yes 0 eé’]/No

i. ST [gCs[gCs/oq(gC:ST elevation or depression? D§/Yes D 6§/No
i T c\]%L(r:: GQ)E:@%@&@E: /T wave inversion? 0 é’]/Yes 0 eﬁ/No
iii.  Qe§euodeom Q aiCsqp: / Pathological Q waves? 1§/ Yes e§/No
iv. Left bundle branch block? 0 ﬁ/Yes 0 e§/No

eq:e:@@ ECG &ooguogeo:é]u/ Please attach a copy of the ECG tracing report

L
7)  sO:adCapI§iSigp: 00meg0laocos CKMBI Troponin T o3 | 000p52 330muds) 00006§09)C 3042300021 003 §C 64,80303 sul[gdl
C\ C co 0 N C
6'303238«?:61(\)39%?"0? (I{ZO'OJO'JCGUS(S]II /
Was there a diagnostic elevation of cardiac biomarkers, such as CKMB, Troponin T or |, etc.?
If “Yes”, please provide type and date of test, and test results. Attach a copy of the laboratory results:

0 om/Yes 7 emm/No

C C c C
0063050064, (o?oogqueogoac) /

Date and time of test (before any n .
cardiac procedure) Test Results (Specify the units)

g\?:&%éepsapg%:(ﬁ%:mqﬁsmmz /
Type of Cardiac Biomarker

C C 0C 0
006303003 (sao?czsecmorf e(ﬂ@tﬂ) /

C C 2]
g\?:&%éepsapg%:(ﬁ%:mqﬁsmmz / CEECHRE) ((Tfo‘)ﬁf °3’3@°) / mr)ea):«ﬁqmé (sao%lézsacmrrof e(ﬂ@(ﬂ) /

. : Date and time of test (after any . .
Type of Cardiac Biomarker cardiac procedure) Test Results (Specify the units)
8)  WMNMER:YIR§DINsCLMME6(P(doll / Please advise regarding the left ventricular ejection fraction:

C C c C C 0, c 0 C C C 0 C €O~
a.  DWNMENREYIFF50030: §0% 63NMI (9) CO scsaoomespmeoaosaamsamq?qad]oac\m?/
00 I 7% T o1 S
Was there left ventricular ejection fraction of less than 50% measured three months or more after the event?
0 o]
O ﬂ/Yes ] eﬂ/No

b.  mMs3:epnl3262000005Mm NWIMMHEA0H8§:00312 DUINMH30000d? /
. §8° GP 8 8 0° 0 ‘F"e ° ﬂn °
What was the left ventricular ejection fraction at initial diagnosis?
o C C C oc o [} C 0 C
9)  sedz(nmomzpbomzo0p)3a)Csfuloncms? §ogC seo0zdadeal[gdl /

Was there death of a portion of the heart muscle? If yes, please provide details. ] é’]/Yes ] eé’]/No
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o 0o

10)  condo060 §a3s{mdan:adzdadnd 0§036aNMIac: 9361H0D $§320C200006§60ID(FC: 4§ dlooc:? §a|C H§0TaECMT]MESE
T “1"%" 8161 i | ‘?61 ° u"? 4 ° l"ﬂ "ﬂJlJ L °T+
@éﬁéem‘g\?m’a%:@mqm%eﬁ 3’39&5 ogl@{: e(ﬂ@tﬂn /
Was there imaging evidence of new loss of viable myocardium or new regional wall motion abnormality? If yes, please

elaborate with supporting evidence of imaging reports and name of the attending cardiologist.
D§/Yes  o§/No

[ [ 0 C N 3 0 ¢ 3 c c N C N ° c
11) 39| A\?OGG)’)C?GOJ) CIBG(I%(D (T.BCD?GCD’) (YB(IL)quoﬂ(\RJC ((Tf(IPS’bGe?(ﬂJGiOgS’b(ﬂS’DOC) (TfODGU.@GOJ) fc\?.,s'ao%()?soepogﬁ

meé?(&(\%{)md‘é(ﬁ S'BGODSG%USG(DT@(;]II
Please provide details of the surgery and/or other mode of treatment that had been performed (including name and date of
treatment) and name and address of attending cardiologist.

12) {giomefiostsl Boprsibongdsbpfrons

An approximate date when the condition can be returned to normal activity. ... VA VAR
(dd/mm/yyyy)

1) e eepole maouos(y§aopasas(geassad eplgaln /

L L
What is the prognosis of the patient’s condition?

2) (\R"Pmé watm §d3:§§003m036333 oé:m&oéeso:@&:qp: @1036003:@&:%(3]:)0(\7):? (eoml ECG, ECHO, CT scan)/
Has the patient previously had any cardiac investigation done (e.g. ECG, echocardiogram, CT scan)
) §/Yes e§/No

ﬁcgjé mew:@&ew@dln /
If “Yes”, please give details:

c o C C C oc
0063020 324[:3200%1 QO3 SC 65900 / 006302q20p)6(03Cs32Cs / SR SR ERHEE S O GOl
L Jre o Eh ° I Name of cardiologist and Address of
Type, result and date of investigation Reason for investigation Hospital/Clinic

3) el m§i6qepeotat mespalzs(gaassnd 38(gososceom sas[npligpigolooamns? /
Is there anything in the patient’s personal medical history which would have increased the risk of this condition?

[ §/Yes Je§/No

ﬁcgjé mew:@&ew@dln /
If “Yes”, please give details:
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c C o c Cc oc
66p0l3a0pd3203320y / sepilaaepdmbaopdes / aj)\jﬁpmﬂsg:;onﬂteﬁz;e@digmomf /
Exact Diagnosis Date of Diagnosis dlls ohos%citglr/cli?]ic ress o

L
Is there anything in the patient’s family medical history which would have increased the risk of this condition?

O é’]/Yes O eé’]/No

[} C C C 0 00 C oc C 0
4)  psen Ganipm§re0e6:epeocayC ajjespalaas(geassnd §6(gosodcean sas(opCiqpsoloocms? /

ﬁ(\gjé wem:ogogewT@Lﬂll /
If “Yes”, please give details:

[aV) {:60350{)6/ (] (ﬂeﬁoo:mo/ m@éoo cs*aoo(‘rc)/ ;e é‘m@{)/
u‘{f')?e { GP B ° 61 °
Relationship with the patient Nature of illness Age of onset Source of Information

C C c o

0Co CD 0 C o C o C N ('o 0 0 C
§CE0pCs 28I0) (400 3(gsangposgyps $C [Joo3(3C: e 20¢

C o 0 C C C C
5)  $0p) §0?°eogne@aes[36] Beuo aomooeep(ﬂqpnsacrgm @ §o§

2d0laoom:? /

Are you aware of any other doctor(s) (in Myanmar or Overseas) whom the patient consulted for coronary artery Disease or
any possible related illness?

(] 23/Yes [1ead/No
ogcgdé 339033803907@6]u /
If “Yes”, please give details:

c o C C C oc o C C o \ C C c C
2DEPO§I 630§)/630:3§: 36D SC COVD / 00LVSC epmsce:@oasoa@ei / @oaqoa@sae@occhs/
Name of Doctor and Address of Hospital/Clinic Date of first and last consultation Reasons for consultation

6)  3a:m BN c;ao:é’]mﬁs’ao%el(rzém 30l30C (puedt 500:32CAC:00650:000:00 CS’aG@I m&ep:e ECGI sd’):sm:e@vmcfm%l ECHOI
L L P L L 1L L 9 Il i 1L o 1
S093620566D000 0&“3)6@(3"39@@0)00 r)o?)eﬁ&oo @ 0:090¢e0:0ll
$OPeEeR-CEPMY 00s ° 2% BN Q-3 °
Please enclose a copy of all reports including specialist or hospital reports (e.g. cardiac enzyme assays, exercise stress
tests, coronary angiography, echocardiography, myocardial perfusion scans, etc.) that are available.
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5. sospo%eﬁzaqjcﬁzac\)(ﬁ/ Physician’s Information

010§§206po§aaupd / Name of Attending physician:

(3%:%0103/ Phone Number:
] C .

32560300 / email:

o300 / Address:

cc C o o 0 cec o o C C C o Co C C C C
R000g5 bl s{gipin oqrbSoogopfogpdy $§ smemtiatifGpbien{gpbgadeonionphey efpgpoadioophu /

| hereby declare that all the answers are each and all true to the best of my knowledge and belief.

o O

N\ . o c o
©/ Signature & Date: 630:§)/650:9§:05500

o

o) / Clinic/Hospital Stamp

c ¢ ¢
QOMOMSC Gz?
17779 L

o

oo O C c(e C C C C C I 0 N C
Qﬁ LL)OJ(T.B @ggm&:(gjo OC)(DJUODC GS’J)(D(;] mglmmme:quﬂtﬂm (I{:ogoogeoztﬂn /
After you have fully completed this form, if you have the following materials, please attach copies:

[] 0008 9360005 0§36 | $OF0CE 650:MDVYEDMGEPS /
§ QIR %3 Js RC SR qps
Medical Records for the period of treatment or the last two years

] 620:§0005960009 050062
Hospital discharge summaries

[ ealoomemn/320000303608Cean 620:008|D80000EP: /
GP 3 P_‘),l L ° q.l T q.P"

Test result showing objective findings

O (Qooeo:e:maoepo%eﬁ ?050059:/
Consulting physician reports
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