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mo‘%ﬁaoepoc%eﬁogrﬁe?l) M (mwéze@éep@&oo%eepd])

Attending Physician’s Statement (Liver Surgery and End Stage Liver Failure)

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(\)UGOJ)(TJ(\}JCI (D(DG:P"(\}JCGCID(TJQ)Q 0)2(‘061(7.)3’36613308(‘0?9 Qﬁmqlmsammqueﬁ 39610:39@0)396]%00
330%08§(S(\)(TS§]6&)2(\%{)60{D(73@65§(SOOSJOD(YCJODB“ NP@SSDG(\)C{D(DSDGODSO%OSUOJ G(T{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
620200060000500005 / 0063, 60DMAPIIEE IR0/ seqlmsfac\)meﬁsaqcm@o /
No. of years of smoking No. of sticks per day Source of information

9)  3qeomNIC 3260203:PuI 32(0§0326 30305 C 7)|393H30MHEN Ce[§0301320C 3060503:995C VIV V§HENTETIVYP2NS
61 2 61 1°00 61 (S Jog] Sl 61 ! 61 [°oiTe 9 |L¥) o qps 4
C o C
eoqucl:::[g@ cozdli (meco:zacyd sanq”eocdl) /

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@eeo:nmoo&_)‘owan / 0000/ e:mmoo@s*a@e/ sfaqlmsammeﬁ: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) eopesg)s) 6520033232506 3200p0:qMB:[gCs/ 32000026 [Ep00[g s/ 2900p0s(goo0d Fa600:8dRE6I[GalN /
Please provide details of End Stage Liver Failure/Liver cirrhosis/liver problem:
o, C C
a. 00eRINEEPND[Jao0pIes /

Date of first consultaton .. VA [
(dd/mm/yyyy)

b. omest"l):meq)(ﬁ@mooe:ei og&@oo:}eom eep(ﬂm(‘gmn(qu)eﬁ 396:)0:8030?3 00’)(3@03::96:17)6%?(::0')%) s(ﬂ@tﬂn /
Details of symptom(s) presented during the First consultation, and date these symptoms First started
c. espé]m(gm(qp:) @E)eo'reoew) sae@o&zaq)(qu)a% euﬂ[gd]u /

What is the underlying cause(s) of the symptoms?

d. ooéoo{)(\%e:m esp(ﬂsaeé sfaogafaoqlnfé e(o%@d]u @63.%8(\3]5 ICD-10 Code o%e(o%@(ﬂu /
What is your exact diagnosis? ICD-10 Code (if applicable)

e. oooeafe: ee[)(ﬂméoo{)ooéei/

Date of first Diagnosis . VS [
(dd/mm/yyyy)
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f. oo eepolaefgarssnd vowadid§o0pes,/
Date the patient first became aware of the illness/condition Diagnosis ~ ......... VA 2

2) el egpalzegasesa) vmesdieepalzrepdc0360m DEPoseN F0pdsCadien /
Name and address of the doctor who first diagnosed the patient with this condition

3) (\queﬁesptﬂooé G@(ﬁafezseaoésemé:(”(ﬁ&@& 0?056]:1)(\)3:2 0?05(\318 omea@:eep(ﬂs@eém&mée@% GLOTB(S]II /
Is the patient diagnosed of the end stage of liver failure? If yes, please provide the date of first diagnosis.

O LQUS/Yes O eu?orS/No
4)  zoms0l(gEszaeopCndesllgoln / Please state about Jaundice.
a. %?’)&)é SBZD'):OF]G?CDé?’) 3)058(\7)(73@36:?6]@(\\)?
How long has the patient been jaundiced?
b.  z[§onesalegen dloos?
Would the jaundice be permanent? O u?orS/Yes 0 eo?og/No
5) eq@&:a@egfmémem(ﬁmm:ﬁ(ﬂmm:? é’](\gjé ewf)[gtﬂu /
Is there evidence of ascites? If yes, please state: UJ és’]/Yes UJ eg‘;’]/No
a.  0mC06:000800p063,/
Date of first detection .. [ V2
(dd/mm/yyyy)

b. o)é::nﬁgméﬁsé:/
Mode of detection (e.g. Clinical, paracentesis, ultrasound)

6) c ce, c ¢ C C oo'] 22 & E C <. <. c C r] 28 o 0 0
39:)3gne@genejsvm(”moagmeommzaomnﬂo 20Q:¢ ﬂ(\}JC @OG(D:D@S?G@')C.,S’DG].CQI eqpmaomogc;epn ({Pm]§(°2 (Yf()iodg(fe

SBGQDZG%USG(DTB&II /

Is there evidence of hepatic encephalopathy? If yes, please provide details including underlying cause, complication and
treatment.

O ﬁ/Yes 0 eé’]/No

C o C CO0 Cx C C 0~ 0 C 0o C
7) 3’3?833{38 3’3&)830’)000’)?&30}61@& ﬂ@(ﬂooc\m? ﬂ(\}JC S’BGODEOO'JG(OT[QLS]II /
Was there partial hepatectomy of at least one entire lobe of liver? If yes, please provide full detail.
) §/Yes eg/No
a.  3o0d3eames,
Date of surgery. VR VAR
(dd/mm/yyyy)

b. §803qoaésae[§aémq& / Reasons for requiring hepatectomy
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C €O Co C C ° 0 I C C C C C C C C C
C. 30p0:0000053m05(gE:en 0200332030093209096[0PE 1PXClONS? 1HEXYC FaEaIM3Es MBI /
o L 1 L L 2 o °o L L Nl o
Was partial hepatectomy absolutely necessary? If yes, please support with evidence.

[ syod/Yes Jeyad/No
8)  Zaa0pdze[@rda0pIIEaNME:§iladcms? §ogiC sud(gol /
Is there evidence of liver cirrhosis? If yes, please advise the following: 0 §’]/Yes O eﬁ/No
c C o
a.  HAl-Knodell score [§C 3200p0:3000:0306[46 )|
HAI-Knodell score with a copy of the liver biopsy report
b.  3200p0:6[d0p00) 66POIWPI0360M BDEPOSENOSC 6a02§00D
L ° 1o L
Name of doctor and address of hospital who gave the liver cirrhosis diagnosis
9) C\queﬁ saoaézesp(ﬂoaé GS’D(YSL;]U%?U)&){: @&(ﬂo&m:?
Was the liver disease suffered by the patient secondary to:
a. mq(ﬁm(xg%m(rgj@m(ﬁ@é:/Alcohol abuse? O o?og/Yes 0 eo?og/No
b.  omsgdeansaliypsadig(gCs / Drug abuse? ) oo/ Yes Jewpod/No

10)  a006q§)[0§69926{0edladoopdzasamnzaamgiloocmns? §og|C saeoozbadenl[gali /
Was there evidence of bleeding from esophageal varices? If yes, please provide full detail
O ﬁ/Yes 0 eé’]/No
a. eog:a’a%;oa&:) m@&l eﬁénedl):

Episode of bleeding, including date and treatment

b. zameq[él@%eogse@’)eﬁ ﬁe[@p&:@é@& :fgeo?cf) eocSeJ;%zaeooo&zaooo:quﬁd]wmz? é’]c\;df: 5g3>|[0§méeo:dlu
Was there endoscopy or radiological evidence of esophageal varices? If yes, please attach a copy of the report.
) §/Yes eg/No

C I C C C .. . 0 C C \ C 0 C
1) 300p5:0006500C3|0d326(g1 Gamma GT $¢3a0p Bilirubin vexm033a0lz20¢ safe0620:36006084p:a) aaceusali /

Please provide details of investigation performed, with dates, including a serial of liver function test results with Gamma GT
and Bilirubin level.

13) cxﬁxné eoorr)c\)rf)ej @w@égﬁeq?(ﬂeoammn/ Is the patient still in follow-up? 0 ﬁ/Yes 0 eﬁ/No

§09IC e000(036 (Goowpdqdad sel[galn / If “Yes”, please state date for next appointment. —........ YA YA
(dd/mm/yyyy)

eﬁc\gdé cano eossaé:cx‘é(ﬁoo&éeia% ewT[Qd]u /1f“No”, please state date of discharge. ... YA A
(dd/mm/yyyy)
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4. m@):mqlrﬁsamrﬁqu/ Other Information

Page 6 of 8

any possible related illness?

:)3(\3J(°: msm:o%o%em@(ﬂu /
If “Yes”, please give details:

D oppel eqpily mpoogajoppggappmelgamesad efplgdln/

What is the prognosis of the patient’s condition?

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

[ 25/Yes [1ead/No

20601 6301)/650:0§2 36800 5C 030 /
Name of Doctor and Address of Hospital/Clinic

o C C o d N C
00LSC epma?,@oasoageﬁ /
Date of first and last consultation

[gooqaopdzae[opCiaaq s /

Reasons for consultation

provide full details.

3)  p§0pd $NGOROEA B8LICH DMEOEPAgPiE[PE 620§D e:(gE:Cloocn:? ag|C ssa0:B0dewd(GAlN /
Has the patient ever been hospitalized for the chronic liver disease or its related symptoms of complication? If yes, please

o C C o C C C C o N C o
630:§0DMAES, / eao:gmmq:n@s’as@)c:zaqc:/ aulvlgoaoa&grrgo?:/
Date of hospitalization Reasons for hospitalization Treatment received

[ o ¢c ¢c oc
aoepoqffgea):ﬂeﬁ F6PO$COLO /
Name of doctor and address of

hospital

ﬁ(\gjé saeoo:ogogecﬂﬁtﬂn /
If “Yes”, please give details:

4)  pelnsieneqpeoCot ajfeepulzsgaass GoadigieosCean gae(mpCiyps§dlacms? /
Is there anything in the patient’s personal medical history which would have increased the risk of this condition.

O ﬁ/Yes 0 eﬁ/No

eeprﬂsaeéswgsa(q] /

Exact Diagnosis

eeprﬂsaeémo%ooéei /
Date of Diagnosis

c o [ C c oc¢
elvplely eao:g/eao:sq?: 30600 §C QLU /

Name of Doctor and Address of
Hospital/Clinic
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0oCcC ¢coC c COo C I coc 0 c Co C 0
5) el 605SCAID 2MEINMYSE 69Si6aNnCECHeN [(C200§05Ca00m003 sel[gdl /
L 1o L o JLr e o L It P Lle L
Please describe the nature and severity of the patient’s physical and mental disability and limitation.

C C o OC 0 C oc
6) Qﬁ:ﬁogc: FDMEWVNSCHM mme@ﬁcd]oacm:?
Can you confirm that the advent of death is highly probable within?
a. 6o/ 6 months? I gyod/Yes " ewa/No

b. 9jc/12 months? [ syod/Yes " ewad/No

0 C o 9 Co C c C c o c c \oc 9 Co
7) 3200:) 2060 eao:qeﬁa’ao)qcam S’B(HSG)OC GGP(;]G]’)G(DO)G)G&)ﬁ@CSSl(\)SI S’bCDG)mefl S’bCD'XOSQGBI 80)093’80)61C80)’)I
[N N L L 1 o 1 o 1L
Cy ¢ c [} SO 0 \ o C ']
6')0)88?33’36@')“)3’3@')3 el QU)“(TJ 0:0000C60:0II
o [ [es] LiL o

Please enclose a copy of all reports including specialist or hospital reports, diagnostic test result, ultrasound, biopsy
reports, surgical reports, laboratory evidence, etc.
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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
000g5 bl ms{gipin oqrbSoonobfogdy $§ smemtiatifGpbien{gpbgadeonionphey efpgpoadioogu /

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

o O

\ . ° c o
0/ Signature & Date: 630:§)/650:9§:05500

o

o) / Clinic/Hospital Stamp

c ¢ ¢
QOMOMSC Gz?
T7°T% L

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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