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REFERENCE NUMBER

ATTENDING PHYSICIANS STATEMENT POLICY NUMBER {with Prefix)

THE INSURED IS RESPONSIBLE FOR COMPLETION OF THIS FORM
WITHOUT EXPENSE TO THE COMPANY SEX: M.orF. AGE:

WHAT IS DISABLING N = L

Please give a complete diagnosis of this condition

HISTORY:

1. When did patient first receive medical treatment? ...

2.

3. (a) How long have you KNown the PatiBN? ..ot st s

(o) Are you the regular general practitioner? Yes/No If not, please advise who is

IF INJURY:
1. When did patient SUFEr the IMJUIY? .......eeeiereiises et bRt
2. What were the circumstances surrounding the INJUIY? ...
IF SICKNESS:
1. When was SiCKNESS fIrSt CONTACIEAT ....vivreiieerereerircsis it e e st b e e s s et s bbb s st ssase

2. When did Symptoms DECOME EVIABNT? .....uireuerrrsieesesscse st sttt eSS s sesmss sttt

DEGREE OF DISABILITY:
1. Patient’s Occupation?
2. When was patient obliged t0 CEASE WOTK? ...ttt i s s
3. If Patient is still disabled, when approximately will the patient be able to resume:
(@) Some DULIES? ...ccvriiriinrerinreeriecsenncitiins s s
(b) Full duties?

OR

4. If patient has recovered, when was patient able to resume:
(a) Some Duties?
(b} Full duties?

PLEASE TURN OVER

200AR0-013



TREATMENT OF PRESENT CONDITION:
. When were you consuited? (a) Initially
. How often has patient consulted you?
. Was patient confined to hospital? Yes/No
If Yes, please advise 1. Name and address of hospital
2. Period of Confinement From

. Was confinement in a convalescent home necessary after hospitalisation? Yes/No
. What are the current subjective symptoms?
. Please give results of any objective findings
1. X-Rays
2. Other Tests - Please advise tests done and findings
. What surgical procedures have been performed?

. What surgical procedures are contemplated?

. What other treatment has patient undergone?
. What other treatment iS FEQUIFEA?. ... e ieiriiiinirereinssestssrssssesssons st st st e s d e E s a o ta e a e sa a0 e 48808 S 0TS LSRR L RS SR ST s st e e 000 0ns

Are there any underlying conditions affecting recovery from the current condition? Yes/No

If Yes, please advise nature of underlying conditions and how they affect disability and recovery
Has patient any other physical or mental impairment? Yes/No

If Yes, please describe

Is there any permanent disability at present? Yes/No

If Yes, please explain giving estimated percentage loss of function

Name (Please print)
Street Address
Phone No




