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International Association for the Visually Impaired
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Health Claim Sheet
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Are you totally blind? Yes/No Do you have low vision? Yes/No
3 REEANEIZLEZETORE

When and how did you lose your eye sight?

O F A B &k
First eye medical Examination Year month date Name of hospital :
(2) MEZDOMR
Diagnosis on your eye condition
@ EENRHA
Cause of the visual impairment
(4) BREDKR (R 1 -1RE)
Current conditions of your eyes (eye sight & eye field)
A B (Right eye)

% B (Left eye)
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History of Medical Examination
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Year Month| Name of Hospital BELHER  Medical Treatment & its result
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Medichine you are taking now Yes/No Name of the medichine
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Previous lliness
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Allergy (Including food, metal, and others)
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Did you get blood test on Hepatitis A, B & C recently? Yes/No
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Immunization
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Hepatitis A Hepatitis B Hepatitis C MMR or Measles Tetanus
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Other(if any)
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When did you get these immunization? Year Month Date Place:




