[bookmark: _GoBack]MEDICAL ATTENDANT’S REPORT PRIVATE & CONFIDENTIAL
NAME OF LIFE INSURED: 			 DATE OF BIRTH:			 ID TYPE AND NUMBER: 			 POLICY NUMBER:				

1. How long have you been the Medical Attendant of the Life Insured?

2. When was your last consultation with the Life Insured?

3. What is the current status of the Life Insured’s health?


4. Please confirm Life Insured’s Height 	 Weight	 Any comment about the general built and appearance.


5. Please give details of any illness, disability or medical impairment, which required treatment or advice either from yourself or from other Medical Attendant(s) or Medical Institution(s).

	
DATE
	
NATURE OF CONDITION
	
TREATMENT
	
DURATION
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6. Have any of the above medical conditions resulted in impairment or disability? If so, please give details.




7. Please give details of any blood pressure readings and/or E.C.G. results and dates taken and confirm if any treatment is/was provided.




8. Please give details of any urine tests, X-rays or other special investigations.




9. What do you know of the Life Insured’s social habits such as smoking, drinking or other habits, both currently and in the past?




10. Is there any history or psychological disturbance or nervous disorders?




11. Have you any reasons to suspect, either from his/her personal or family history or present condition that he/she is the subject of, or liable to any hereditary disease?




12. Has he/she ever suffered from, or have you any reason to suspect, the existence of any disorder of the heart, lungs, liver, kidneys or other internal organ?



13. Has he/she ever been tested for any HIV or any sexually transmitted disease? If so please give details and results.







14. Do you have any other information or comments which may be relevant to First Insurance Company Limited in underwriting of this policy? Please provide full details






DECLARATION
I certify that I have provided all the details to the best of my knowledge in the completion of the report in respect of the Life Insured’s health.


Name of Medical Attendant		

Signature		

Date		

Official Stamp
