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Attending Physician’s Statement (Total & Permanent Disability)

mgémmeom&@é: / Authorization of Information

o C o (’° 0 C C C cc ﬁ C o e o 0 C C C o C c "] C
meaeolpe@,emcna?ﬁ,goma}msj Q[$0€1 3200MINESMBWTNE CYVEINIFMIVMGP:IIM ulalzgg[g[o opoil/
| hereby, authorize the release to my insurer of any information requested in respect of this claim.

Giﬂg/ c c 0 c o0C
P$IOMYOI NBLYTI MWOB;
Date i I [ i

Signature of the patient or
Representative (Next of Kin)

o o o9 0 oC ocC C cre C C C C C c 0o C o C C C C
@pdetofBjg cppy oBiza36:qupolgs(3: [gp2gmesuodooodeanmsmiodorad ppy oxmogupqupdigoarpin/
The patient is responsible for securing this form and for charges made for its completion.

1. qeizg|adsacom / Patient Information

QPIeR0 / 3000 /
Patient’'s Name: Age:
300/ 3000303C /
Address: Occupation
2. ;egpalepeoc / Patient’s history disease, to the best of my knowledge
C C 0 C C [ C

sepilongamoocljopdes ey eeodmogosdgges,/ YA A
Date of Symptom first appeared, or accident happened: (dd/mm/yy)
omesimepmdfgapdes /
Date of first visit: (dd/mm/yy)

C o C N C
epoaycepmgdd@es/ Y Y
Date of last attendance: (dd/mm/yy)
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(\quog(r: or%eep(ﬂ(@:fé a‘éeo?orr) méqﬁ}:tﬁ)seqﬂﬂm@mqqﬁ:ﬁ(ﬂmm:?/ 0 ﬁ/Yes 0 eﬁ/No
Has the patient had history of the same or similar condition?

§09|C 323]§sCanmeud(gali/

If yes, please state when and describe:

peNdamnzeaE mjespolmodepalyj: §lacms?/ O §/yes D e§/No
Is there any family members with history of similar condtion?
[} C C C Co C 00 C C C 0 0 C
§09/C Ca5C6010001 000C5§320I320000 S¢ 6apal36[g2650303 66d[gAl /
If yes, please provide informantion such as relationship to insured, age first diagnosed, nature of condition etc:
QPAMPARE Fa§:0000m0§03[03:(030ld0me? / D yod/Yes D eto/No
Were you actively supervising this patient’s care during the full period?
[?_ﬁs@&z}cgjé ?&zﬂcﬁeo:(ﬂu / If yes, please comment:

C C o C C [ C o C C
20C0POEIINES MDEVE$OR aoepoqfueoo(ﬂoa(\m?/ O U?oo/Yes O eo?oo/No

Are you the patient’s usual medical attendant?

00d3Q|C Fas00:B0d6wr (gl / If yes, please give detail:

03C0C580p90m00 / Period of consultation [Gea00pay§eeneqzepeot / Past health history
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33@3 DEOSMOH006 AIWIVIC 00306p0SEN 301 ¥5:50105 $¢ 300N ew%[gd]u/
° GP‘? 8°J~0Il°-ﬁ~l LGP‘? &?1‘?"‘? T% (N1
If referred to you, please give name, address, phone contact number of the referring physician:

C C

600§090:(40[gC200p0 6epols[oPC(godcyiC / If cause of disability by illness:

o o s — C N
(ﬁGGI)(ﬂix)é 3?61({)33(\)%3?(‘/8]6&')’)(73@63 3300')08 0)')8@5)6&)30380)@656 é(DUS(ﬂZD(\)’)‘S?/ Jwo/Yes Tewo/No
L o Pl Lo 1 L L

Is the cause of disease by using drug or alcohol abuse?

Y c 2 NN C ¢ _oc n(‘ C 0 0 c o C n']
U?O’)?(\J)LIC &3.&3?&)@ S’BSPI @')[égqﬁi(m(\jl eao.,od)qlmsfae@o%(? :DC:D:D(}J G(O’)@GU.,U II/
If Yes, to the best of your knowledge, how long of using which cause this disease? What was the result of blood test performed?
$© /YEAIS wusssssassssssssssssssse

Gao:a)é)qltﬁsae@/ Blood test result:

P00 3[FPeomeansaligpia) a3iges(gcsgdlacmns? /

Was the patient under the influence of any other drugs?

[} C o N C C C C 0 0 C
§09|C 0H:@esa0p06aD25C 6a02003)0326(g03M wd(qali /
If yes, please provide name of drugs and result of any blood test performed?

620230000 / Drug Name: ..........oovvcveevvremeeereceecee

62003003264 / Blood test result:

620§096:(4b[C200p0 ©601502096[IPE[go30YC / If cause of disability by accident

R0 86029020(g03[§03C 32qMEANAIME(FEs§dladcns? /
Was the patient under the influence of alcohol? 0 ﬁ/Yes 0 eﬁ/No

ﬁc\gdé 609:09C: saslcﬁ(Alcohol)d]of:ﬁ :nuf)ec\nnr)?]d]ooc\i?/ If yes, What was the blood alcohol
content?

eao:a)&)q](f)me@/ Blood test result:
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2. cgpalzepd / Diagnosis

espé]mé(ep(ﬁao(ﬁoga@:(rﬂ[quz.?émng) /
Diagnosis (including any complications)

ooéeogqg]eoao eeprﬂc\)(gamqu/
Subjective symptoms

C\ C C C C 0 C [ C
G)O’Jga?ﬁfg m@):ea):o)o)qlmqp‘;?emoog eogﬂqlmqu/
Objective findings (including current X-rays, ECG's
laboratory data and any clinical findings)

3. (208 2000 / Nature of treatments

o C c o c 0
6a03§o0q9|C 620:§eNZa0p003 e6l[galn /
If hospitalized, please provide the name of hospital

A0 € C\0C C C C 0 .
9000MYY|C FO0Y 3’:)6@')0»?(3 6§9MM e(ﬂ@(ﬂn / If surgery performed, please describe and date:

6§09/ Date (dd/mm/yy).......... Y Y

o C C

§omﬁzae c: / Brief of Surgery:

4. 03udcom3adlq]|,0acse§acg|C / Physical Impairment (if applicable)

co¢ ¢ CRe, co00 ce ¢ €0 C [ carf] oY D%E/Yes
cno(rgoaeqoaﬁ]g@c, - 0RO BE0IVPE0PI: MIOMUIEEFEC @[c\?o%co 200,22 / o
Washing -Is the patient able to take a bath/shower or wash by himself or herself? O e§c/No
000e:30CWP(5E: - (P§00p) 660D B:00pd: 00dEECWP(5E: [g4|evdECTladems? / 0 %E/Yes

Dressing- Is the patient able to put on, take off, secure, and unfasten all garments and any artificial limbs or other

oc
surgical appliances by himself or herself? Tegc/No

C C cC 00 ce C ocC C ocC C ocC C 0 0 coc [X
69,6[gCs[gCs - o000 8800020002 Fa0EP0o(gEH ACePY[EEs oPYACE[E: 03 [gardacdloocn:? / T §¢/Yes

Transferring- |s the patient able to move from a bed to an upright chair or wheelchair and vice versa by himself or

oc
herself? | egt.c/No

69,09ps[aCs - 0$920p0 88000F200p0: F6307Cs 303232001 F20DMDFAC [4[YOECTladCDs? / - $é/ Yes
§.OQP=(3C: - RO B0 (it o sY190% o

Mobility- Is the patient able to move indoors from room to room on level surface by himself or herself? 0 e%E/No
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0§0Cagoms(gCs - 0a$a000 B800J:00p0: 20§0CaS:0PE[FCs 0§0Ca§:3 0§0C(5E: (gevdSCuladcms? / O %E/Yes
Toileting: Is the patient able to use the lavatory or otherwise manage bowel and bladder function so as to maintain - 28N,
a satisfactory level of personal hygiene by himself or herself? 3

NN cme ¢ 0 000 €@ C ro<‘f] 5 ]%é/YeS
m:e:moo@c: PO @caocooos 36 TOIFAIYPEY GE0IOPE00PV: ©IEANMSCLICM:? /
Feeding- Is the patient able to feed himself or herself once food has been prepared and made available? ] e%cr:/No
5. em%@g&:@é@é:@%eméz%ég/ Prognosis
620§096:(40[C:([g§emmCs§Cyad 0Cadgieud(dli / Prognosis, to the best of my knowledge
PO WICI0N§EgH:[goesUldN / o §/Yes e§/No

Is the patient now totally disabled?

“R‘Pwé ew‘%"%’é:@é@&e@’é 33“?{’[9:?906%630’? li/ O wod/Yes D ewod/No
L L
The patient has been TOTALLY DISABLED (unable to work)?

0B0MYC:0m b0Feges(gdIYIC MecmmAdopsccloocdz/ VAN YA
If PARTIALLY DISBALED, how long was or will patient still be?

C \‘n C .\ 0 ”l C C oc C cec coc ’] \.)/
voojugbi(goegaddilon updoomafyept sacgdfggotitcloocz/ YA YA

If still disabled, give approximate date patient should be able to return to work.

0 CC2eN 8000300008410 B063CECOII? /
|1°P &’9 ° 8 8 L ‘?"lll" i1 T °
What duties of patient’s job is he/she incapable of performing?

qa@eﬁs%@seeq?mé «380?305(7% em{:eﬂ')(ﬁeﬁ 30930lo00m2 / " a00/Yes “eam/No
Does patient’s condition prevent them from caring themselves?

2m3C F06[gaaeg0d sp0ydreel[giln /

If yes, please explain briefly.
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oo O C C(e C C C C C C 0 b C
a) 0603 [4pagd(Gzea)C 20C0aC 63050l edgMdE06z4p:§dlon gza3copdsuzdl /
After you have fully completed this form, if you have the following materials, please attach copies:

[] 0nH8§ 260000 (0§36 | SOI0ICE) 680:MNVEWOD0BYP: /
ﬂ Pl o‘?o JJ (5 °ﬂ CHNT °E{P°
Medical Records for the period of treatment or the last two years

o C C C
U 620:§00MIEANLOING:
Hospital discharge summaries
[le (ﬂ(\)mam/crae 50303608607 630:003|09609006 s/

P 3 2R T 2003|M¢ qps
Test result showing objective findings
c C C

U (')?CDGOQGCD')EDGPO;?Q']S 9000003 /
Consulting physician reports

cc C o o 0 cc o ° C C C o Co C C C C
0ibo0p2 bl aas{gapiaf o 3boSoog ualogedy 5 saeamtsdhi{gpbpen[gpagdecn:oaphur elmpoadloopdi /
| hereby declare that all the answers are each and all true to the best of my knowledge and belief.

m(ﬁ903§§ Ge&dé / Signature & Date:
0M0§§20epo§aaupd / Name of Attending physician:
9)sC3000:(q| / Degree and Specialty:

({)%:%(ﬂog/ Phone Number:

o860 / Address:

eao:él’]/sao:a%:cf)agﬁo‘é:/ Clinic/Hospital Stamp
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