FORTUNE LIFE LINSURANCE COMPANY INC

Underwriting Department – Medical

4/f, Fortune Life Building, 162 Legaspi Street, Legaspi Village, Makati City,  Metro Manila, Philippines 1229

Tel.: +632-821-8906 Fax.: +632-891-3448

SICKNESS  QUESTIONAIRE

To be accomplished by the Attending Physician ONLY

Patient Surname ______________________________ First Name _____________________ Age ___

DIAGNOSIS:   _______________________________________________________________________

Duration the Patient is under your care:

From (MM/DD/YYYY) ___________________________ To (MM/DD/YYYY) _______________

Date  Disease Was Diagnosed

Was this during a Confinement?

MM/DD/YYYY_________________

[  ] No   [  ]YES. Hospital ____________________ 

	OTHER CONCOMITTANT

ILLNESSES
	DATE OF DIAGNOSIS
	MEDICAL FACILITY
	ATTENDING PHYSICIAN (if other than you)

	Any Neurologic?                                          [ ]yes [ ] no

DIAGNOSIS:_________________________________
	
	
	

	Any Endocrine?                                          [ ] yes [ ] no

DIAGNOSIS: ________________________________
	
	
	

	Any Cardiac?                                              [ ] yes [ ] no

DIAGNOSIS: ________________________________
	
	
	

	Any Pulmonary?                                        [ ] yes [ ] no

DIAGNOSIS: ________________________________
	
	
	

	Any Abdominal?                                         [ ] yes [ ] no

DIAGNOSIS: ________________________________
	
	
	

	Any Dermatologic?                                     [ ] yes [ ] no

DIAGNOSIS: ________________________________
	
	
	

	Any OB-GYN?                                           [ ] yes [ ] no

DIAGNOSIS: ________________________________
	
	
	

	Any Other Disorders?                                 [ ] yes [ ] no

DIAGNOSIS: ________________________________
	
	
	


EARLIEST CONSULTATIONS

(Instead of writing entries, attaching certified copy of consults will do. Thank you!)

	
	DATE OF DIAGNOSIS
	MEDICAL FACILITY
	ATTENDING MD  if other than you

	COMPLAINT: _______________________________

DIAGNOSIS: ________________________________
	
	
	

	COMPLAINT: _______________________________

DIAGNOSIS: ________________________________
	
	
	

	COMPLAINT: _______________________________

DIAGNOSIS: ________________________________
	
	
	

	COMPLAINT: _______________________________

DIAGNOSIS: ________________________________
	
	
	


OPERATIONS / SURGERIES 

(Instead of writing entries, attaching certified copy of Admitting History will do. Thank you.)

	Date of Confinement _______________________.
	DATE OF SURGERY
	MEDICAL FACILITY
	ATTENDING MD  if other than you

	COMPLAINT: _______________________________

____________________________________________.

DIAGNOSIS: ________________________________

____________________________________________
	
	
	


LABORATORY TEST RESULTS 
(Instead of writing entries, attaching lab test results will do. Thank you!)
	LAB TEST
	DATE DONE
	SUMMARY OF FINDINGS

	CBC
	
	

	CXR
	
	

	BLOOD CHEMISTRY
	
	

	12-LEAD EKG
	
	

	TMST
	
	

	ORGAN ULTRASOUND
	
	

	ECHOCARDIOGRAM
	
	

	INVASIVE TESTS
	
	

	OTHERS
	
	


Please comment with regards to the patient’s:

>Ability to perform  ADL (Activities of Daily Living) / Self-Care






[  ]Very Good

[  ] Fair
[  ] Needs Assistance!

>Compliance to Diet/ Treatment 
[  ]Very Good

[  ] Fair
[  ] Non-Compliant
>Follow-Up Care


[  ]Very Good

[  ] Fair
[  ] Poor Follow-Up

>Need for Oxygen
[  ] Not using oxygen   [  ] Occasionally only
[  ] Uses Oxygen often

> Use of Medical Equipments
[  ] NONE

[  ] Occasionally
[  ] Regularly

Specify Equipment used: ______________________________________________________________.

OTHER REMARKS YOU WISH TO CONVEY REGARDING PATIENT’S DISEASE STATE if any (Incapacity , Disability, Prognosis, etc) ______________________________________________

_______________________________________________.

_________________________, MD

Signature over PRINTED NAME

Date ____________________

------------------------------------------------------------------------------------------------------------------------------

Dear Doctor,

Once completed, you may either please mail this to our Head Office , or fax to +632-891-3448. Please enclose/ attach your bill for this service. Thank you for your kind accommodation in completing this query form.

The Underwriting Department – Medical

FORTUNE LIFE INSURANCE COMPANY INC 

