MEDGHCAL REPORT

DISABLITY CLAIM UNDER THE PENSION
AND SOCIAL SECURITY BENEFIT SCHEME
' FOR THE SELF - EMPLOYED PERSONS
SRI LANKA SOCIAL SECURITY BOARD

(All paruculars have to be inserted by the Medical Officer hxmself/ herself Cages (a)
& (b) also have to be completed in his/her presence.

Medical Repactionithe life df i || . ' et AL ke M
N | (Please give'the full name of the

party who is being examined)

(Please give the address &
the National I.DD. No.)

(a) Signature / Thumb unpression of the patient
on whose life this report is given : L
(b) Name and Signature of person introducing the
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I. Is the person to be examined known to you
personally or professionally ? R B Il 8 tiocs b

2. Are you satisfied about his identity 2 - | ok o S et

3. When were you first consulted by the patient?  ................. '

4. Whac is the nature of the disabilities /
dismemberment expenenced byithepatientts = Vo ol e 22

5. Are you of the opinion thac the disabilities / ... b L
Dismemberment experienced by b et PRt IR R e e gl eGSR
have arisen as a result of illness or accident? If ..o e R R LR 0 M A
the disabilities have arisen as 2 result Of IRESS, oo
.what would be the nature of the ilness? oo




If che claimant has consulted you in connection

tire foLllowug gucstions.

(a) What is r.hc exact nature of the Lllness for
which consultation had been sought by
the patient -

'(b)How long had he / she been suftering
from this illness?

(c) What were the first symptoms of the
Illness as reported by the patient?

(d) When were the symptoms first observed
by the patient (as reported by the patient)

(¢) How long have you treated the patient for
this illness?

(Give the names & addresses of the other

doctors, if any, who 'had treated the patient in

connection wich this illness)

(I) Have you any reason to suppose or to suspect

that the illness was caused or aggravated by
intempetate habits of the patient?

If the claimant has consulted you to take

Ttreatment for injuries sustained as a result of

" ih

Accident,

quesLions. -

{(d)  Are you of the opinion that the

- Disabilities / dismemberment experienced by

~ the parent have arisen as a resulc of an
~accident?
(b)  What is the nature of the accident (as
Reported by the patient)
() What injuries has the patient sustained
as a resulc of the accident?

8. Please state whether the illness / accident
Complained of has made the examinee suffer
the : .

(2) Loss of both hands or complete paralysis
of both hands

(b) Loss of both feet or complete paral) sis of .
boch lug<

(c) Loss of sight in both eycs, (d) Lossof

mova hand Ar f‘,ﬂfﬂﬂ‘r‘fﬁ ﬁgr:lvuc nr Oone h"ll'ld
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please  answer the following

wich the Illness which has given rise to the

| disabilitics / distmemberment, please answer ¢

ssssoanmrany
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and loss of one leg or complete paralysis of
. one foot, (e) Loss of or camplete paralysis OF | eeoniinciain T
{ one hand and sighr in one eye, ,fﬂ Livss o Srrssstsssmion: (riasssssasliosrisssisasmessisnssis
complete paralysis of vne fool and sight in oue . isapeseesar ey
eye, (g) Loss Ofﬂgllt in one E} e, (h) (LOSS 0[: ......................... - uraR RN T
one hand OF COITIPICI:E paralysss OfOHEhﬂz" (I) .............................. L S YRR ;
Loss op one foot or complete paralysis of one S SRR TR AL
footion (7} camplets pac Saiof habady, [Tt e Ry .
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et (Please give full name of Medical ofﬁcer) '
bcmb the N.[edxcal Officer / Surgeon /i Physncmn / attached €0 wrvvvevressvssesssssesenasennae
(Name of hospxtal)

do hereby solemnly declare that the foregoing statements are true and correct to the
bese of my Lnowledge and behalf and that the signature / thumb i unpress:on in cage
(b) above was placed by the person who was exammed by me in connection with this

Med:cal Report.
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’ Signature of Doctor

Witness :

Signature ..o L Do e Address.....ovinniinns L
Name Buesesbiersiisnstitb sl s ssbinssteiantss = v | i o ket
Occupation ' .......cvvuveee. s SN R Wt R TS
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