Indexed & Paginated Bundle

Alex Example (fictional)
Generated: 04:09, 21 September 2026 - Al Medical Records Analysis

Claimant ALEX EXAMPLE

Date of birth 01/01/1980

NHS number N/A

Address —

Bundle 1 document(s) - 3 pages - 1 institution(s)
At a glance

« Index injury from low-speed RTA on 10/03/2024: whiplash-associated disorder grade Il with neck and
shoulder pain, reduced cervical ROM and paraspinal tenderness; treated with ibuprofen, physiotherapy (6
sessions from 02/04/2024, discharged 22/05/2024 with full ROM and only residual intermittent stiffness)
and short period of amended duties (fit note 09/04/2024—-23/04/2024).

» Ongoing but improving symptoms noted at GP review 09/04/2024 with sleep disturbance; by
physiotherapy discharge pain largely resolved.

» Pre-existing: well-controlled asthma (salbutamol PRN); no prior neck injury.

* Unrelated later attendance 15/07/2024 for seasonal rhinitis.
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How to Use This Document

Overview

This bundle contains the complete uploaded medical records, continuously paginated and organised using Al
analysis. Every constituent document (letters, reports, result sheets, record sections) is identified and listed in
the Table of Contents under its ORIGINATING provider — the trust, department or practice that authored it —
so secondary-care letters held in a GP file appear under their own NHS trust. Every page carries a Bundle p. N
stamp matching the page ranges shown there, and the whole document is hyperlinked for fast navigation.

Confidence Levels

Each document in the Table of Contents has four confidence scores indicating how certain the system is about
different aspects — and unlike self-reported Al scores, these are checked mechanically against the source text
wherever possible:

Boundary Confidence How confident the system is that the document starts and ends at the identified
pages. High means the document's opening header was verified verbatim on its first

page.

Date Confidence How certain the extracted date of service is. High means the date parses to a real
calendar date taken from the record.

Provider Confidence Which healthcare organisation the document came from. High is awarded only when
the provider named is found in the page text by an automated check.

Category Confidence How certain the document-type classification is (e.g. Correspondence, Results &
Reports, Radiology / Imaging). High means it matches a standard record class.

A document marked [!] possible third-party carries identifiers that appear to belong to a different patient (a
letter misfiled within these records) — verify it before relying on it and notify the records provider. Dates on
scanned pages are read by dual-pass OCR; a date the two passes disagreed on, or one that fails a sanity
check, is shown blank rather than guessed.

Confidence Values

High Strong, machine-verified evidence supports this determination.
Medium Reasonable evidence, but some uncertainty exists.
Low Limited evidence; manual review recommended.

Bundle Types

Documents are grouped into bundles by their ORIGINATING clinical provider — resolved from each document's
own letterhead and signature block, not from the file it arrived in — so hospital letters held in a GP file are listed
under their NHS trust. The Records section and Detailed Index preserve the original upload order as an audit
trail.

e Bundle A: Community & Other — Unspecified source (1 document(s))

Navigation Tips

e Click any document title or page range in the Table of Contents to jump straight to that document.

e The Detailed Index lists every dated entry chronologically — click a page number to open it.

¢ Use the Bookmarks / Outline panel in your PDF reader — every identified document has its own
bookmark.

e The Bundle p. N stamp on each record page matches the page ranges shown in the Table of Contents.
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* Documents below High confidence are repeated under Flagged for manual review beneath the Table of
Contents.

This document is Al-assisted and must be verified against the source records by a fee earner before use.
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Table of Contents

Bundle A: Community & Other — Unspecified source

A.1 Computerised Records

Pages Date Document Title Boundary Date Provider Category

pp.2-3 Unknown GP consultation journal High Low Medium High

Flagged for manual review

I GP consultation journal (pp.2—3): date missing/uncertain, provider unverified

Click a green page range or record entry, or use the bookmarks panel, to jump to that record. Al-assisted — verify against the source

records; requires fee-earner review.
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Detailed Index

7 dated entries — click a page to open it

10/03/2024 Road traffic collision (rear-end shunt at low speed) causing neck  Other
and shoulder pain. No head injury

12/03/2024 GP consultation for neck and shoulder pain post-RTC. Exam: Consultation p.2
reduced cervical ROM, paraspinal tenderness. Diagnosis:
whiplash-associated disorder grade Il. Plan: ibuprofen 400mg
TDS, physiotherapy referral, review 4 weeks

02/04/2024 Physiotherapy commenced Treatment p.2
09/04/2024 GP review. Pain improving but sleep disturbed. Physiotherapy Consultation p.2
ongoing. Fit note issued 09/04/2024 to 23/04/2024 for amended
duties
22/05/2024 Physiotherapy discharge: 6 sessions completed, full ROM Other p.3
restored, residual intermittent stiffness. Discharged from
physiotherapy
15/07/2024 GP consultation for seasonal rhinitis. Antihistamine prescribed Consultation p.3
— Past medical history: asthma (well controlled, salbutamol PRN). Diagnosis p.3

No previous neck injury
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INSTITUTION

Unspecified source

Bundle p. 1



GP RECORDS - ALEX EXAMPLE (FICTIONAL) DOB 01/01/1980 NHS No. N/A

12/03/2024 GP consultation. Patient reports neck and shoulder pain following a road traffic collision on
10/03/2024 (rear-end shunt at low speed). No head injury. Examination: reduced cervical range of movement,
paraspinal tenderness. Diagnosis: whiplash-associated disorder grade Il. Plan: analgesia (ibuprofen 400mg
TDS), physiotherapy referral, review 4 weeks.

09/04/2024 Review. Pain improving, sleep still disturbed. Physiotherapy commenced 02/04/2024. Advised
continue. Fit note issued 09/04/2024 to 23/04/2024 (amended duties).
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22/05/2024 Physiotherapy discharge letter received: 6 sessions completed, full range of movement restored,
residual intermittent stiffness. Patient discharged from physiotherapy.

15/07/2024 GP consultation (unrelated): seasonal rhinitis, antihistamine prescribed.
PAST MEDICAL HISTORY: asthma (well controlled, salbutamol PRN). No previous neck injury recorded.

END OF TEST RECORD
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