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 (To be completed by the doctor who treated / attended the Life Insured)
 

 
No fees, commission or charges of whatever nature are payable to Agents or Employees of the Company in respect of this claim.  

 

Name of Life Insured (‘Patient’)  Age at Event 
  

 

1. Please provide details of the first consultation by the Patient. Please enclose copies of all relevant medical reports. 
 
(a) Date of consultation:……………………………………………………….…………………………………………………… 
 

(b) Symptoms:…………………………….……………………………………..…………………………….…………………….  
 

(c) Duration of the symptoms: ……………………………History reported by: …………………….………………………… 
 
(d) Diagnosis arrived at: ……………………………………………………………………………………..…………………….  
 

(e) Treatment given: ………………………………………………………………………………………….…………………… 

 

2. Please provide the Risk Factors (Personal) of the Patient

Sr. No.  Risk Factor Status Status Duration 
1 Diabetes Y N  
2 Hypertension Y N  
3 Angina / IHD Y N  
4 Thyroid Disorder (hypo / hyper) Y N  
5 Smoker (pl. specify qty / day) Y N  
6 Alcohol (pl. specify qty / day) Y N  
7 Occupational Hazard Y N  
8 Any other Y N  

  

Sr. 
No.  

Reason / Surgery Dates 

1   
2   
3   
4   
5   
 

  (If ‘YES’ please mention generic name)  
Sr. 
No. 

Drugs Name & Dose Duration 

1   
2   
3   
4   
5   
 

 
4. Has the patient previously su�ered from any similar illness? If ‘Yes’, please provide details.
 
(i) Name of disease :…………………………………………………….…………….(ii) Date of diagnosis:………….………..  
 

Drugs History

3. Has the patient any history of previous hospitalizations / surgeries. (If ‘YES’ kindly provide us the details)

FAMILY PHYSICIAN’S CERTIFICATE



(Document No. F/CL/09/84/V2) 2 

 
 
5. Was there any other antecedent or contributory disease / disorder or ailment? If ‘Yes’, please provide nature and 

duration of the disease / disorder or ailment. 
 
……………………………………………………………………………………..………………..……………...…………………  
 

6. Is the Patient suffering from any other major, chronic or congenital disease? If yes, please provide details. 
   
(i) Name of disease :……………………………………………………………….(ii) Date of diagnosis:…………………..…..  
 

7. Was the history provided by the Life Insured (‘Patient’) / others? If ‘others’ please furnish details below:  
 
(a) Name and relation with the Life Insured:………………………………………………………………………………………..  
 
8. Has the patient referred to any other Doctor for current / associated ailment? If so, please furnish details below: 
 
(a) Name and address of the doctor / hospital:…………………………………….……………………………………………. 
 

……………………………………………………………………………………..………………..……………...…………………  
 

Date of referral:………………………………History reported: …………………………………….………..………... .............  
 

I hereby state that I have treated the Patient in connection with the above condition and that the facts as given above 
are correct to the best of my knowledge. 
 
Signature & Seal:……………………………………………………………………………………………………………………. 
 
Name of Doctor  Registration No.  

Qualification  Specialization ( if any )  

Address  

Contact Numbers  Date  

 

Bharti AXA Life Insurance Company Ltd. IRDAI Regd. No. 130 dated 14/07/2006 [Life Insurance Business] Unit No. 1902, 19th Floor, Parinee Crescenzo, ‘G’ Block, Bandra Kurla 
Complex, BKC Road, Behind MCA Ground, Bandra East, Mumbai - 400051, Maharashtra. CIN No.: U66010MH2005PLC157108 | Toll free No.: 1800-102-4444 | Website:
www.bhartiaxa.com | Comp-Feb-2022-4819

BEWARE OF SPURIOUS/FRAUD PHONE CALLS and FICTITIOUS/FRAUDULENT OFFERS!
IRDAI is not involved in activities like selling insurance policies, announcing bonus or investment of premiums. Public receiving such phone calls arerequested to lodge a police 
complaint.

Trade Logos             and         used in the document belong to the Bharti Enterprises (Holdings) Private Ltd. and AXA SA respectively and are used by Bharti AXA Life under license.


