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Claim Reference Number: TCIR115971
 

Please note that this certificate is to be completed by the usual General Practitioner of the patient whose illness or injury has given rise to the claim.

Please note that under the terms and conditions of your insurance policy, any charge for completing this certificate is not covered and must therefore, be paid by the claimant or patient.

 

All questions asked on this two page certificate must be answered in full, as this will avoid delays occuring when our Medical Personnel review your comments. Please note that upon our receipt of this completed certificate, we regularly obtain a patient's full medical and clinical records for our review. If required, we will contact you directly for this documentation. All information supplied to us will be treated on a strictly private and confidential.

 

Relevant Date : 
26/10/11




	Full name of the patient / person whose condition has given rise to this claim
	 


 

 

	Date of Birth
	 
	Are you the regular General Practitioner for the above named person?
	 
	If yes, for how long?
	 


 

	If no, what is your involvement with this person?
	 


 

If the claim is pregnancy related please complete the following:

 

	Date pregnancy confirmed?
	 


 

	What is the EDD?
	 


 

	Why does the pregnancy necessitate cancellation / curtailment of the trip?
	 


 

 

	Please state the precise nature of the medical condition / illness or injury that gives rise to this claim.
	 

 


 

	If more than one condition, please confirm the main condition.
	 

 


 

	Please confirm the exact date that you were first consulted concerning this condition / illness or injury.
	 

 


 

	Please confirm the exact date of diagnosis for this condition / illness or injury.
	 

 


 

If a terminal prognosis is applicable to this patient, please:

 

	Confirm the date ascertained
	 


 

	Has the patient been advised
	 


 

	If Yes, when?
	 


 

	Are you prepared to certify that soley due to the condition(s) described above that the claimant(s) is / are compelled to cancel / curtail their booked trip?
	 


 

	If so, please confirm the date you advised your patient.
	 


 

General Practitioner's Signature : 











 

Please verify the contents of this page with your official Surgery or General Practitioner's stamp.
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Claim Reference Number: TCIR115971

 

Please complete this part of the certificate by circling any conditions that this patient has suffered from, or received any form of medical treatment, consultation or medication for, in the 24 months prior to the “Relevant Date” that is confirmed overleaf. 

	 
	 
	Yes
	No
	Consultation Dates 

	Heart & Vascular System
	High blood pressure; High cholesterol; Heart attack; Angina; Angiogram; Coronary artery disease; Previous coronary artery bypass; Rheumatic fever; Heart murmurs; Valve problems / replacements; Arrhythmias - insertion of pacemaker; Heart failure; Atherosclerosis; TIA; Stroke; Varicose veins; DVTs (deep vein thrombosis); Pulmonary embolism; Other
	 
	 
	 

	Lungs
	Asthma; Emphysema; Chronic Bronchitis; TB; Chronic infections; Bronchitis; Pneumonia; Other
	 
	 
	 

	Cancer
	Cysts; growths; tumours of any kind; Other
	 
	 
	 

	Glands/ Hormonal
	Over / under active thyroid; Diabetes Mellitus; Cushings syndrome; Hodgkin's disease; Addison's disease; pituitary gland abnormality; Other
	 
	 
	 

	Digestive system

Gallbladder, Liver
	Dyspeptic disease (heartburn; Hiatus hernia; Peptic ulcers; reflux); Irritable bowel syndrome (spastic colon; inflammatory bowel disease e.g. Crohn's and Ulcerative colitis; chronic diarrhoea / constipation); Gallstones & hepatitis; Pancreatitis; Haemorrhoids; Incontinence; Bowel prolapse; Other
	 
	 
	 

	Nervous System

 
	Persistent headaches; Epilepsy; Paralysis; Degenerative disease - Alzheimer's, Parkinson's, Dementia; Multiple Sclerosis; Stroke; Neuralgia; ADD (Attention Deficit Disorder); Other.
	 
	 
	 

	Gynaecological System
	Menopause; Female hormone replacements; Irregular / heavy  menses; Infertility; Breast tumours (benign / malignant); Ovarian tumours; Cysts; Prolapsed uterus / rectum / bladder; Other.
	 
	 
	 

	Male Genital System
	Prostate problems (hypertrophy / cancer or infections) infertility; Hernias - groin; Scrotal swellings; Testicular tumours; Abnormalities of the penis; Other.
	 
	 
	 

	Blood
	Anaemia; Bleeding disorders (haemophilia); Leukaemia, Other.
	 
	 
	 

	Bones; Muscle & Joints

 
	Arthritis; Rheumatism; Gout; Back or neck problems; Fibromyalgia; Previous fractures; Deformities; Degenerative muscle disease; Osteoporosis; Previous amputation / artificial limbs; Birth defects; Joint replacements; Other.
	 
	 
	 

	Ear, Nose & Throat
	Allergies (rhinitis; sinusitis); Chronic infections (otitis media; tonsillitis); Nasal reconstruction; Snoring; Sleep apnoea; Deafness - hearing aids; Other.
	 
	 
	 

	Eyes
	Poor vision; Birth defects; Degenerative disease (Glaucoma; Retinitis Pigmentosa; Cataracts; keratoconus); Allergies; Pteryguim; Anticipated / previous laser surgery; Artificial eyes; Other.
	 
	 
	 

	Emotional (Psychological

psychosomatic) Problems
	Depression; Bipolar disorder; Anxiety; Stress; Previous treatment for post traumatic stress syndrome; Eating disorders - bulimia / anorexia; mental retardation; alcoholism; drug abuse; Other.                                                       
	 
	 
	 

	If 'O         If 'Other', Please

                Specify                        
	 
	 
	 
	 

	Please confirm the dates and details of all inpatient treatment, investigations or surgery which was received by this patient in the 24 months prior to the “Relevant Date” - detailed overleaf.
	 

	Please confirm full details of any continuous medication or change in medication (including dosage) prescribed in the 24 months prior to the “Relevant Date” - detailed overleaf. 
	 


 

I have examined the patient named and / or referred to his / her medical records and I declare that the information given is correct and that no relevant details have been omitted.

 

General Practitioner's Full Name : 



Signature : 


Date : 

 

Full Surgery Address including Post Code and Telephone Number(s) : ______________________

 

Please verify the contents of this page with your official Surgery or General Practitioner's stamp.
 

