GUIDELINES FOR ACCREDITED MEDICAL EXAMINERS

GENERAL CONSIDERATIONS

Contrary to what one usually experiences as a clinician, you will find out that a significant number of applicants are generally in good health.

Those with abnormalities however would tend to minimize their histories and conditions rather than complain about them. For you to deal adequately with these applicants, rigorously applied protocol and examination procedures become mandatory
IF ERRORS AND/OR OMISSIONS ARE TO BE AVOIDED.

Positive findings are to be given in SUFFICIENT details.

Furthermore...

We must all remember that PERTINENT NEGATIVES are very important in facilitating processing of the client's application. ( And so for the Medical fees.)

RULES AND REGULATIONS

Your responsibility shall include the following:

     - Obtain the medical history, guided by the Medical Examination Form, ( not the usual clinical S-O-A-P format)

       - Examine medically the applicant, again guided by the Medex Form

          -Prepare Medical Report by recording findings on the prescribed Medex Form in accordance with the Revised Medical Examiners Guidelines and forward the report ASAP to the Underwriting Department / Office of the Medical Director, together, and preferably, with any available laboratory report/previous medical records.

Examiners must not be related to either the applicant or the agent nor financially/ personally interested in the issuance of the policy: otherwise, please ask the agent to secure the service of another Medical Examiner.

THE MEDICAL REPORT RULES

       1.         LEAVE NO BLANKS ( including the time, date and place where the medical examination was performed.)

         2.           MEDICAL REPORT SHOULD ALWAYS BE ______________, never typewritten

INSTRUCTION : Every question must be asked of the subject ( or his legally authorized guardian ) by the Medical Examiner and answers must be recorded in ink in the Examiner's own handwriting. Examination must be done private and the Subject (and/or his guardian) must sign in the presence of the Examiner.

                  3.            READ THE INSTRUCTIONS IN EACH FORM VERY CAREFULLY BEFORE ACCOMPLISHING ONE.

INSTRUCTION TO THE MEDICAL EXAMINER 

1. When an examination is begun the report thereof becomes the property of the Company and must not be suppressed or destroyed regardless of your recommendation and regardless of whether subject or any other person offers to pay the medical fee in order to avoid declination.

2. Your report should give the Company a clear picture of the person examined.

3. An examiner is not permitted to examined relatives or cases for an agent who is relative.

4. Any erasures or alterations in the statements made by the subject must be initialed by him or his guardian if applicable. Any erasures or alterations in your reports should be initialed by you.

5. Please review both sides of the form before sending to see that every applicable question is fully and adequately answered.

         4.              INDICATE ALL DETAILS BEING ASKED

DETAILS OF “ YES “ answer. IDENTIFY QUESTION NUMBER CIRCLE APPLICABLE ITEMS: ( include diagnosis, results, duration and names and addresses of all attending physicians and medical facilities ALL WITHOUT FAIL:

( All questions Should be answered COMPLETELY – incomplete answered reports invariably delays processing of the clients' applications and can delay processing of Medical Fees as well. The Underwriting Department may recommend suspension/non-payment of Medical Fees for grossly unacceptable accomplished Medex Forms, whichever is best for the company's interest. )

         5.            Medical Report for all applicants BELOW 16 years of age must be signed by one of the parents or legal guardian.   

            6.        Reports should be sent confidentially and at once directly to the Underwriting Department / Office of the Medical Director for immediate evaluation.

       7.             NO MINITURIZED VERSION OF FME FORM SHOULD BE USED FOR ANY CLIENT EVALUATION, NOR SHOULD SUCH MINITURIZED FORM BE SUBMITTED TO HEAD OFFICE.

THE EXAMINATION

Personal and Family History

Get a clear detailed picture of the applicants' any previous illnesses, if any. Diagnoses, medications, and date(s) of consultation(s)/confinement(s) are mandatory in every Medical Report.

Always have the applicant accomplish the additional Authorization Form found at the bottom of  every Medical Report just in case records from a previous attending physician becomes necessary.

Determine if they work in an office/company/institution. If yes, ask for the latest of annual check-up, where it was done, the attending physician and what were the findings. Inquire about any previous sick leaves. Are they members of any health maintenance organization (HMO)? Or are they dependents of somebody under an HMO? Record.

Obtain details of any previous laboratory/radio graphs done. Was he advised by a doctor? Was there any symptoms? Obtain a copy of the report, if available. What were the findings?

Family Health Histories must be comprehensive. Be detailed as to the ages and causes of deaths of applicants' immediate family members.

Details of urogenital/OB-Gynecology illnesses should be pursued noting the date of onset of the problems, clinical course and pertinent available physical examination findings.

PHYSICAL EXAMINATION

INSPECTION

Assess client's general well-being. He should be able to move by himself. Any form of assistance must be recorded, as well as abnormal postures, movements, uncoordinated body motions, slurred speech and any facial asymmetry.

The following sample questions are worthy to note and are helpful guide in arriving at an initial but fairly comprehensive medical evaluation.

Does he/she look pale/flushed?

Does the head move to-and fro as if simultaneous with the heart beat?

Does he wear eyeglasses?

Do both eyes move conjugately in all directions?

Are eyes protruded?

Are eyelids equally open?

Are facial extra cranial veins prominent?

Are neck veins distended? Persistent, or do they collapse on inspiration?

Are the sternocleicomastoid muscles prominent?

Does patient breathe with pursed lips?

Does he always appear short of breath? Is the speech telegraphic?

Are there any noted retractions or supraclavicular? Intercostal or supraclevicural?

When client breathes forcefully, are there any wheezing?

Are there any chest asymmetry during breathing?

Does the patient support any of his body when he ambulates?

Are the legs swallen?

( Subject whom you meet already seated in the supposed area of examination should be courteously requested to walk a distance or around you.)

Deformity should be indicated and classified whether it is acquired or congenital. The details of any orthopedic consult must be reported. Client's must be screened routinely for scoliosis by making them stand before you, turn around 180 degree ( you are now facing the client's back ) and then making them bend forward with hands down on the sides while keeping both knees straight. The back should be symmetrical.

( Lower spinal curvature defects can also be detected by allowing subject to stand on either leg and note for pelvic prominence or asymmetry. 

Has any deformity resulted in partial/total disability? Is the disability still present at this time?

ABDOMEN   : Noting for scars, prominent vein, distension, organomegaly or skin lesion is a must.

EXTREMETIES : Nailbeds should be evaluated for cyanosis, if possible by placing all the four extremities side-by-side and nothing for any bluish discoloration.

VITAL SIGNS : Blood pressure should preferably be checked by a  MERCURY TYPE BAUMANOMETER. All vital signs (Blood Pressure, Respiratory Rate, Cardiac Rate) MUST BE TAKEN WHILE THE PATIENT IS RESTED.



Weigh patient with your reliable portable scale.

PALPATION

Make it a habit to initially check client's neck for nodes. The chest must be palpated for any heaves/thrills/crepitations. The abdomen should be checked for pulsating/non-pulsating masses. The character of liver edges, palpability of spleen, and other masses must be reported. Other soft tissues must be examined appropriately.

At least, check of equality of pulses of all for extremities. Peripheral pulse of smokers/ asthmatics and those who complain of shortness of breath must be checked. Do the pulses disappear/ decrease during such maneuver?

Any abnormal masses when discovered must be assessed for its characteristics ( change in size, movability, adherance to nearby structure, tenderness, etc. ) and any previous treatment received. Any biopsy bone? What were the results?

AUSCULTATION

Such part of examination must be started on both sides of the neck for carotid bruit, proceeding downward to the chest (heart/lungs) and lastly to the abdomen for bruit especially for young hypertensives. A Thyroid mass when present should also be auscultated for any bruit.

The first heart sounds are normally louder at the apex while the second sounds are louder at the base. Second heart sounds are normally split only during the inspiration phase. Abnormal (persistently/paradoxical) splits have to be reported. Murmurs and their intensities and locations must be recorded as well.

The lungs must be listened for any wheezing during forced expiratory breaths, especially for smokers and asthmatics and anybody who complains of shortness of breath. Rales that do not disappear with coughing must be localized and reported.

IDENTIFYING MARKS

All identifying marks (scars, moles, deformities, asymmetric, etc.) must be in the Medical Report. 

URINE SPECIMEN

Routine urinalysis, using either the Combistix or the Combur test, whichever is available to you, is an automatic requirement on all Full Medical and Examinations.

In case such urine testing gadgets are not available to you, all urine specimen should be fresh when brought to the nearest Laboratory in the ares, preferably with presevtive. All urinalysis report must carry the official mane of the diagnostic, clinic.

MEDICAL FEES

We recommend immediate submission of the completely accomplished MEDEX FORM after every client evaluation and a monthly Statement of Account to expedite payment of Medical fees.  If no payment has not reached you within a reasonable amount of time, please contact the UNDERWRITING DEPARTMENT, preferably with a copy of the submitted Statement of Account.

Effective January 1, 1997, Medical Fees for client's serviced within the National Capital Region and Metro Cebu is Two Hundred Pesos (P200) and One Hundred Fifty Pesos (150) for other areas.  All fees are subject to all existing rules and to standard witholding taxes. 

  The Underwriting Department reserves the right to require a repeat urine examination. 

   For your convenience, we have devised the M-E-D-I-C-A-L  E-X-A-M acronym for the minimum      

   required information expected from every medical evaluation you perform.

               M     -     Medical Professional (Physician) consulted by client

               E      -     Executive Check-Ups undergone

               D      -     Diagnoses and/or Disabilities

               I       -     Institutions/Insurance Health Organizations where check-ups were done

              C       -     Confinement Detail

               A      -     Ancillary Procedures

               L      -     Laboratory Tests

               E      -     Electrocardiogram/Stress Test

               X      -     X-ray

               A      -     Application in other Companies

              M      -     Medical Records on Hand

