	
	MEDICAL CERTIFICATE

	
	IMPORTANT: 

· This certificate is to be completed by the physician who treated the Insured with regards to this claim, or by the Insured’s regular Physician.

· ANY FEE FOR THIS REPORT IS TO BE  PAID BY THE CLAIMANT

· THIS FORM WILL BE RETURNED IF NOT COMPLETED AS REQUESTED



	
	TO BE COMPLETED FOR ALL CLAIMS

	
	Patient’s Name:



	
	Diagnosis/Condition Claimed for: 


	Date of First Consultation: (YY/MM/DD)

	
	Was Patient Hospitalized? 
	If Yes, name of Hospital, date of admission & discharge



	
	Was this condition related to the use of alcohol, misuse of drugs or self inflicted injury? 


	Was this condition related to pregnancy? If YES, give details including expected date of delivery:



	
	Are you aware of  any other physician who may have treated this patient, for this or a similar condition? If YES, please provide name & address of this physician. 



	
	For medically managed conditions, would the type of travel taken by the patient normally require any special medical precautions to prevent an exacerbation? 


	
	If you were treating the patient prior to traveling, was he/she fit to travel? If NO, why? 



	
	In your opinion, could treatment for the above condition have been postponed until the patient’s return?



	
	In your medical opinion, would the patient have been medically fit to travel after the initial diagnosis and/ or emergency treatment? If NO, why and when would the patient have been fit to travel? 



	
	TRIP CANCELLATION EXPENSES

In addition to above questions, please answer the following:

	
	Date you were first consulted for condition that prevented travel (YY/MM/DD):



	
	Date condition first diagnosed: (YY/MM/DD):



	
	Has Patient ever had same or similar condition? If YES please give date(s) of treatment: (YY/MM/DD):



	
	Date traveler made you aware of his/her travel plans (YY/MM/DD):

	Date you advised patient/traveler that travel was inadvisable (YY/MM/DD):

	
	Are you the patient’s regular physician? If NO, give the name of patient’s regular physician:



	
	PHYSICIAN’S CERTIFICATION & SIGNATURE

	
	I CERTIFY that the information I have provided is correct and true to the best of my knowledge & belief.

PHYSICIANS SIGNATURE:____________________________

DATE: (YY/MM/DD): _________________________________

FULL MAILING ADDRESS: ___________________________

____________________________________________________

____________________________________________________

TELEPHONE NO: ____________________________________


	PHYSICIAN’S STAMP:




