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	                                                              CLINICAL ABSTRACT APPLICATION FORM

	Instructions

1. This form must be fully completed for the application of a medical report. It should be signed by the patient or the patient’s parent ( if patient is below 21 years of age ) or the patient’s next of-kin (if patient is deceased). Patient’s consent is required for Medical Enquiry.

2. This form is to be submitted with the appropriate report fee.

3. The release of the medical report is subject to official approval.

Date of application : __________________________



	
         I. APPLICATION BY PATIENT

           Name : ________________________________________

           NRIC / PP No : __________________________________

           Address : _______________________________________

           _______________________________________________


	 

           II. APPLICATION ON THE BEHALF OF PATIENT

           I, ___________________________________________

                                           ( Name)  

            NRIC / PP No_________________________________

            (relationship)_________________________of patient,

            Address :____________________________________

            ____________________________________________

	authorize you to furnish______________________________________________________________________________________of 

                                                                                                   (Name)                                                                      

_______________________________________________________________________________________________________with 

                                                                                        (Address)


              Ordinary Medical Report                                                         Insurance Form


              Specialist Medical Report                                                       Others ___________________________________________

on _______________________________________________Nric / PP / Hospital Registration No.__________________________

                              (Name of Patient)

who was treated at the National Dental Centre from __________________________________ to __________________________

The medical report is required for the purpose of 

              Continuity care                                             Insurance Claims


              Legal Purposes                                            Others, please specify: ____________________________________

Besides the medical report fee, I undertake to pay any additional charges such as X-ray and laboratory investigation charges which may be incurred in the preparation of the medical report.

___________________________________

(Signature of Patient / Parent / Next-of-Kin)

	METHOD OF COLLECTION

                 

                To collect                                   By Post                      Person to contact / Tel No: _________________________



	FOR OFFICIAL USE

Application Approved / Not Approved                                          Remarks _______________________________ 

_____________________________                                             _____________________________________                                                                     

           (Signature & Date)                                                              (Name and Designation of Approving Officer)
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