
 1/9

:

:

:

:

:

: : : :

:

: :

:

:

:

305 8421



 2/9

 

    

    

   

 

 

 :  : :  

 : :

 :  :

                                

 :

:

                               

: :



 3/9

 :  :  :

:

                               

 

 :

 :  : 

 



 4/9

:

:

:

 :                              

:



 5/9

?                                

:

:

 :  :   :

:

 :  :   :

 :

:

?

 



 6/9

Medical certificate

In order for your medical expenses, trip cancellation or curtailment claim to be dealt with promptly, please ensure this section is fully completed by 
your doctor.

Patient name:

Age/date of birth:

Date of visit/admission:  Date of discharge:

Doctor:

History of present illness:

Pre-existing illness:                yes                no

If there any indication that the condition suffered was due to substance, alcohol or drug abuse:                yes                no

Vital signs:      BP:                                           HR:                                           PR:                                           BT:                                           BW:

General appearance:

Neuro:

HEENT: Lungs:

Heart:

Abdomen: Extremities:

Investigation/laboratory findings:

Diagnosis:

Medication/treatment:



 7/9

Hospital course/progress:

Treating doctor’s opinion:

Follow-up appointment:     yes        Date:     no

Home medication (if discharged):

Travel recommendation (fit to fly with or without escort, required assistances):

Permit to travel:     Fit to fly date:                                                           Unfit to fly

Need escort:     Yes    Doctor    Nurse    Non-medical escort    No escort

Need wheelchair assistance:     Yes   WCHR     WCHS    WCHC    No

Need oxygen supplement:     Yes   Intermittent    Continuous    LPM    No

Need stretcher:    Yes   No Others:

I certify that the statements contained in this Medical Certificate are true and correct.

Doctor’s signature: Date:
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Additional information
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I, ______________________________________ passport number _________________________, hereby authorise any hospital,

physician or other person who has medically examined me to furnish Allianz Global Assistance (Thailand) all information with respect 

to any illness or injury, medical history, consultation, prescription or treatment that were rendered to me. A Photostat /Faxed copy of 

this authorization shall be considered as effective and valid as an original. 

I understand that this authorization will allow  Allianz Global Assistance (Thailand) to use the information obtained to investigate and

adjudicate my claims.

Patient’s signature:

Witness’s signature:

Date of signature and location:

Release of medical information


