eTiQad

Life Insurance

STATEMENT OF MEDICAL EXAMINER - DEATH CLAIM

SECTION B

1. Section B of this form is to be completed by a legally qualified and registered medical practitioner who has treated the Deceased for
the injuries s/ illness sustain.
2. Expenses incurred to obtain this report will be borne by the Claimant / Next of Kin.

POlICY NO: .

NaME Of ABCEASEA INTUIL: ... e ettt et e e oo et e e e e e e ettt e e e et e e e et eneeeans

NRIC 0. oo Sex: [IMale [JFemale AQE: .o

Date of Birth: ........ccoeviiiiiiiiii, Occupation at time: ......cceiiiiieeie e

1. Date and Time of Death: ............ccoeeiiiiii i 2. Place of Death: ........couiniiiiii e,
3. CaAUSE OF DTN ... i e e
4. Are you the patient’s regular doctor? Ovyes [ONo

5. Since when have you KNOWN the GECEASEA? ........iu i ettt et e e et e e et e e e eaaeaeans

6. i) Date the patient first cONSUREd YOU (AO/MIM/YYYY) & oottt e e e e et e ettt e e e et e e e en e eees
i) What was the diagnosis at the first CONSUIALION: ... .. .ot e et e e et e e et e e e e e
iii) According to the deceased, how long do you feel the deceased had the Symptom: ..o e
iv) In your opinion, how long do you feel the deceased has the SYMPIOm; ... ... e
7. i) Were you consulted by the deceased during his/her lastillness? [JYes [JNo
ii) If not, please give the name and address of the attending AOCLON: ....... .. e e e e e e e e
8. If deceased was hospitalized, please state:
Admission Date: .........c..cooeviiiiiiinns Discharge Date: ...........ccoceveunnns Diagnosis: ..........cooevinnenne Place: ......oooiiiiiiiii

b) When, where and by whom was the iliness first diagnosed? Date: .................. Place: ......ccocoviiiinn. ByWhom: ...................

c) Was Deceased/ family informed of the diagnosis? [J Yes [ No

10. a) If the primary cause of death differs from the immediate cause, please state the primary cause...............ccoceeviiiiiiiiiiiniiiecneenne.
b) When and where it was first diagnosed? Date: ..........ccocevviiiiiiinennnn. Place: ..o
¢) Was Deceased / family informed of the diagnosis? Oyes [No

d) Was the Deceased referred to you by other doctor? [J Yes [ No
Please state reason: ............ooeivuiiiiiiiiiiec e Please give name and address of the doctor: ............c..cooeiiiiiiiienns
11. Give details of any follow-up(s), or referral by / to other doctor(s), if any

Name & Address of Doctors / Hospital Date of Attendance lliness or condition consulted

12. Was death due to [] self-inflicted []homicide []accident [] suicide

Please gIVE AELaIIS ... ..ot et ettt e a et e e aas
13. If death due to accident, please give details:

i. Date of accident: .............ccocoeiiiiiiiinnns (dd/mmlyyyy) TiME.evviiiie e (am/pm)

il.HOW did the aCCIAENT NAPPENT .. ... et e et e ettt et et ettt e e e et e et n e e e anns
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iii. Was the deceased suspected to be under the influence of any alcohol or drug? Ovyes CONo
If yes, was there any sample of urine or blood sent for further test? O vYes [ONo

iv. In your opinion / investigation, do you think that the death resulted from the accident? (] Yes [J No

14 Was there any predisposing cause directly or indirectly to Deceased death?

i. Habit use of tobacco, alcohol, narcotics Uves U o
ii. Family History O ves [O No
iii. Occupation of Deceased O ves [ No
iv. HIV / AIDS [J Yes [ No

If 13 (iv) is yes, was the illness transmitted via blood transfusion? [J Yes [0 No

15. Please state below from past records or from your personal knowledge details of all illnesses, accidents, treatments and/or surgical
procedures performed for the diseases that deceased had suffered from in this hospital or any other hospitals.

Date of Onset/ Symptoms Disease / Diagnosis Treatment / Name of Hospital /
Diagnosed Management Clinics

16. Was an inquest or post-mortem examination held on the body? O ves [ No

If yes, please furnish certified copy of verdict or findings

If s0, state which, by Whom @and the TESUILS ... e et e e e e e e
17. If the Deceased diagnosed to have High Blood Pressure and/ or Diabetes, please state the recorded blood pressure or diabetes taken

on him / her starting from the first recording done:

Date (dd/mmlyyyy) Readings of Blood Pressure Date (dd/mml/yyyy) Result for Blood Glucose (fasting)

20. To attach photocopy of detailed medical history/ medical card of the Deceased.
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DECLARATION

1, the attending physician do solemnly and sincerely declare that the foregoing answer and any additional information given by me at the
bottom of this and that | have withheld no material fact from the Company. | also hereby certify that the above information is correct as per
record from the hospital / clinic.

SIGNALUIE OF DOCTOL: ...ttt e

NaME Of DOCIOr e e

Qualification PP

Telephone no PP

Fax No PP PPN

Date PP PP PR

Name and Address Of ClINIC / HOSPITAL ... ....uiie e e ettt et et et et e e n e e e e e e e annas
Official Stamp of Doctor: Hospital / Clinic Official Stamp

Etiga Life Insurance Berhad (201701025113) Dataran Maybank, No.1 Jalan Maarof, 59000 Kuala Lumpur, Malaysia
T +603 2297 3888 | F +603 2297 3800 | E info@etiga.com.my
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