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BEBAIQZH OEPAINONTOZX IATPOY / NOZHAEYTHPIOY
ZTHN NEPINTQXZH NOXHAEIAZ

Ovopatenwvupo NoonheuBévtoc: Ap1Buo¢ TavtéTNTAC:
Ap1Budc TupPolaiov/Kaptag NoonAeiag:

1. Huepounvia Eloédou: Qpa:

2. Huepopnvia E€odou: Qpa:

3. Ovoépa Noonheutnpiou:

4, Huepopnvia mou cag cupBOUAEUTNKE Yia TTPWTN QOPA 0 ACOEVAG Yia TO TTPOBANUA TOU:

5. Artia Eloaywync : Avagépate Aldyvwon Elcodou kat E€660v, edv autr dtagpépet:

6. Mowd ta cupmtwuaTa:

7. Amé néte XpovoloyouvTal Ta CUPNTWHATA (AEMTOUEPELEC);

8. (a) ATTO TO 10TOPIKO TTOU 0AG AVAPEPE 0 A0V TAPAKAAOUUE avayPAYETE KATA TTOGO 0 AC0PANOUEVOC ETTACXE OTO TTAPENOOV )
VOONAeUTNKE yia mapdpola 1 idia latpikn katdotaon.

(B) AwoTe ovopata AANWV lATPWV TTOU ETIIOKEPONKE.
Ap. Huepopunvia
Ap. Huepounvia

9. Mota n avaykatdtnta tng NoonAeiag (o€ mepintwon mou Sev SievepynOnKe XelPoupyIKn eméupacn);
10. Edv éxelyivel xelpoupyikn eméUBacn MApaKaAOUUE OTIWG AVOPEPETE UE AETTTOUEPELD TNV XELPOUPYIKH EMEURAON TTOU SIEVEPYNOATE;
11.  MNapakalolpe SwoTe pe AemTopEPELa TNV avAluon TnG Bepaneiag mou xopnynOnke ite €ylve XElpoupyIKn eMEUBaoN giTe OXL.

12.  Tola Ta AmMOTEAECUATA TWV EPYACTNPIOKWY EEETACEWV Kal AAAWY OKTIVOAOYIKWV 1 SlayVWOTIKWV £EETACEWVY TTOU €ylvav yld va
oTolxeloBetrioouv Tnv Sidyvwon kat Bgparneia. Omou givat Suvato MapaKAAOUHE va EMOUVATITOVTAL AVTiypaQa.

AnAwvw 611 €ipat 0 Oepamwv 1ATPOG TOV acBevi Kat 6Tt Ta oTolxgia mou SivovTal givat €§ 66wV yvwpilw opOa kat aAnbiva
Yvwpi{ovTag TIG GUVETELEG TOU VOLIOU TEPT PELSWV SNAWOEWV.

Ymoypaen latpou kat Zepayida: Huepounvia:
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MEDICAL REPORT BY ATTENDING PHYSICIAN / HOSPITAL MEDICAL REPORT
FOR ANY IN-HOSPITAL STAY

Name of Patient: ID No.:
Policy No / Medical Card:

1. Date of Entry: Time:
2. Date of Exit: Time:
3. Name of Hospital:

4. Please state date you first consulted - treated patient for his medical problem:

5. Reason for admission - hospitalization. Please state Entry Diagnosis as well as final diagnosis if this differs:
6. Please describe symptoms:

7. Please state date first symptoms appeared:

8. (a) Please state from the medical history secured by the patient whether he / she had suffered in the past from a similar or the same
medical condition.

(b) Please state Names of Doctors he/she has attended.
Dr. Date:
Dr. Date:

9. Please state the need for Hospitalization — admission (Please complete in case no surgical procedure was carried out).

10. If a surgical procedure was carried out please state in detail the procedure done.
11.  Please state in detail the treatment given either for conservative treatment or surgical treatment.

12.  Please state the results of laboratory tests and radiological or other diagnostic tests performed for substantiating the diagnosis and
treatment. Where possible please attach a copy.

I declare that | am the physician of the patient and that the information given is to my knowledge true and correct.

Signature of Attending Physician Date



