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Insured member’s first and last name: ID Number:

Patient’s first and last name:

Date of birth: Gender:
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To be completed by the attending practitioner

Proposed place of hospitalization (name of institution, address, telephone, fax, e-mail):

Attending physician’s information (name, address, telephone, fax):

Reason for the hospitalization/clinical symptoms presented/precise medical diagnosis:

Please provide the ICD-Code:

How long has the patient been experiencing the symptoms prior to consulting you?

When did the patient first consult any doctor for this condition? (mm/dd/yyyy)

When did the patient have been diagnosed with this condition? (mm/dd/yyyy)

Nature of the proposed operation and treatment program:

Length of stay (in days):

Date of admission: Is this an extension? Ç»­ Ò±

Detailed estimated cost of hospitalization:

Physician’s seal and signature: Patient’s signature:

Date:

For a medical information: +33 1 55 62 53 42

I hereby authorize my Physician to send all the medical information

required for deciding on my file to Henner’s medical advisor.


