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Date of Birth:

This certif icate must be fully completed by the l icensed physician at the patient's destination who treated the injury/sickness
resulting in this claim. Any fee charged for completing this form is the patientt responsibil i ty.

Patient's First Name:

0 ial!9!is /condition

Date (ondit ion

Has the patient suffered from this medical condition in the past? O yes tr No
lf 'YJ.', 

Fleasp dcs.rihe below the Ferienr'. history offhis .ondition an.i other rebted_qonditirons ovor the 12 months Dfiortothis visit:

was the condition related to alcohol, misuse of drugs, or self-infl icted injury? O yes ! No lf 'Yes', please provide details:

TIC Clalms Departnent
12oo - 438 University Avenue
Toronto, ON, Canada M5G 2K8
Collect worldwid€: 4i6-34o-88o9
Toll free Canada/U.S.A.: 1-Bc]rJ'A69-67 4t

Last Name:

Policv #:

Date of f irst consultation: -_ Date symptoms first appeared: -_

Was the patient hospitalized? tr yes O No Admission Date: Discharse Date:

Was the vrsit  related to pregnancy? J yes D No

qqte of last Menstrual P _Expgqe_d-pellvery p4!".j_
Please provide the name and phone number of any other physicians who treated the patient, or referred the patient to youi

In your opinion, could the treatment for the above condition have been postponed until the patient! return to canada? iJ yes D No
ii"iio', pi€as" pioride iltedicai

I certiry that the information provided in this sectioh is complete, true and accurate to the best of my knowledge and belief.

Phvsician's Sisnature:

Physician s Name (Dlease orint):

PHYsrctA['s STAMp HERE

0ate:

Street Address:

CiW/Town: postal Code:

Teleohone: ( )  Fav.( l

5T007CF.0508 claims & travel assistance


