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MEDICAL CERTIFICATE – In respect of Critical Illness (To be completed by the Life Insured’s Medical Consultant)
Private and Confidential
Fraud warning:
Any person who knowingly and with intent to defraud the Company, conceals or misrepresent any material fact to induce the company to act to its detriment stands the risk of having his/her claim repudiated and being prosecuted pursuant to the Criminal Procedure Code, 1960 (Act 30).



Policy number:
1. Patient’s details


1. Patient’s full name: 	
2. Patient’s date of birth: 	
3. Patient’s file number:	
4. Patient’s ID number: 	

2. Details of the Critical Illness


1. What is the Critical illness diagnosed?
2. When did the symptoms first appear? 	
3. When did the patient first consult with you in connection with this condition?
4. What was the actual date of diagnosis of the Critical Illness mentioned?
5. Has the patient ever had same or similar condition before?
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[image: ] Yes, provide details below 	 No


6. Please give full description of the current Critical Illness for which you are treating this patient.


7. Please give details of subsequent consultations regarding this condition from date of diagnosis.

	Date
	Diagnosis
	Treatment
	Prognosis

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



8. Are you aware of the patient having received treatment or medical advice, consulted any other medical institution/attendant for this illness or any similar condition in the last five (5) years? [image: ] Yes, provide details below	[image: ]No

	Medical Institution/Attendant
	Date and diagnosis
	Treatment provided

	
	
	

	
	
	

	
	
	



9. Is there any other information you consider to be relevant to the assessment of the patient’s illness that will assist First Insurance Company Limited in the assessment of the claim.



Medical consultant’s Declaration

I certify that I have personally attended to the patient and that the above statements are to the best of my knowledge, true and correct.
Name of Medical
Attendant:		

Contact Number:

E-mail address:		

Practice Number:

Signature: 		Date:


Medical Attendant’s Stamp:
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