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CERTIFICATE OF MEDICAL CONDITION/MEDICAL PROVIDER’S STATEMENT

Patient’s Name: Date of Birth:    ___/___/___  (MM/ DD/YYYY)

Insured’s Name: Patient’s Relationship to Insured:

Policy Number: Policy Purchase Date:    ___/___/___  (MM/ DD/YYYY)

ATTENDING PHYSICIAN’S STATEMENT—MUST BE COMPLETED AND SIGNED BY THE PHYSICIAN

1.  Diagnosis: Nature of sickness/injury causing cancellation/interruption (Please be specific):

a. Primary diagnosis of ICD-10 code: _____________________________________________________________________________________

b. Secondary diagnosis of ICD-10 code: ___________________________________________________________________________________

2.  When did symptoms of sickness or injury first occur?     ___/___/___  (MM/ DD/YYYY)          

3.  When did the patient first consult you for this condition?     ___/___/___  (MM/ DD/YYYY)

4.  If patient was referred from another provider, name of provider, address and telephone number (With area code):

5.  Name, address, and telephone number of other medical personnel involved: 

6.  Was there any medical condition, injury, illness, or sickness that would interfere with the insured’s trip?         Yes          No

     If yes, please explain and indicate when patient was determined not to be medically fit to travel: _____________________

7.  List all dates of treatment and services for this condition

Date of Services:     ___/___/___  (MM/ DD/YYYY)          Describe the Condition/Treatment:

(Please attach a separate sheet if necessary)

8.  Has the patient been hospitalized for this condition or related condition(s)?         Yes          No

     If yes, date of first admission      ___/___/___  (MM/ DD/YYYY)           Date of discharge:     ___/___/___  (MM/ DD/YYYY)

9.  On what date did this condition first prevent or restrict the patient from traveling?     ___/___/___  (MM/ DD/YYYY)

10.  On what date would the patient not be restricted and medically fit to travel?

11.  Did you advise the insured to cancel travel plans prior to departure or return home early a result of the sickness or injury?  

           Yes          No                   If yes, on what date?     ___/___/___  (MM/ DD/YYYY)                        Please explain:                                                                                                                    

        If No, on what date was the insured prevented from participating in the trip?     ___/___/___  (MM/ DD/YYYY)

12.  If condition was related to pregnancy, date of conception:     ___/___/___  (MM/ DD/YYYY)                      Expected Delivery Date:     ___/___/___  (MM/ DD/YYYY)     

13.  Was this sickness/injury the sole cause of the patient’s medically imposed restrictions?         Yes          No

        If no, please explain:

Additional physician comments:

Signature of Physician: Date Completed:      ___/___/___  (MM/ DD/YYYY)

Name of Physician:
Telephone Number (With area code):

Address of Physician:

Taxpayer ID Number: 
Fax Number (With area code):


