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МетЛайф Юръп д.а.к.- клон България

София 1404, бул. България 51Б

тел.: +359/2/818 62 00

headoffice@metlife.bg 
Формуляр 5А


ДОКЛАД НА ЛЕКУВАЩИЯ ЛЕКАР ОБЕЗЩЕТЕНИЕ ЗА ХОСПИТАЛИЗАЦИЯ/ХИРУРГИЧЕСКА НАМЕСА
Име на пациента .........................................................................................................................................................

Възраст ..........................................................................................................................................................................

1. Ако има нараняване, кога е възникнала злополуката? Ако е болест/ти, кога са се появили първите симптоми (моля да посочите дата)?

.........................................................................................................................................................................................

.........................................................................................................................................................................................

2. Диагноза, основно оплакване, история на заболяването, усложнения:

.........................................................................................................................................................................................

.........................................................................................................................................................................................

.........................................................................................................................................................................................

.........................................................................................................................................................................................

3. Кога пациентът е получил за първи път медицинска консултация във връзка с горепосоченото оплакване (моля да посочите дата)?

.........................................................................................................................................................................................

......................................................................................................................................................................................... .........................................................................................................................................................................................

.........................................................................................................................................................................................

От кого (моля да посочите име и адрес)?

.........................................................................................................................................................................................

.........................................................................................................................................................................................

4. Дати на хоспитализиралия: 

Приемане ................../................/............................         Изписване................../................/............................

Име и адрес на болницата:
.........................................................................................................................................................................................

5. .........................................................................................................................................................................................

6. Извършена ли е някаква операция и ако ДА, каква?

.........................................................................................................................................................................................

......................................................................................................................................................................................... .........................................................................................................................................................................................

.........................................................................................................................................................................................

Имена, адреси и специалности на други лекуващи или консултиращи лекари:

.........................................................................................................................................................................................

......................................................................................................................................................................................... .................................................................................................................................................................................................................................................................................................................................................................................. .........................................................................................................................................................................................

7. .........................................................................................................................................................................................

8. Бил ли е необходим престой в санаториум след хоспитализацията? Ако ДА, моля посочете датите на престоя: 

Приемане................../................/............................        Изписване................../................/...........................

Име на лечебното заведение:

.........................................................................................................................................................................................

......................................................................................................................................................................................... .........................................................................................................................................................................................

.........................................................................................................................................................................................

Дата на прекратяването на Вашето наблюдение ................../................/...........................

8. Бил ли е пациентът в същото или подобно на това състояние? Ако ДА, посочете дата и опишете)


    .........................................................................................................................................................................................

......................................................................................................................................................................................... .........................................................................................................................................................................................

.........................................................................................................................................................................................

9. Лекували ли сте този пациент преди? Ако ДА, моля да уточните от кога и за какво?

.........................................................................................................................................................................................

......................................................................................................................................................................................... .........................................................................................................................................................................................

.........................................................................................................................................................................................

10. Какви недъзи или хронични заболявания има пациентът и кога са възникнали? .........................................................................................................................................................................................

......................................................................................................................................................................................... .........................................................................................................................................................................................

.........................................................................................................................................................................................

11. Нараняването или болестта произтичат ли от професията на пациента? Ако ДА, моля да уточните?

.........................................................................................................................................................................................

......................................................................................................................................................................................... .........................................................................................................................................................................................
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