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CI-01 DOCTOR’S STATEMENT - CRITICAL ILLNESS - CANCER

MEDICAL REPORT TO BE COMPLETED BY THE ATTENDING PHYSICIAN / SPECIALIST

I hereby certify that :

I am the patient's attending doctor, and I have personally examined and treated the patient for the illnesses and injuries sustained; OR

This medical report has been prepared on behalf of the treating doctor based on medical records.

1 Declaration to be completed by Attending Physician/ Specialist

Name:

Signature and Official Stamp

The above name is covered with GREAT EASTERN TAKAFUL BERHAD against the happening of certain contingent events associated

with his / her health. A claim has been submitted within the coverage of a Critical Illness benefit and to enable us to assess the claim,

kindly complete this confidential report.

(For any medical report fee incurred in completing this form, it will be borne by claimant)

2 Medical History

(i) Has the Person Covered previously suffered from or detected to have hypertension, diabetes, angina, hyperlipidaemia, cardiovascular
disease, transient ischaemic attack, neurological disorders, renal disease, hepatitis B or C, autoimmune disorder or any other significant
illnesses? Yes No If "Yes", please provide the following:

Medical Condition Date of Diagnosis Medication/Treatment Name of Treating Doctor Name & Address of Clinic / Hospital

3 Diagnosis

(i) Please describe the full and exact diagnosis

(ii) Date when the illness was FIRST diagnosed / / (DD/MM/YYYY)

(iii) Date when Person Covered FIRST became
aware of the illness / / (DD/MM/YYYY)
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(iv) What was the site or organ involved?
Please specify

Bladder

Bone

Brain

Breast

Cervical

Colon

Endometrial

Esophageal

Kidney

Leukemia

Liver

(v) What was the precise histology of the tumour?

please specify

Lung

Melanoma

Ovarian

Pancreatic

Prostate

Stomach

Testicular

Thyroid

Skin

(Exclude melanoma)

Others,

(vi) Please state the symptoms presented during the date of FIRST consultation
(Please indicate what had prompted the Person Covered to see you).

Symptoms Date symptoms first started
           (dd/mm/yyyy)

Based on your professional opinion, what is the duration of symptoms
presented prior to first consultation?

Patient

Referring doctor / hospital. Please state:

What is the source of this information?

Hospital Address Name of Consultant Date of Consultation

 Others, please specify:

4 Details of Diagnosis

(i) What diagnostic tests have been performed? CT scan/ MRI/ Radiological reports

Blood and laboratory test

Surgical Report

Others, please specify

Pap smear

Histopathology (HPE)/ Biopsy report

Bone marrow aspiration/

Trephine biopsy report (e.g. tumour marker test)
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(vi)  Is the Cancer associated with HIV or AIDS?

(DD/MM/YYYY)/ /

If "Yes", please state the date HIV was first diagnosed/ detected.

Yes No

(iii) What was the staging of the tumour?
Please provide full details using appropriate
staging classification

TNM staging

FIGO staging

AJCC staging

Others, please specify

Ann Arbor staging

Dukes's staging

Rai staging

(iv) Please confirm the classification of the
tumour

Invasive/ malignancy

Carcinoma in-situ

Non-invasive

Pre-malignant

Having malignant potential

Having borderline malignancy

(v) Please confirm condition of this disease:
You may tick multiple selections that are
relevant.

Invasion of adjacent tissue

Involved regional lymph nodes

Distant-metastases

Completely localised

 If "Yes", please provide the details.

(vii) Does the diagnosis fall under the following
conditions?

T1N0M0 prostate cancer

T1N0M0 thyroid cancer

T1N0M0 urinary bladder cancer

Chronic Lymphocytic Leukemia less than
RAI Stage 3

Any skin cancer (Exclude melanoma)

Yes No

Yes No

Yes No

Yes No

Yes No

 If "Yes", please provide the details.

(ii) Was a biopsy done? Yes No

If "No", please provide the reason of biopsy not performed.

9313555393



Page 4 of 4

(i) What is the nature of treatment? Radiotherapy

Chemotherapy

Surgery

Others, please specify

5 Details of Treatment

I, the undersigned, certify that I confirmed all statements made and answers given are true and to the best of my knowledge and belief.

Signature and Official Stamp

Name:

Address:

Date: / / (DD/MM/YYYY)

Note:

Please enclose copies of all reports that are available with you (including Histopathology examination(HPE) / Biopsy, Blood and

Laboratory test results, Radiological report and any relevants reports). If not submitted, company reserves the right to defer for further

verification.

Declaration to be completed by Attending Physician/ Specialist
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