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sneazidanuaInsisandas Nature of claim and related details
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Name of the Critical illness you are Claiming for

2. annsradlia 2.
Describe the symptom from date of onset
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How long have you been having these symptoms from the date of your first consultation
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Date of first consultation
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The name, address and contact phone number of the doctor you first consulted for this illness
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Record of Medical Consultation / Hospitalization
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The name, address and contact phone number of your regular doctor
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Contact phone number
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Plgase give below the details of any doctor(s) who have been consulted in connection with this illness
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Name of Doctor Address
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Please give below the details of any Hospitalization in connection with this illness
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Are these any other illnesses/complaints treated for or suffered by you prior to the critical illness you are claiming for? If
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Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
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n.
al.
11. vinulasumnuAuasadlsasansedanallsslaamiifantulsafifudsnlssiuaugsoandali? d1 “0” lusasey O Ligi O4
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
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CONFIDENTIAL MEDICAL CERTIFICATE
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Must be completed for all critical illness to be claimed by Doctor at insured’s expense
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Patient’s Name: Mr. / Mrs. / Miss
Io = AN:
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Identification Number D DDDD DDDDD DD D Age year | yy-
doufl 2 diayavialyl
Part Il General Information
Yes No
a. Are you the Insured’s usual medical physician? O O
If “YES”, over what period do your records extend?
D.  When were you first consulted for this illness?
What were the symptoms and at that time how long had they been present? DD/MM/YY
Yes No
C. Has the Insured previously suffered from the illness or any related condition? O O
If “YES”, please give dates of consultations and the resulting diagnosis.
d.  On which date was the diagnosis made?
DD/MM/YY
Yes No
8. Is there anything in the Insured’s family history which would have increased the risk of illness? O O

If “YES”, please give details of the Insured’s family history

Details of Diagnosis
Please provide full and exact details of the diagnosis

Other/Additional Information

Please provide names, addresses and dates of doctors and hospitals, which the Insured has been referred and/or admitted to




