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3.2 Is any further treatment planned, please provide full detail

3.3 Is this injuries related to any previous injury or iliness the claimant had prior to this attendance? If yes please advise details to include date of
any previous injury/iliness

( )Yes ( )No (DD/MM/YY)

4. If there any further information which in your opinion will assist us in assessing this claim, please furnish such information below.

To be completed by Attending Physician

| hereby certify that | have personally examined and treated the insured in connection to the above disability and that the facts are in my opinion
as given above.

Physician's signature: Medical speciality Medical license no:

( ' Telephone No Date

Name of Hospital/Official Stamp
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