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Attending Physician’s Statement (Small Bowel Transplant & Major Organ Transplant)

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) eoqpasg)s) 3009:03:300090932060m 63PN WAl M6 3600:BadM6EI[gdl /
I’ [G] 1% it @ [‘B 1 (‘H D AN ° i
Please provide details of any major organ failure necessitating the organ transplantation:
o, C C
a. UCDG&?n(\)')GGIJm@ODQ)@Gi/

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 om&@&}e:meﬁ{:mog s(ﬂ@tﬂn /
Details of symptom(s) presented during the First consultation, and date these symptoms First started
c. espé]m(gm(qp:) @éeo'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 V2
(dd/mm/yyyy)
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f. oo eepolaefgarssnd vowadid§o0pes,/

Date the patient first became aware of the illness/condition Diagnosis ~ ......... VA V2R
(dd/mm/yyyy)

2) r] c 0 cMoc IN A €. 9 C A c Iy 0 \ror]
GGPO 3398(7% SBU)E[QH‘»CGOI) 0063)‘,?603')61(\)3&”3“(? 00693‘7?03@6%?90)(73 BCg))" UgU)CGUoU n/

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

3)  200:00:36008003202000) 66pOlzEPOMO6L:EAN 20eposeN 326pdsCd0m Meelfgdln /
1% it @LGP 8 °S GP? En i

{\lame Ianq[ address of the doctor who First diagnosed the patient with the illness/condition necessitating the organ
ransplant.

C 0 0 \0 Co c c _C
4) (\)?’):DB (\)9618:17) 3200032020:00:900030)20 (DO’JL;]OD(\TR? (DO’.)(\\?LIC G(OT@L;]II /
L [[¥] It Lo L L

LI
Was the patient a recipient of a human small bowel transplant? If yes, please state: 0 u;orS/Yes 0 eo?cf)/No
a. %ﬁémm:o@zgﬁééoﬁwéei/ Date of small bowel transplanted ... YA YA
(dd/mm/yyyy)

uqfogésaﬂé/What was the length of small bowel transplanted?

C 0 0 C 0 v0 Co C C C
5)  p§r90p 26MN3UI01300200:3805503%) 1Y0dCBlooCN:? !Y0dEY|C ealgaln /
L L Lo Ln L
Was the patient a recipient of the major organ transplanted? If yes, please state: ] ugo*S/Yes ] uo?cf)/No
0 0 C 0 v0 Co C .
a. mem(rgwm(ﬂmm:ongomsoﬁoa&)’ei/ Date of major organ transplanted ... VST [ovreenen

(dd/mm/yyyy)

0 C [ 0 C C ° 0 C co ¢ coc
C. 3’00’)30?803@3390’)0?033?5]?’) (DQ)QLC\?Z O%GU%(D 0)0)00’30)0)(L)C8/
Whether the entire organ or part of the organ was transplanted?
D o0acd:/Entire [ 0008050000Cs/Part
0 v0 Co c o _¢ c o0 C o c Cce C 0~ 0~ C C
d. 33093@8800’)8@61:?(\)330(1)80)03335]9’) Gf)(‘DSOSS’Ba)C({I(‘Dd)‘;@CS G]SLS]:DL\T)S? 6]8(3](‘0 msmma@m:@ce(ﬂ@tﬂu /
Lo L L 5 L 1 L ° Ile 1k °

Was there irreversible end-stage failure of the relevant organ that resulted in the transplant? If “Yes”, please
elaborate with supporting evidence.

e (ﬁ(ﬁm&s’ammg"ee@ ot 3’3@3%9 52000mMadE ‘@E m2030l003? (puedl 6 (f)mf)eao“@&l G:D°:DE°BE°| 00000) /
: i SO SOPIVRMIREQPEGE M3 8 mp S it Rt I b &

What medical treatment had the patient been receiving prior to the transplantation (e.g. dialysis, blood
transfusions, etc.) ?

f.  mogoemtdwsmpes/ Date treatment commence L. YA YA
(dd/mm/yyyy)
g e ?803?3903(6 sméaﬁ?é mq&:o@ mqé:agégsmsi/ Date the patient was on the waiting list for the operation
......... Y SN S
(dd/mm/yyyy)
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6)  0cea): 300:a9s0I0H0l0NR BLIEINYE VE0WF::W0)E5M) cullgdl /
L’ A e 5 O L’ e [‘B ‘?« 4

Was it the first graft? If no, please give date of the first graft. 0 o?orS/Yes 0 eo?orS/No

(dd/mm/yyyy)
0 0 C I N [ o O ¢ ¢ oc 0 0
7) 3200:00590000000V60V:362)) &)GPO§I GSO&G]O’)@]S 3398§C(\)00D(D(D6(ﬂ[§6]|l /
Lo L ° (LT 1o [

Name and address of the surgeon who performed the transplant and the hospital where the surgery was performed.

4, m@):mqlrﬁsamrﬁqu/ Other Information

D oppeleqpily moogajoppggappmelamesad 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:

6epalsaepd3033a / 6epOlzaepd00pdEs, / DPO§I 6303(/650:9¢2 0PV $¢ OV /

Exact Diagnosis Date of Diagnosis Name ofHIJOc;%ticggl%ﬂn/i\gdress of

3) c\l)lepeﬁ (szcenﬂ%:weq:speoécrgé gﬁespé]sae@saeq?n% c%é}@&eoéi.éem %e@aé:qp:ﬁd]oam:?/
Is there anything in the patient’s family history which would have increased the risk of this condition?
[ §/Yes Je§/No
§09|C s600sB0d66[galn /
If “Yes”, please give details:

V$SCE0000 / eapoleNanomo / o[@&m 032000 / 200C:eN30 6°3’a@5/
|1'PJ < T GP 8 ° 61 °
Relationship with the patient Nature of illness Age of onset Source of Information

ILle

Has active treatment and therapy now been rejected in favor of relief of symptoms? If yes, please give full details of the
reason.

4) r] oma L [ 3 c oo QRC r]e oY c ¢ .o ¢ r]/
G&PO (\)(QCD'DE{P.,CD(DOJ)GQGW 60:000:630) UJBO(YIL)CDBSCUZBCI[L JYI[) [§C°OLDG§O B(\Dno (T?G)Q}JC SBGOJoQU)G(DT[QO Il
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5) ﬁ:moo(r:" HDMHENIECHN 30 c@ $ENooom?
O)|3a0C: Tl 2l ¢
Can you confirm that the advent of death is highly probable within?
a. 6o/ 6 months? I gyod/Yes " ewa/No
b. ojc/12 months? O u?orS/Yes O eo?og/No
C C 0 (‘o 0 CoOC (‘n o C N C o 0 ']
(?03(\3_](: gﬁaauaaoq@con? Gcmmg‘%csan (T{I?.,U')GG].QG)ODGSO@J(DQPQ(T? G(DT@U I /
If “Yes”, please describe and provide relevant medical reports that support this view.
0O¢c ¢co¢C c COo C % coc 0 c Co € 0
6)  §EN BEOSCAID 2MEINMYSE 69Si6aNCECHTEN [(C200§05Ca00m003 sel[gdl /
L 1o L o JLr e o LIt P Lle L
Please describe the nature and severity of the patient’s physical and mental disability and limitation.
7)) ogpp) 328m03ud3a6lq|0aB:g 9360r0d 0Meleepalyp:3a090d (§§$EEaE: 9Beurcd (gpdus safPraoeposyps $¢ (Goo3(5E: §ef) 0¢
RO i Q059 O §pOIqP:302 1 R g { 2208 s08POFYP: $€ b |
o
ad0loocms?
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 [J¢a3/No
33(\3](3 saeoa:a%ogewT@(ﬂll /
If “Yes”, please give details:
c o [ C c oc¢ o C C o N C C C C
&)GPOfI 6&)5?]/6&)59?5 3998 ‘J§(°: (\)00)')/ O(I)QS([)&JS(”J 6:?’)(7)&35@03903&6:&/ @ODGlOD@S’DG@)C‘;S’DGlCS/
Name of Doctor and Address of Hospital/Clinic | Date of first and last consultation Reasons for consultation
8)  3amsm 0361H0d 6302 N0 C00 3201320C EepOlEPEEoDEsDI{gCiq0SI 22030006 32a0:0326(41 §0009TBGCI0I
I g | "ﬂ 61 GP ?P o ° °61 J‘? ° e I 61

Cy ¢ c 0 co 0 \c
6’)(7388?3%8(1)’)(7)%(1)’)3 ooeﬁeooum USO’)O’)CGU‘;L;]II
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 s{gipin oqrboSoonobfogdy $§ 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:sﬁ/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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