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This statement is completed by the doctor in attendance during the deceased’s last iliness or injury and each question should be fully answered.
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1. n. Fov09gMe (Name of deceased)

9. ﬁa%j (Address)

A. 13N (Occupation)

o a

2. 0. Jufifiane (Date of death)

2. goufifians (Place of death)

3. a0 UNBIVIaNNTINII3NEY (Name of hospital)
naneiaetins§iealy (Hospital number)

nangiazdtasluanuneIuia (Admission number)

4. n. wai1ldene (Cause of death)
2. TLETNAITBINIEUThEAUNTETIANY
(Interval between illness and death)
A. M33tlaselsm  (Diagnosis)
3 -
J. NMTUNALAY  (Injuries)
2. §unAdn (Antecedent Cause)
a. sunaunsndeunisidydus (Complication)

. yna@ UM IMeRULIDYIN (If death was due to)
O aUime (Accident) O daRITALIANTIN (Suicide)

O A416N394 (Murder) Tusaasune (Describe briefly)

7. i ldmefuilessnangs/ensnianala

(Did the death cause by alcoholic intoxication
or narcotic drug ? YES/NO)

5. n. viuddnvseduwwnduszddoeeiaeldniala s
JrazAUUWN LR (How long do you know the deceased)
2. Fuusnivinwihnissnengay
(Date of first attendance in last illness)

A. 'Juqmmﬂﬁvimﬁﬂmﬁnmﬁﬁmﬂ

(Date of last attendance in last illness)

9):77Y

TUsanansunas (Please turn over)
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6. finsnsrnsedugasannnisniszesunndniold 2
dilnadulsznsia
(Was an inquest held or autopsy performed? YES/NO
If so, by whom and what findings)

7. vhuLﬂﬂ%ﬂigﬂﬂﬂﬂ'ﬁLﬁuﬂawaa@’mﬂ‘[uizwfm 5 Pitaa9un
v3alai dueelusaszysvg uazensfingrany
(Have you treated the deceased during the last 5 years

prior to last illness? YES/NO)

If so, please furnish cause and nature of ailments.

8. vhunmuvdsienauvislihimaeiunissneanunndvieanuneuiadug visls

fwalusnszy

O 9w O linsw
(Yes) (No)

Did the deceased to your knowledge, receive treatment from another physician, or in any hospital institution?

YES/NO If so, please furnish the following ;

199198
Diagnosis

Sui 2IN1370915A
Date Nature of ailment

T, Notrasunndginn1sinm
Name and address of physician/Hospital

9. ANUIUBUY

Additional comments.

AU

.............................. windiinnissnm

Attending Physician

9 9
Qualification

Tueyaedszneulsadad.......

Licence No.

9ot
U

Address




