
 
 

 
 

ATTENDING PHYSICIAN FORM 

 

 
SECTION A: DETAILS OF LIFE ASSURED 

Full Name    

Date of Birth: DD MM YYYY ID/ PP Number:    

Office Tel:  Mobile Phone:    

E-Mail Address:   

 

 

 
 

SECTION B:HISTORY OF INJURY/ILLNESS(to be filled by the attending physician/doctor) 

 
 

(a) When did the present injury or illness begin?   

(b) If accidental injury, give details of accident? Any evidence of visible contusion or wound?    

 

(c) Was the patient at time of this accident or during this disability affected with any 

previous injury or any other disease? YES NO 

If yes, please give particulars   

(d) To your knowledge did he have any infirmity or physical impairment prior to this accident, or 
disability? If so, did it contribute to cause the accident or prolong the disability? 

YES NO 

(e) Was an operation performed? YES NO 

If yes, please describe   

 

(f) For what periods was patient Hospital confined 

House confined 

Bed confined 

Ambulatory 

From  DD MM YYYY  To   DD MM YYYY 

From  DD MM YYYY  To   DD MM YYYY 

From  DD MM YYYY  To   DD MM YYYY 

From    DD MM YYYY    To     DD MM YYYY  

DIAGNOSIS 
If injury involved eye or limb, state whether right or left. If fracture or dislocation occurred, state which and whether compound, 
complete or incomplete. If fracture of long bones occurred, state whether through head or shaft. 

 

 
 
 

TREATMENT 

Date of  first visit    

Date of last visit   

Total Number of visits     

DESCRIBE PRESENT CONDITION 

Indicate if recovered, improved or retrogressed. Also indicate percentage of permanent disability if applicable 
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SECTION C : DECLARATION 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 

Doctor's  

DD MM YYYY DD MM YYYY 

 
DD MM YYYY DD MM YYYY 

DD MM YYYY 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
DD MM YYYY 

 
 
 

 

Hospital/Doctor's 
 


