Physician Medical Report
Critical lllness Insurance

1. Patient Information

Full Name:
Date of Birth:
Gender:

Policy Number:

Address:

2. Referring Party

Referring Physician / Hospital:

Date of Referral:

3. Medical Diagnosis

Primary Diagnosis:

Date of Onset:

Date of Diagnosis:

4. Clinical Findings

5. Investigations and Results

6. Treatment and Management



7. Prognosis /| Comments

8. Physician Information

Physician's Full Name:

Medical Qualifications:

Medical License Number:

Address:

Contact Number:

Physician's Signature

Date
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