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NAME & ADDRESS OF HOSPITAL / DOCTOR DATE OF TREATMENT
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I HEREBY AUTHORIZE ANY HOSPITAL PHYSICIAN OR OTHER PERSON WHO HAD ATTENDED OR EXAMINED ME, TO FURNISH TO THE COMPANY OR AUTHORIZED REPRESENTATIVE, ANY AND ALL
INFORMATION WITH RESPECT TO ANY SICKNESS OR INJURY, MEDICAL HISTORY, CONSULTATION PRESCRIPTIONS OR TREATMENT, AND COPIES OF ALL HOSPITAL OR MEDICAL RECORDS, A PHOTO
STATIC COPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.
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ATTENDING PHYSICIAN'S STATEMENT

(Would be much appreciated not using “” in case of negative answer)

Part 2 : (To be completed by doctor at insured’s own expense)

Patient's Full Name and Surname:(Mr./Mrs./Miss) Sex: Age:

H.N. Number: A.N. Number:

(1)  Date which you first healed/attended to the patient for this accident/illness?

(2)  What symptoms did the patient exhibit/complain about?

(3)  How long had he/she experienced these symptoms?

(4)  Had he/she previously seen any other doctor for these symptoms? Please give details.

(5)  What was your diagnosis?

Did you inform the patient? On what date?

(6)  Did the patient need hospitalization? Please provide details.
Date admitted: Date discharged:
Total days hospitalized or number of days in hospitalization:

Reason(s) for admission:

(7)  Any complications such as alcohol intoxication, physical defects or medical history which may affect present condition.

(8)  Physical findings:
8.1 Details of injury (wound and injured parts):

8.2 Details of physical impairment found:

(9  Nature of medical treatment:

X-RAY LAB EKG OTHER
Surgery Performed: Surgeon’s Name:
Date Performed: Pathology Result:

(10) Past medical history: (For this disease or other disorders.)

Date Diagnosis Treatment / Surgery Doctor / Hospital's Name

(a)
(b)
(c)

(11) Comment: (How many day(s) suggested for recuperation - why)

(12) Name of Hospital:

Name of doctor: Area of Specialization:

Date: Signature:




