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om0jaopofetiogodadaich (saabahep[geicoespd

Attending Physician’s Statement (Surgical Removal of One Lung, End Stage Lung Disease)

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) 22200eepolzasgases saso0:dmadenl[galn /
Please provide details of End Stage Lung disease/condition:
o C C
a. 0(1)9&35(\)’)66{)(7)@0{)0386%/

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

b. omesﬁ’l):meq)(ﬁ@ooooéei og&@m:}eoa) eepcﬂmogam(qp:)eﬁ 3’3600:803(7% omé@&:}emeﬁ{:mrfg e(ﬂ@d]n /
Details of symptom(s) presented during the First consultation, and date these symptoms First started
c. espé]w(gmn(qu) @&eo’ﬁsoew sae@észaq)(qu)n‘é euﬂ[g(ﬂu /

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

d. :Df:oof)c\%ezm esp(ﬂsaeé 3909339(7{](7% GWSBO]M @&%E(\}JE ICD-10 Code (ffe(o%@(ﬂu /
What is your exact diagnosis? ICD-10 Code (if applicable)

e, 000uad: 6eOlze0mODVES /
‘ s SepNIsaep) ¢4

Date of first Diagnosis . VR Lo,
(dd/mm/yyyy)
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f. oo eepolaefgarssnd vowadid§o0pes,/
Date the patient first became aware of the illness/condition Diagnosis

(dd/mm/yyyy)

2) el egpalzegaassa) umeadieepalzaepdc0960m 3000§006:6(0PC:MEPOsEN 20pdsCad0 /
Name and address of the respiratory specialist who first diagnosed the patient with this condition

3) e :ﬁ:@@ G@T@(ﬂu / Please describe

a. cypel wadeaal 36[gaaes / the patient’s lung disease
b.  epodadmmEaeqpmesdl(§em? Lo epndadzamtesprsanes) eel[gali /
Has it reached end stage? If yes, please state date of End Stage Lung Disease reached.
[ syod/Yes Jeyad/No

(dd/mm/yyyy)
4) e 320000 3200 r@‘gcc:c;:m 00620:36200§0034p: 1 3223000006500 SC00; (3’300°:D@(3 FEV1)od 0dea0:30000655C00m 80
P 2R [ °S §|eosqps I 1 170 ° e < i QPSR OR||
\ C
ogooceo:d]u /

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 pulmonary function tests (especially current FEV1).

5) (\ﬁ)mé emrﬁagru&qaoé:@f::mog(ﬁ 3’3@(‘:33300%{:39@0)&5: emrﬁagr”&)?or:):@{:@ooq% (\%3966]:1)(\)9:2 (\%Q}Jé/
Does the patient require extensive and permanent oxygen therapy for hypoxemia? If yes, please advise:
[ cd/Yes Jecd/No
a. omtwpes/Startdate Y YA

(dd/mm/yyyy)
b. m@éeq/ Frequency

6) 2650000303] 6626 @E""Lﬂmm” §olC e °e°[§ja°)° 501 0@0303 D681 M0 SC 6500000C$:6500CTMEPI8A6BIEHEWMO0IN
6508 $3C9) 5 VU SOPGEY|Q) 330 226§ MPOY $¢ 640Z0CH: qQPORYEFERM0RM

G(ﬂ@(ﬂu /

Is there dyspnea at rest? If “Yes”, please describe severity and start date of symptoms, treatment, and comment on how

this restricts daily activities. 0 §’]/Yes 0 eﬁ/No
7) (\ﬁ')eﬁ Gogzcgézmogeggézmﬁqltﬁ@{: m&ﬁ&m&}ézemcﬁa&m&&mzmé 55mmHg Gsfa)(ﬁﬁegftﬂmmz(i.e. Pa02 < 55mmHg)?

0 C 0 C 0 C C ° C C c

§09|C 3260026050 639203C262006¢00:0003 036 (g[9C[galn /

Is the Is the patient’s arterial blood gas analysis with partial oxygen pressures less than 55mmHg (i.e. Pa02 < 55mmHg)?
If “Yes”, please provide full details of all arterial blood gas analysis results. O §’]/Yes 0 eﬁ/No
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8) C\I)l;f")ooé 393960)5)0(6(7% 39@:(1303(\%066]@(\7):? (QUS(\}J{: /
Did the patient undergo pneumonectomy (complete surgical removal of a lung)? If “Yes”, please advise the following:

[ syod/Yes Jeyad/No
9) m(ﬁﬁesooégl(ﬁe?oo > (Qo{):&’f smT@d]u / Please provide details of current treatment
10) (\R"?’m&s soorSc\)orSej @w@é:ﬁsgﬂswmm:?/ Is the patient still in follow-up? 0 é’]/Yes 0 eﬁ/No
§09IC e050(036 [Goowpdqdad sel[gali / If “Yes”, please state date for next appointment. —........ YA YA
(dd/mm/yyyy)
eﬁc\ﬂf: cano eozsof::c\%(ﬁoa :e%(r% ewT@d]n /1f“No”, please state date of discharge. ... YA A
(dd/mm/yyyy)
4. fizg macomyp: / Other Information

0

1) oppei ealy moogadorglGgoopme(gmesas eplgdli /
What is the prognosis of the patient’s condition?

2) 00> 0Pl G3ad:gie08Cean 3epogqpyC W60y 9§§C: §dloocin:? §ag|C sasanidodeslgaln /
|1§") @ T GP i1t L"gp" 1 GP mHP" s onnﬂ °ﬂ °"ﬂ JLI °
Has the patient ever been exposed to any substance that is likely to increase the risk of lung disease? If “Yes”, please

provide full details. 0 ﬁ/Yes 0 eﬁ/No
3) %?’)O&é e@(ﬁa‘?:a’am{:a’aa?&ﬂ(ﬁo%:@é:e {;@g)GOTNDGOJ) eep(ﬂm()gcmque@)(:: ea):é]m(ﬁ%:@ézﬁ(ﬂoomz? ?(’](\RJ(S

mem:&&e@)@(ﬂu /

Has the patient ever been hospitalized for the symptoms or complications of End Stage Lung Diseases and/or Lung

condition? If “Yes”, please provide full details. 0 ﬁ/Yes 0 eﬁ/No

c o C C C oc
eep(ﬂméswgsaq / eeprﬂsaeéooﬁoaéei / b / 06PO§I 630:4/630:3§: 36DV $C OV /
Date of Hospitalization Reason for Hospitalization Treatment received Name of Doctor and Address of

Hospital/Clinic
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ﬁ(\}dé saew:é))oSewT[QG]H /
If “Yes”, please give details:

o oc

4)  ppelnsieneqpeoCot ajfeepulzsgaassm GoadigieosCean Fae(mpCiypsdlacms? /
Is there anything in the patient’s personal medical history which would have increased the risk of this condition.

) §/Yes e§/No

6epalsaepd3033a /

Exact Diagnosis

eepalsapdobades, /
Date of Diagnosis

c o o \‘n C c oc¢
elvplely ea)nﬂ/ea)na§n 30600 §C VOm /
Name of Doctor and Address of
Hospital/Clinic

2d0laoom:? /

possible related illness?

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

4

0oCcC co¢C c co C C coc 0 C Co € 0
5) (\)?’)gﬁ Q0OSCMWO 3’3(7)?3’3330’)6]9§C UOB‘;GSO’JC&CUUJ@'ﬁ @C‘;(I)§U§CCDCD’JO(T) G(OT@LS]II /
L 1o L o JHLY e o L L P Lle L
Please describe the nature and severity of the patient’s physical and mental disability and limitation.

6) 0 empmmbeeal 298u0d DModEA °3’am(r3@cm§(°:(°:oo(°:°a%em03[g 50§ :m@')“a) 0§ “§E[goaé[§é° 0§ 20¢
RO 0P §pol e SpOIgPs33 $EIFCCORCE 4 22981 SOPOFYP? 5 cg-°

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

[] 23/Yes [1ead/No

[ o c C c oc
0RO eao:ﬂ/ea):agf: 3200 $C COU® /
Name of Doctor and Address of Hospital/Clinic

oooea"?:ﬁ: e@(ﬁa?s@oaéooéei /
Date of first and last consultation

@ooepo&:)me@)ézsaq{:: /

Reasons for consultation

a. oo/ 6 months?

b. 9 /12 months?

C C o 0OC 0 C oc
7) Qﬁmogc: 3200(M60ISCHM wme@ﬁccﬂmmﬂ/
Can you confirm that the advent of death is highly probable within?

C C 0 (‘° 0 CoOC (‘n o C N C o 0 ']
0?03(\3.](: Qﬁ&gﬂﬁaoq@cm? c;cmmg‘%csan (T{I%U’)GGPG)O)GSO@J(DQPQ(‘Q G(DT@U I /
If “Yes”, please describe and provide relevant medical reports that support this view.

I gyod/Yes " ewa/No

O LQUS/Yes O eo?og/No
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0 C o 9 Co C c C c o c c X 0 Co
8) 3200:) 206U c;ao:qeﬁa’aoqcam 3’8(3]3’30C GGP(;]GPG(DO(DG&)E@C:G].(\)SI 3’3036’)0)9§I SBOJDEOSBG@I 80)093’30)61C80)’)I
([N N L L 1 o 1 o 1L
cy € c [} ﬁo 0 . c ,]
6’)0388§33:)803’J(T)31)03'33 el eoo"m 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 s{gipin oqrbSoonopfogdy $§ smemtiati{Gpbien{gpbgadeonionphey efpgpoadiooghu /

| 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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