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PART A - To be completed by the Insured
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Give names and dates of all the doctors the patient has consulted
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Are you entitled to a refund from another fund or organisation and what amount?.....
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| declare that the above answers are true and correct and | authorise all doctors or institutions who have at any time examined
the patient, to supply Universal Life with whatever certificates or information they may request | further declare that the total
amount paid for the above condition according to the receipts enclosed is €...
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PART C - DOCTOR’S REPORT
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4. Has the patient been examined for the same or similar condition in the past by another doctor? If yes please give name and date:
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6. Provided there was an accident, have there been any signs of injury on the body which could prove the occurance of the
accident? (If yes please give detailed description)

7. Described the therapy which was followed and the medicine/tests Prescribed:.. ...t s
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