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om0}aoposetogadadaych (copobmbeBEepGeiensespe)

Attending Physician’s Statement (Nephrectomy, Removal of One Kidney, Kidney Failure)

1. qeizg|adsacom / Patient Information

C
3o / M /
Patient’'s Name:

Age:
C ocC
320003MC /
oc Occupation
LU/
Address:

Co C CCOo C
tj;oa(l)ooc/ooamﬁ(ﬂoa /
ID/ Passport No.

2. cxljlﬁotq%:meqz?&méz / Patient’s Medical Record

1) eaa:e[]/eaa:a%:o%mesptﬁ@ooem eiqp‘;?é (mc\)o%(ffe(ﬂ@(ﬂn /
Please state date of consultation and period of the Hospital/Clinic record

03m00303¢:[J0320p)
\ g E g oc 603§)/63020§:300p05C[]00q 20p) T C:30 Cs/
0es:{Jo0aopdes / 6§3m30:{go0aopdes,/ o[Bbeq/ W ERBPEIORFEYRINR SR
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)  DCOPONIDIPS MIEVESVN soepo‘isuem(ﬂooc\m?/

Are you the patient’s usual medical attendant? - ugoo/Yes - eo?oo/No
a. gogEodegiyedocz/ S e
If yes, since when? (dd/mm/yy)
b. 90305(\3]6 (\I)Lp(‘;)?%@oaeq?em aae[)o%,eﬁ meé#:o%mn% e(og»@d]u /
If No, please provide name and address of the patient’s regular doctor
3)  20¢aa) g0 3[F:0epose (Y30l LITE Fas0:86EN[gdl / D yod/Yes Ze0y0d/No
Was the patient referred to you? If yes, please provide: , ,
a. oomgeomes/ Date referred ( dd/mm /yy) """"

b. c\gc\nqooé me@)émq&: / 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 U)G)Gi(\ZICGCID(TJ(D@ 0)5(‘061(7.)3’36613308(‘0?9 Qﬁmqlmsemmqueﬁ 3361C83’b@0)3’b(3]3’30c
330%08§(S(\)(TS§]6&)5(\%{)60{D(73@65§(SOOSOD(TSODé NP@SSDG(\)C{D(DSDGODSO%OSUOJ G(T{ISG‘;B[Gj GOS(;]II ((DG(\)‘SS’DO’J(TS 33(‘(1]1906(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) empesg)s) empodmOsspalaas(gaass sasanidodmsal[gdli /
Please provide details of kidney disease condition:
o C C
a. U(DG&B‘S(\)’)GGP(TJ@CDOJ@G%/

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

b. omea"l):meep(ﬁ@mméei og&@oa:}sooo eep(ﬂc\)(gmn(qu)eﬁ 396:1):8030?3 om&@o’x}emeﬁ{:mo&) ewT@d]n /
Details of symptom(s) presented during the First consultation, and date these symptoms First started
c. esp(ﬂm(gm(qp:) @E)eo'reoeoa) sae@aészaqn(qu)a‘é euﬂ[gd]u /

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

d. 035036(\936003 esp(ﬂs*aeé sao%m(q]n% ewf)@(ﬂu @03%&\315 ICD-10 Code o%e(o%@(ﬂu /
What is your exact diagnosis? ICD-10 Code (if applicable)

e. 00093("3: esprﬂméoa{)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 ~ .occoo/veeveec Lo,
(dd/mm/yyyy)
2)  eqpalzepd) 30005(|5Ce0m 00650:96200q34P:(EGFR VeM30I30E)0) 00650:3p655CMQ 8| Goocsuzdl /
Please provide full details and results of all investigation (with date) performed for the diagnosis and attach a copy of all
relevant test reports and including eGFR level which confirmed the diagnosis.
3)  smpmmodegpalopd [g§copdesnmesdteon emprdmOmbCssamtonymes[§cs vadewd smya:(ys) sellgull LcdYC eGFR
vy 685¢a selfgdln /
Please state if the kidney disease has resulted in permanent irreversible kidney function impairment? If “Yes”, please list
the eGFR level readings with dates.
[ syod/Yes Jeyad/No
4)  eGFR :Dé <15 ml/min/hr/1.73m?2 a§3(r%tﬁ%ﬁjs3@ée§1m GS’D(TS?]L;]&)(\)’):Z ﬁ(\)ﬁ: G&T@(ﬂu /
Was the eGFR < 15 ml/min/hr/1.73m2 body surface area? If yes, please state: U és’]/Yes U eg‘;’]/No
e%cg) / eGFR vexam /
Date control eGFR level
a.  0jqoo3q]qe50p0¢n cudsoqar(npesul(§asz / How long has the result persisted? (Day)
b.  ;uwempmmbgmendlad? / Which kidney(s) has failed?
C C C ce C [y ° o C C C C C N
5) pmﬂ&)’e(qpmmo(“mmﬁo c;(qpmmoJ (\?80(\?3 U?O'JL;]:D(\T)Q ()?O’J(\J')JC Q’.)(D(T)U)B:(‘D(ﬂ(\)?/
Is there chronic kidney failure of both kidneys? If yes, since when? U o?cf)/Yes O eo?cf)/No
......... Y ST A
(dd/mm/yyyy)
6) eqxﬂ@%e(m&%&ﬂoom:?/ Is the renal disease reversible? O LQUS/Yes O eu?orS/No
C [y ce c C o c C C C C C N
7) e(qpmmo(ﬂmm@c:epma?:zamg o?ood]oom'):? Releelev]ie mmmme:m(ﬂm?/
Is the kidney failure at its end stage? If yes, since when? I gyod/Yes ewad/No
......... Y ST A
(dd/mm/yyyy)
8)  §00p POTLFEMPMMOE:{FC: BLICd 6PMMOZ2d:(5E: ¥3a00looam:2 /
Does the patient require permanent renal dialysis or kidney transplantation? l u?orS/Yes 0 eu%orS/No
9) (\quoaé m?m(ﬁﬁogf: i’l)?%; G(qp(ﬁmf)eao:@f:: (c%nr)e]a a‘éeo?og eog:c;@)?) (\?Geaoof:eﬁsqdbac\nzz 0?05(\315 e(oT@(ﬂu /
Is the patient currently undergoing regular peritoneal dialysis or hemodialysis? If yes, please state:
0 o?og/Yes 0 eo?og/No
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a. empmmobomtemsqoopdes / Date of first dialysis L A YA
(dd/mm/yyyy)

b. 00V erqptﬁm&eao:qooé:m@é/ Number of dialyses per week

10)  eoqpodmb3a00:ad2(gcs 0p0samE(Geul[Gooni2 vyadag)E sl[gdln /

Has kidney transplantation been performed? If yes, please state: 0 u?orS/Yes 0 eu%orS/No
a. mm:or%méei/ Date of surgery . YA A
(dd/mm/yyyy)

b. 006530050} §ccdadilonad? / Which kidney(s) was removed?

° 0 C C C C N C C C C
C. 0320093200093209096[0PE §e00dg0mTla:2 !dag|E gEs(gol /

Was the surgical removal absolutely necessary? If yes, please explain. 0 o?og/Yes O eo?og/No

d. 3805360 s0eposen 20pdsCaden /Name and address of doctor who performed the surgery.

5

1) csHo 56MPOMOZ000:90000¢E 6mMPMOMOMHS °:Dm03(3]oac\)3°7/
PPOReNP S0Q:00Q0RC eMP SRR °°

L
Was the patient a recipient of the kidney transplantation U u;orS/Yes U eo?cf)/No
12) eoqp(ﬁm&m&m(ﬁdezogo?o%@(g:ﬁtﬂmmzz é’](\gjé e(o%@d]u /
Was a complete surgical removal of one kidney performed? If “Yes”, please advise: UJ és’]/Yes UJ eg‘;’]/No
a. 30odwpdes/Dateof surgery Y YA
(dd/mm/yyyy)

b.  empodmMOZ00:me 33000 rmmaoj éooogé@&mo&ﬂ:nm”/
' mp [N elllqolu i o
Was the surgical performed considered medically necessary by the consultant nephrologist?
I gyod/Yes ewad/No

C. 3805360 0epo§en 20pdscadien Meal[gdli /
- 3003 POt (he ?
Please provide the name and address of doctor who performed the surgery

A0 € 8 Co 0 0 . . .
d. 9000930§CIY||M orgeo:d]u / Please provide copies of operation report.

13)  pgp20pd WA 6MPAdMOY|AdB(FC: BLICd DME0SEPAlYP: deriesqUladcm? LITdE sovzdadedl[gdli /
Has the patient previously suffered from kidney disease or related illnesses? If “Yes”, please provide details.
0 o?og/Yes 0 eo?og/No
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4, m@):mqlrﬁsamrﬁqu/ Other Information

D oppel eqpily mpoogajoppggappmelgamesad efplgdln/

What is the prognosis of the patient’s condition?

2) qg@eﬁ(q%:meqzepeoéogé Qﬁeep(ﬂ:ﬁe@me?(ff (‘Z)e%a%:g):eo%éeom me@)&:qp:é’]tﬂmm:?/
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
ﬁ(\gjé saeoo:o%ogecﬂ@tﬂn /
If “Yes”, please give details:

c o C C c oc
e(,p(ﬂm&smgw / Geprﬂsaeéoo&ooée 5/ 206PO§1 630:§/630:5: 36DV $C OV /
Exact Diagnosis Date of Diagnosis Name OfH%oscpti(t)gl%(ljirﬁgdress of

C C o OC 0 c oc
3)  |30¢: 3200mM600aYE Y 300p0(g|SCUldME? /
Can you confirm that the advent of death is highly probable within?
a. 6o/ 6 months? 0 ugo%/Yes 0 eo?orS/No
b. 9jc/12 months? [ syod/Yes " ewad/No
0EH0YI€ 0|03Wa0g§C2) 60MMNECEM M§28766:00620:3)M4P:0d cul[gdl /
If “Yes”, please describe and provide relevant medical reports that support this view.
4) C\I)l;f")eﬁ 803%:(7%05 sam%saooogﬁgjsé eogé:eao)é%égo%eﬁ @ézoo%@.ls(::oomotff G(ﬂ@d]u /
Please describe the nature and severity of the patient’s physical and mental disability and limitation.

5)  p$elisae(ges 036uy0d 38009 6300lode[mp¢ 2Bewy0d somedegilooans? /
|1§3 '? [ G i @ [0 L A Jlﬂ °°
Is patient’s condition or surgery performed in any way related or due to?
a.  AIDS a3s00) $damemeocseapalsanniodegpal / AIDS or HIV related illness? [ syod/Yes Jead/No

C o C C C I c [y C o N C
b.  90001C002:627 M$:676§30500650 pﬁ@n:ﬁeﬂm onz@oeeo:og:g@c: /
Use of drug not prescribed by a registered medical practitioner or drug abuse? [ o?orS/Yes 0 eugoS/No

c. mq(ﬁmcg%mcrg]emcﬁ@é:/Alcohol abuse/misuse? 0 ugo%/Yes 0 eo?orS/No
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d. stg:spd] eep(ﬂ o%eo?og %])L";’@ég/ Congenital anomaly or defect? 0 o?og/Yes 0 eueorr)/No
i. eep(ﬂ mém&méei/ Date of diagnosis .. VAR YA
(dd/mm/yyyy)

ii.  eepalaaupd 303320 / Exact diagnosis
iii. 3200050 326[0PCa36paYe 0233 (4 BepalsAOMOEL:360M DEPOsEN 30 $C 3G /
: ° GP [ 1t Uv GP l")_‘), °S GP '? l")_‘), T

Name and address of doctor who first diagnosed the patient with HIV, AIDS, drug abuse or alcohol abuse or
congenital anomaly.

6)  §0p) syPMOMOEEAl 3etnod MebEENlYP:2cM [§56§EEaE: Bd (4pdus F(gsaoeposyp: $¢ [Jao3[ECs fod ooC
|l§j@(qp GP bl GPE{P" (5 ‘?1 (R O { Eﬂ °GP§E{P°J° 1 °ﬂﬂ
230loooms? /

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

[] 23/Yes [1ead/No
ogcng: 339033503907[96]u /
If “Yes”, please give details:

c o [ C c oc¢ o C C o N C C C C
mﬁpo:fl 6&)59/6&)53?5 3’398 ?(ﬂ: (\)UQ)')/ oooea?:‘?g 6:?’)(7)&35@03303@6:&/ @ODGlOD@S"BG@')C‘SS’BGlC&/
Name of Doctor and Address of Hospital/Clinic Date of first and last consultation Reasons for consultation
7)  3m:m Do) ea:denzangcim 30l320C el c;(oo)ar)c;so"@(rr 081 2205006 mm“oms@l 3006306 CA00!
[[AR S O "ﬂ 61 GP ﬂ') o ° °61 1“? ° e 1

C N

c c 0 co 0 . c
GDU)SS?ZSBGCD’.)(DSBCD’.)?, CDgﬁBCD"OO 030)0)0603(3]”
o [ [o2] | N A A}

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.

c ¢ ¢
QOMOMSC Gz§
T77T¢ 7P

9/ Signature & Date: eeo:eﬁ/eao:a%:cﬁs%&d.’[):/ Clinic/Hospital Stamp

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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