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physician’s statement
patient’s name:      
patient’s birthdate:      
1. nature of condition:
 FORMCHECKBOX 
 sickness
or
 FORMCHECKBOX 
 injury
or
 FORMCHECKBOX 
 Pregnancy
or
 FORMCHECKBOX 
 Other; Explain      
2. is the disabling condition due to, or related to, the employee’s employment?
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no
3. diagnosis:      
4. when did symptoms first appear or accident occur?      
5. when did patient first consult you for this condition?      
6. describe any other disease or infirmity affecting present condition:      
7. nature of surgical or obstetrical procedure if any:      
8. dates of treatment and nature of treatment other than surgical:      
9. if hospitalization occurred, provide name and address of facility:      
10. has patient ever had same or similar conditions?  if yes, please describe:      
11. is patient still under your care for this condition:
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no
12. how long was or will patient be continuously totally disabled (unable to work)?      
please provide dates:
from:      
to:      
13. patient can return to work on:
               
 FORMCHECKBOX 
 with restrictions
or
 FORMCHECKBOX 
 with no restrictions

restrictions:      
i authorize the release to assurity life insurance company of any and all medical records pertaining to the above patient.

date:
signed:

individual practitioner’s ss/tin/npi #:
degree:

(
)

phone number





(city / state / zip)
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