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LIFE WOMAN ENHANCED BENEFITS CLAIM
DOCTOR’S STATEMENT

1. Date of Hospitalisation:

(i) Date Admitted Date Discharged

(ii) Date Admitted Date Discharged

(iii) Date Admitted Date Discharged

2. When were you first consulted for this illness?

3. What were the symptoms that the Life Assured complained and for how long had she been experiencing these symptoms?

4. How many months was the Life Assured pregnant at the time of hospitalisation?

5. Was the hospitalisation due to complications of pregnancy or childbirth?

6. What is the diagnosis and on which date was the diagnosis made?
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7. Please provide the name and address of the doctor:

(a) who had referred the Life Assured to you.

(b) to whom you had referred this Life Assured.

8. Please provide details (including dates) of surgical or other treatment given.

9. Please attach copies of relevant laboratory reports to assist us in assessing the claim.

10. Please provide any other information which may be of assistance to us in assessing this claim.
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