
claims & travel assistat 
IilERGEilCY HOsPlrAl & ilEDICAL ltsuRAtCE

NCC FOR CATADIATS TEDICA1 GRTITICAIE

l{orr: This certif icate must be fully completed by the l icensed physician at the patientb destination who treated the iniury/sickness

resulting in this claim. Any fee charged for completing this form is the patientS responsibil i ty.

Patient's First Name: Last Name:

Policv #:

Diaenosis/condit ion result ine in claim:

Date of f i rst consultat ion: i : :  : : i :  .  : . : : : ' ; : Date svmptoms first appeared:

Has the patient suffered from this medical condit ion in the past? O Yes O No

lf 'Yes',  please describe below the patient 's history ofthis condit ion and other related condit ions over the 12 months prior to this visi t :

Was the condit ion related to alcohol, misuse of drugs, or self- inf l icted iniury? O Yes O No lf  'Yes',  please provide detai ls:

Please l ist the patient 's exist ing medications prior to the visi t :

Was the patient hospital ized? tr Yes O No

Name of Hospital:

Admiss ion  Date : Discharse Date:

Was the visi t  related to pregnancy? Q Yes B No

Date of last Menstrual Period: :  :  : Exoected Deliverv Date:

please provide the name and phone number ofany other physicians who treated the patient, or referred the patient to you:

Name ofother physician: Telephone: ( )

Name ofother ohvsician: rgEp!9!9i{

Name o fo ther  phvs ic ian :  Te lephone:  (  )

In your opinion, could the treatment for the above condition have been postponed unti l the patient's return to Canada? O Yes O No

lf 'No'. please provide medical criteria which would have prevented patieitlSrn !!4yq!!Lng

Please provide the date when the patient would have been able to traye!

I cert i fy that the information

Phvsician's Signature:

provided in this section is complete, true and accurate to the best of my knowledge and bel ief.

Phvsician's Name (ptease print):

PHYSICIAN'S STAMP HERE

Date:

Street Address:

Citv/Town:

Teleohone: ( )

5T007cF-0305

Emai l :

Fax: (

Postal Code:


