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CONFIDENTIAL MEDICAL CERTIFICATE

v 1 L4 < < Aa a0 o) 4 [ @ Y A
n‘gmﬁnianmaﬂ'a'mmq‘flwaugim T,ﬂﬂu,wwm.l’%tyn&mLLazﬁlnﬂiznauIsﬂﬂaﬂ UINUAIGITY Luﬂuglmﬂiznutﬂugiummu
Must be completed for all critical illness to be claimed by Doctor at insured’s expense
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General Information
Yes No
a. Are you the Insured’s usual medical physician? O O
If “YES”, over what period do your records extend?
h.  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
g. s there anything in the Insured’s family history which would have increased the risk of iliness? 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
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