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	Reference

	Patient name – (Last, First, Middle)
	Date of birth
	Social security number

	
	     
	     

	Employee name – (Last, First, Middle)
	Social security number
	Employer

	
	
	

	Physician’s name (Last, First, Middle)
	Phone number

	
	

	History

	Date of the accident
	Date of symptom(s) onset
	Date patient ceased work due to disability

	     
	     
	     
	

	Has patient ever had same or similar condition?
	
	

	If yes, please explain in detail.

	     

	Is condition due to injury or sickness arising from patient’s employment?

	
	
	
	
	

	Please provide the names and addresses of any other treating physicians (If more than one, please attach a separate sheet)

	     

	Have you ever treated patient prior to this illness?
	
	

	If yes, for what condition and when?

	     

	Is this condition due to an accident?
	
	

	If yes, please explain in detail.
	

	     

	Diagnosis

	Diagnosis (list primary and all secondary)
	

	     

	Subjective symptoms
	

	     

	Objective findings (including current EKG’s, x-rays, laboratory data and any clinical findings)

	     
	

	Dates of treatment

	Date of first visit
	Date of last visit:
	Date last examination
	

	     
	     
	     
	

	Frequency of visits

	
	
	      FORMCHECKBOX 

 Other(specify) 


The Policyholder is responsible for the completion of this form without expense to QBE.
��Attending Physician’s Statement (APS)











This document, and all information related to the claim, whether written or oral, constitutes QBE’s confidential and proprietary information. Accordingly, such information may:(i) not be disclosed to any third parties including, without limitation, subagents, insureds, or insurance carriers, and (ii) only be used in furtherance of your duties and obligations to QBE.
QBE and the links logo are registered service marks of QBE Insurance Group Limited
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