
ATTENDING PHYSICIAN’S STATEMENT

Please complete this claim form and return it to your patient.

Patient’s Name: _______________________________________________________________________________________________Age: _____________________

Address:______________________________________________________________________________________________________________________________

Diagnosis: Please indicate the name(s) of the bone(s) fractured or dislocated:

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

If Hospitalized, give name of hospital:_______________________________________________________________________________________________________

Date Admitted: _____________________ 19___   Discharged: ________________ 19___

If referred to you, give name of referring physician:

____________________________________________________________________________________________________________________________________

Operations (or other procedures performed):

__________________________________________________________________________________________Date: ______________________________________

__________________________________________________________________________________________Date: ______________________________________

__________________________________________________________________________________________Date: ______________________________________

Date of first consultation for above:__________________________ 19___

Date of first symptoms: ___________________________________ 19___      Date of Accident: __________________________ 19___

Has the patient ever had same or similar condition? _________________________________________

If “Yes”, please state when and describe: ___________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

Is there any other disease or infirmity affecting the present condition?

____________________________________________________________________________________________________________________________________

Date: _________________________________ 19___ Signature ____________________________________________________________(M.D.)

Address:_____________________________________________________________________________________________________________________________________

Certified Specialist _____________________________________________________________________________________________________________________________

Phone: ______________________________________________________________________________________________________________________________________


