FORTUNE LIFE INSURANCE COMPANY, INC.

162 Fortune Life Bldg., Legaspi St., Legaspi Village, Makati City

Tel.# 843-7980 / 892-9841            Fax# 891-3448

E-Mail: fortlife@skyinet.net            Web Site: http://www.fortunelife.com

1/10/2008 
 

_________________________, MD

Address: _____________________

_____________________________

_____________________________

 

Dear Dr. _________________:

Many thanks for the Attending Physician’s Statement you provided to us sometime last October 2004!

As our evaluation on this death claim comes to a close , may we ask again a  generous favor from you regarding any record(s) of previous hospitalization(s)/consultation(s)/treatment(s) of the above-named subject who died last August 24, 2004 of Cervical CA.

For your convenience, a summary outlined on the reverse side of this letter is prepared and to free you from any liability,  and following the DOH’ Hospital Records Management Manual  Chapter 6 Title 2  on the Accessibility and Confidentiality of Medical Records which provides “xxxx No information concerning a patient or client shall be relased to another person without the consent of the patient.”, attached please find the  Authorization provided by the patient himself/ herself for your reference for us to receive a copy of all his/her files.

We thank you for your generous accommodation of our request.

Thank you for favoring us with an early reply.

Very truly yours,

NAZARIO A. MACALINTAL, JR.
                                  VICTORIO A. YAP

      MD, FPCP, FPCCP 
                                SVP & Chief Underwriter
      Medical Director

ATTENDING PHYSICIAN’S STATEMENT

PATIENT                            :             


Surname
First Name
M.I.

First date of Consultation
:

                       


Year
Month
Date

Diagnosis
:          

	MEDICAL CONSULTATION / CONFINEMENT / OPERATION

	Year(s)
Month(s)
Date(s)
Attended


	Complaints & Findings
CONSULTATION


	Duration of Illness (es)


	Final Diagnosis


	All Present Meds & dosages



 MERGEFIELD Medicines_Dosages 

	
	
	
	
	


II. Laboratory findings ( CBC, ECG, Chest X-Ray, Urinalysis, Treadmill Stress Test, Echocardiogram, Biopsy Report, Histopath Report, etc.) ______________________________________________________________________________________________________________________________________

III.  PRESENT CONDITION: ___________________________________________________________________

Also ENCIRCLE any of the noted findings, if present. Neurologic Deficit/Heart Failure /COPD/ Cancer/ Kidney Disease/Hypertension/Diabetes/Unusual Disease/Unexplained Weight Loss/Surgery/Others, please specify:
___________________________________________________________________

IV.   Have any other physician(s) been consulted? If so please state name and address, date consulted & reason for consult and subsequent findings.
___________________________________________________________________

V.  Please record any information which might have a bearing on this person’s health and longevity.
______________________________________________________________________________________________________________________________________


___________________________________________
 
Date   Signature over printed name

Complete Contact Address:  ____________________
___________________________________________
Mobile No. _________________________________

SUBJECT	:     


DATE OF BIRTH	:     


  ADDRESS		     :     











