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mo%ﬁaoepo%mﬁogrﬁa?l)quﬁ (ézsgrﬁs@éep@&oo%eepd]qu)

Attending Physician’s Statement (Stroke, Cerebral Aneurysm Malformation, Cerebral Aneurysm Surgery)

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?cﬁmézl 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 aospo§cr?0)6]oac\ns?/

C C
Are you the patient’s usual medical attendant? 1 qo/Yes - e00/No
a. wogtadeyfgedoc, Joooos oo
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) oo{:ooa% c\I)l;f‘oo?f 39@'):&)6{)0%? (}}é(ﬂooc\n:? (I%OS(\}J& 33600:0%086(5[@6]" / | (Qog/Yes | eueo%/No
Was the patient referred to you? If yes, please provide: , ,
a.  YoNIe6§/ Date referred e ( dd/mm /yy) """"

b. c\‘;c\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 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
eoqucl:::[g@ c0zdli (6032030 sa(qjleof:d]) /

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@sa@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) 922000p) 6co[godensansefgaresen saco0:bmmeel[goli /
Please provide details of stroke condition:
o C C
a. oooea?:c\neepm@oom&gei /

Date of first consultation .. VAR YA
(dd/mm/yyyy)

b.  vooeshieEePM(GooaopdesaaE[gaogean eepalcorpam(gp:)el 32600200003 00C[go36aMEgsCorR cullyuln /
Details of symptom(s) presented during the First consultation, and date these symptoms First started
C. Gep(ﬂmogcm(qu) @or)eoﬁfboeom me@)&:mep(qp:)o% euﬂE(ﬂu /

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

d. :)oéoof)c\%vs:m esp(ﬂsaeé sfaogafaoqlnfé e(o%@d]u @6%&\315 ICD-10 Code @éeuﬂ@(ﬂu /
What is your exact diagnosis?ICD-10 Code (if applicable).

e. oooeafe: ee[)(ﬂmém{)ooéei/

Date of first Diagnosis . VS Lo,
(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)

2) r] c 0 cMoc IN A €. 9 C A c r] co \ror]/
GGPO 3398(73 330)@@[‘%0603) 0063)‘,?603')61(\)3&”3“(73 0063)‘7?03@6%3’30 320C 9%)" CTgCDCGOnO Il

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.

0 o C C N C cC C oC
3) el egpalzegasesa) vmesdieepalzaepdc0360m DPoseN F0pdscadien /
Name and address of the doctor who first diagnosed the patient with this condition
4) mﬁ:@«f)(‘?(ﬁ)e@)@(ﬂu /
Please describe the initial episode:
a.  §0P) WM WINEoNFBOY Surse:(gt:golooamns? /
Nature of episode

b. mﬁség m@&@ééméei/

Date of initial episode . VAR VAR

C c _ocC
c.  comonsamcomamypsen(op(4cays /
Duration of acute symptoms

5) mfé:sm@cf)@:mée@(ﬁdgé 39:1;&3':3("3: A ocf)@) m@e@vu%ug&:@&: ﬁé(ﬂmm:? ﬁ:}c\}ﬁ: saemzo%&sw@tﬂu /
Was there any neurological deficit lasting for at least (6) weeks after the initial episode of Stroke? If yes, please give
details: 1 §/Yes e§/No

C c C o] o 0 C C 0
b. OQSODOGPO;JC Gdﬁ)&]ﬁleil)) :mﬂs@)ugogc:m@mogmnqp:@ G(Y.”‘;(;.:S@l@ G(DT[QL;]II /
Please describe the symptoms of dysfunction in the nervous system that are present on clinical examination.

c.  msdecofgod[G:opiaegfsuos) gﬁm(gmnqp:(ﬁa)ég) mudecnm(opdl(§es? /

How long have these sequelae been present since the initial episode?

C

d.  sndslpudntsgtsse comamnypsed §HENMO:EaPND §Paonusgosce(ggoloocms? saeanmaam:iscoom
. GL] T 0 97 3 EiP"J |L‘P ° JLP GP ‘? L ﬂ o T (4

ﬂé:@(ﬂu /

Is the neurological deficit with its clinical symptoms likely to be permanent, lasting throughout the lifetime of the
patient? Please elaborate with supporting evidence.
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6)  :e0000%)|t900psECs 60:3[gCs 609:3(5C: SC HrealC:3[qCuy3as(ogCsaaq Cie(npCeogedGod(gE: §ulacms §ogic
8"1 -/L”lol o g~ Yt 9 °ve° °108° °8 T © 61" 7% ° °ﬂ °°ﬂJLI
SBG:D:G%USG(DT@(;]II /
Has there been an infarction of brain tissue, hemorrhage, embolism, and thrombosis from an extracranial source? If “Yes”,

please provide full details. 0 cjs’]/Yes 0 eﬁ/No

7)  0)|06:00000650:q)M$CE0P§ 3|04 PESRY WAOMHOECNEV[GOIEN:IEEAlSE crpd[ECsqilacms? §ogiC 32600:8000) CTi MRIl
e0530§:306(gypsconay eallgol /
Are the investigations or findings consistent with the diagnosis of a new Stroke? If “Yes”, please provide details and attach
a copy of all reports, CT Scan, MRI, laboratory test results, etc. UJ g‘s’]/Yes UJ eg‘;’]/No

8)  3000894p:sC 3a[gp:ncdigp: 03 sul[gdln /
Please provide details of the surgery and/or other mode of treatment that had been performed.

A0 € 0 C C N
GeRty e m@):@l(\?oaecm (‘Qoo«ﬁqu/ eep(ﬂsaeém&ooéei / a)epo%l eao:é:]/ea):a%: saeé ‘Jscf: 60 /
Surgery and/or other mode of treatment had Date of treatment Name of Doctor and Address of Hospital/Clinic

been performed

C 0 0 C . .
9)  soqpe[qls) 630000303 Za00p5(g |l / Please confirm the following:
) C c C . . . I c
a. mmem@m@czo?omﬂooc\m?/ Is this a Transient Ischemic Attack? Tlood/Yes  [Jewpod/No
b Sresr5c3805y00p) vecmbonay 3360p0d B3ady 3300 (ro8fgen eogrelTpeepEfs: ¢
: 8"1 11 E V61 [ T i i Bt 6P ° T+
[ C 0 C C
o 09
66pCqd:0p26epalads(opuradilanams? /
Was the brain damaged due to an accident or injury, infection, vasculitis, and inflammatory disease?
O LQUS/Yes 0 eo?og/No
C C 2, C o 0 C o o 0 00 C N C C o)
C. Qﬁ:{b@@m&?me ({I(‘D(\?nl S’B@CS’B’)%]G@D &BBU%O’J 3’3@')03’8)98@3(? (DZ?(‘DGO)GZD) 611306@366{)(;]8@390?036]&')(\)%0 /
Was this condition due to vascular disease effecting the eye, optic nerve or vestibular function?
oad/Yes  [Jewad/No

d.  oj|zs[gseegoopd 3a[npiame[npeagieq[Ecept vyoddlooams2 /

Was this condition due to ischemic disorder of the vestibular system? 0 u?orS/Yes 0 eo?og/No

C C c 0 C C c o e C oC C c C c o0
e.  ajjees(gerego0pd 63lC:00[gosadm(gCse(opeasieon repadaCepromamypist me0[Cifuloocmn:? /

Was this condition related to cerebral symptoms due to migraine? O §’]/Yes O eﬁ/No
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10)  p20pd Bresr00603:6[0PeEC:3B05[gE: Supams(gcagolooamns2 §ogiC /
Has the patient undergone any Brain Aneurysm Surgery? If yes, please proceed as follow: [ ﬁ/Yes 0 eﬁ/No
a. eog:e@ve')ds?%/é:&?ﬁ(ﬁeag:e@)mo%?% %tﬁm:@é:ﬁ(ﬂmm:? é’](\ﬂfz s(o%@(ﬂu /
Was an arteriogram / cerebral angiogram carried out? If yes, please advise: U és’]/Yes U eg‘;’]/No
b‘ 611388@36')08?% é:](TS:DéG:FﬂII 61(\)2%8%)“0:;)6036]” /
Date of arteriogram performed. Please attach a copy of the report. ... VA V2

A0 ¢ ] C o co C C 0 C o C C C C C C C C
o, o o o o o o o o 09
C. zgooo«ﬁooe Eneé]Cngmog(:oﬂGagoG@)GmCo@Cn 1)%90?0’) 611308@')(39?@?@0@0.,3308(1) (YI)CD@CQU?UD(S]:D(\DM U?U)(\‘)AIC /
Was surgery carried out to correct intracranial aneurysm or arterio-venous malformation? If yes, please advise:
Hood/Yes  [owod/No

d. 3oodoopdes/Dateof surgery oo YA
(dd/mm/yyyy)

f. Bieslc:dedlme)3605(gciundolaamns s0Icdg) wbeaCIcom §60583a4)|:3200:0) 6al[gulil LITC 3B0HEV:5E
. 8“ °? 9 e 1 R | JLI t 3 e Jlg%ﬂl“ i i JLI 5 °S
206p0§eN 30008¢ 650:4030000M G&T@(ﬂu /
GP f EJ < °6L] [
Was surgery done via craniotomy? If no, please state the type of surgery performed.
If yes, please provide name of surgeon and address of hospital/clinic UJ u;orS/Yes U eo?cf)/No

g empesg)s) CTi MRt MRAI 6og:e[mpecdes odel goj|adnd osusdln /

LL O
Please attach a copy of the tomography (CT) scan, magnetic resonance imaging (MRI), magnetic resonance
angiograph (MRA) or angiogram.
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4, m@):mqlrﬁmm(ﬁqu/ Other Information

D oppel eqpily mpoogajoppggappmelgamesad efplgdln/

What is the prognosis of the patient’s condition?

2) ™ eﬁsas@ses 2Be0od 380502009 63’33(66]036@)& 2300005 200006§0looom:? /
e $ RO §OL [ LI 51 ¢
Is patient’s condition or surgery performed in any way related or due to?
a. AIDS a‘éeo?og élém:nﬂsoézeqxﬂ?éso(ﬁoéeqxﬂ /AIDS or HIV related illness? O o?orS/Yes O eo?orS/No

b Co € <, NS c BN e BRI
. ?O'JLL)CDC(I)').,GOJ) n{|§nmeqoo§men? Pg?@')oﬁeﬂ:f) 0)30@0)6&).,0?003@0., /

Use of drug not prescribed by a registered medical practitioner or drug abuse? [ u?or)/Yes U eugcfa/No
c. mq(ﬁsaag%mcrgjewcﬁgéz/Alcohol abuse/misuse? I gyod/Yes " ewa/No
d. etg:epd] eepcﬂ o%eo?og q])ln(f:)@é‘;/ Congenital anomaly or defect? O ueo%/Yes 0 eo?orS/No
i. eep(ﬂ mém&wéei/ Date of diagnosis ... VAR Joeeernes
(dd/mm/yyyy)

ii.  eepalaaupd 30330 / Exact diagnosis
iii. 300000 396@35“39 00 033 @é 66p0l320200006059697 0eposeN 32620 $E S0 /
. SEPOYQ O (Y€ e 2 °S §PO% 2 §¢

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

3) %?’)@ﬁ(‘f.{]%:m@ﬁlﬁﬁp@o&dgé QSGGP(;]S’BG@%G?(TOJ (?8[&?)5@?260%66&7) me@)é:qp:ﬁ(ﬂoomz?/

L

Is there anything in the patient’s personal medical history which would have increased the risk of Stroke, intracranial
aneurysm, arterio-venous malformation, hydrocephalus or narrowing of carotid artery or any related illness (e.g.
hypertension, transient ischemic attack, angina, other cardiovascular disease, congenital anomaly or defect, etc)?

) §/Yes e§/No
ﬁcgjé mew:@&ew@dln /
If “Yes”, please give details:

66p0l3a0pd3203320y / eepalsaspdobades, / QOGP()%' 603/ 63039“%: :raeé ‘?é o500/

Exact Diagnosis Date of Diagnosis Name ofHID()c;cptict)gl%ﬁrﬁgdress of
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4) C\I)ﬁsagﬁ gom:ognﬂ.%:weqsepeoécrgé gﬁeepé]sae@sae‘?n% @é@&eo%éem %e@oé:quﬁd]oam:?/
Is there anything in the patient’s family history which would have increased the risk of this condition?

[ §/Yes Je§/No
ﬁ(\}dé 33603:8039@T[§d]u /
If “Yes”, please give details:

V$$Ce015000 / eepaleNaromo / o[gooop)za000 / 0mC:eliaagCiaago /
Relationship with the patient Nature of illness Age of onset Source of Information

C C c o 0 0

5) 0000 $03:69926{0Peapal a3e0I0d 0MO0EEPAlgP:3a00) [§§628CEC: 3J0ur0) 0§ 32(gp:a0eposups 5C [Joo3(gE: §of 20¢
|1§3@JL°0° bl >0 1 (A A Eﬂ 06P§°J° 10 |

0

230loooms? /

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
ogcng: 339033503907[96]u /
If “Yes”, please give details:

c o C C C oc o C C o \ C C c C
2DEPO§I 6303§)/630:3§: 36D SC COVD / 00UDESC e‘pmsce:@oasoagei / @oaqoa@sae@occhs/
Name of Doctor and Address of Hospital/Clinic Date of first and last consultation Reasons for consultation

C C o OC 0 c oc
6)  |30C: 3200ME00aYE Y 300p0(g|SCUldNE? /
Can you confirm that the advent of death is highly probable within?
a. 6o/ 6 months? 0 o?og/Yes 0 eu?orS/No

b. 9jc/12 months? [ syod/Yes " ewad/No
C C 0 ('o 0 CoOC ('D o C o C o 0 ’]
0EH0YI€ 0|03Wa0g§C2) 60MMNECEM (m§28766:00620:3)MYP:0d cul[gdli /
If “Yes”, please describe and provide relevant medical reports that support this view.

7) mé(ﬁ@mﬁﬁcﬁf{:ﬁ(ﬁq%smeqsm@@3?&? 99&368{)’)&%&??{2 B(SSQ)%S%OD:TDO(T%G(DT@(;]II /
Please describe and elaborate on the nature and severity of the patient’s physical and mental disability, if any
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8) c\ﬁ')mé sooSc\mSej @w@é:ﬁegﬂewmm:?/ Is the patient still in follow-up? 0 ﬁ/Yes 0 eﬁ/No
§09IC 6000(a36 (Goowpdqodad sel[galn / If “Yes”, please state date for next appointment. —........ YA YA
(dd/mm/yyyy)
eﬁc\gdé cano eoswé:c\ﬁ(ﬁwée%ﬁ ewT[Qd]u /1f“No”, please state date of discharge. ... YA A
(dd/mm/yyyy)
9) 30003 :1%90303 c;ao:@eﬁs’ao%q&ém 30l320C eep(ﬂﬁps(go)&eao:@&:slmﬁl 39336)05(3% 39:1)9:0396@ ?8633’35 CdmI

C N

c c 0 co 0 . c
mmas.?:saeooomsaoo’)z ooeﬁeoo"m 030)0)0603(.;]”
o [ oIlT s

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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