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Name of Doctor/Specialist

Frequency of visits

Approximately when did you
first seek medical attention
for this condition?

Postal code Telephone number                  Ext.

(            )

Date of next visit (dd/mmm/yyyy)

Type of practitioner

(dd/mmm/yyyy)

City Province
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Group Benefits
Attending Physician's Statement
Abilities Management Access

Please return the completed form to:

2 Attending Physician
Statement

1 Patient authorization

Address (number, street and apt.)

Date (dd/mmm/yyyy)

Patient's signature Date (dd/mmm/yyyy)

Name of patient (last, first, middle initial)

Date of birth (dd/mmm/yyyy) Height

The purpose of this Statement is to assist Manulife in confirming the anticipated duration of your patient's absence, determining functional abilities and
assessing fitness to return to work. When completing this form, please include sufficient details of history, physical and diagnostic findings, clinical course,
therapy, and response to enable Manulife to make this decision. YOUR PATIENT WOULD APPRECIATE THE COMPLETION OF THIS FORM AS SOON AS
POSSIBLE, OTHERWISE, THERE MAY BE A DELAY IN THE PROCESSING OF THIS CASE. PLEASE KEEP A COPY FOR YOUR RECORDS.
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NOTE:  THE PATIENT IS RESPONSIBLE FOR ANY CHARGE MADE FOR THE COMPLETION OF THIS FORM, IN THE PROVINCES WHERE APPLICABLE.

3 Treatment


