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Description automatically generated]FULL MEDICAL EXAMINATION FORM
Pacific Cross Insurance, Inc.







Application Reference No.:      
Agent Name:      

PERSON TO BE EXAMINED:

INSTRUCTIONS TO THE PERSON TO BE EXAMINED
Please answer this portion as truthfully as possible. All fields must be completely filled out. Please do not fill out the fields outside of this box as those will be filled out by the authorized Medical Examiner.

	FIRST NAME:
	[bookmark: Text19]     

	MIDDLE NAME:
	[bookmark: Text20]     

	LAST NAME:
	[bookmark: Text22]     

	BIRTHDATE (mm/dd/yyyy):
	[bookmark: Text23]     

	CIVIL STATUS:
	[bookmark: Check4][bookmark: Check5][bookmark: Check6][bookmark: Check22]|_| Single        |_| Married        |_| Widow/Widower        |_| Separated
	SEX:
	|_| Male   |_| Female

	GOV’T ISSUED CARD:
	|_| Passport   |_| TIN   |_| SSS   |_| GSIS   |_| Driver’s License   |_| Others (Please specify.):      

	CARD NO.:
	     

	MEDICAL INSURANCE PLAN APPLIED FOR:
	     



FULL MEDICAL REPORT (Declarations made by the applicant to the medical examiner):

INSTRUCTIONS TO THE MEDICAL EXAMINER 
1. This becomes Company property and must not be suppressed or destroyed. 2. Your report of the person examined should be complete, clear, and typewritten by you (if filled out electronically) and/or written in your own handwriting (if filled out via a hard copy). 3. The person examined or his guardian, if applicable must countersign any erasure/alteration he has made. You must countersign any erasure or alteration in your report. 4. An Examiner is not permitted to examine relatives or cases for an agent who is a relative. 5. Please review all pages of this form before submitting, to ensure that all applicable questions have been fully and correctly accomplished. 6. Your report is good for three (3) months. Hence, do not examine the same person more than once within the three-month period.

	FAMILY HISTORY

	
	If Living
	If Deceased

	
	Age
	State of Health
	Age at Death
	Year of Death
	Cause of Death

	FATHER:
	     
	     
	     
	     
	     

	MOTHER:
	     
	     
	     
	     
	     

	SIBLINGS:
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     

	NAME OF YOUR PERSONAL PHYSICIAN:
	     

	ADDRESS OF YOUR PERSONAL PHYSICIAN:
	     

	If none, or if not consulted in the last 5 years, so state:
	     

	REASON FOR LAST CONSULTATION:
	     

	DATE OF LAST CONSULTATION (mm/yyyy):
	     

	RESULT/DIAGNOSIS OF LAST CONSULTATION:
	     



	MEDICAL QUESTIONNAIRE

	DIRECTIONS: Please tick YES or NO to every question. If you tick YES to any of the questions, please provide DETAILS OF YES RESPONSES on page 3.

	
	YES
	NO

	1. 
	Have any of your parents, brothers or sisters had any hereditary disorders, high blood pressure or diabetes prior to age 60?

	|_|
	|_|

	2. 
	Are you under medical treatment by diet, medicine or other means?
	|_|
	|_|

	3. 
	Within the past five (5) years, have you:
a. Consulted any doctor or other health practitioner?
b. Submitted to ECG, X-rays, blood test or other tests?
c. Attended or been attended to in any hospital or other medical facility?
d. Had any sexually transmitted disease?
	|_|
|_|
|_|
|_|
	|_|
|_|
|_|
|_|

	4.
	Have you applied for or received disability benefits from any source?
Why?
	|_|
	|_|

	5.
	Have you applied for medical or life insurance which was declined, rated, restricted, cancelled or withdrawn?
	|_|
	|_|

	6.
	Have you ever had any tumor, lump, mass, cyst (cancerous or benign), or abnormal bodily growth?
	|_|
	|_|

	7.
	Have you ever consulted or been treated by a physician for:
a. Blurring of vision, vision problem, any eye conditions such as but not limited to cataract, glaucoma, macular degeneration?
	|_|
	|_|

	
	b. Recurrent rhinitis, sore throat, ear discharge or decreased hearing sensation?
	
	

	
	c. Chest pain, high blood pressure, heart disorder or murmur?
	|_|
	|_|

	
	d. Asthma, chronic cough, shortness of breath or lung disorder?
	|_|
	|_|

	
	e. Diabetes or sugar in urine? 
	|_|
	|_|

	
	f. Ulcer, colitis, chronic diarrhea, hepatitis or other liver or digestive disorder? 
	|_|
	|_|

	
	g. Cancer, tumor, enlarged glands or enlarged lymph nodes?
	|_|
	|_|

	
	h. Anemia, bleeding or blood disorder?
	
	

	
	i. Fainting spells, epilepsy, nervous or mental disorder?
	|_|
	|_|

	
	j. Urine, kidney or bladder disorder? 
	|_|
	|_|

	
	k. Arthritis/joint pain such as but not limited to knee, shoulder and hip, back pain, non-healing wound, change in color of extremities, claudication, cramps, edema?
	|_|
	|_|

	
	l. Any other illness, surgery or injury? 
	|_|
	|_|

	
	m. Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex (ARC)? 
	|_|
	|_|

	
	n. A test indicating the presence of Human Immuno-deficiency Virus (HIV)?
	|_|
	|_|

	8.
	Do you now have or have ever had any other illness, disease, injury, deformity or physical defect in any part of your body not mentioned above?
	|_|
	|_|

	9.
	Do you smoke tobacco or any of its products? If yes, how many sticks per day, for how long have you been smoking, and the reason for stopping (if applicable)?
	|_|
	|_|

	10.
	Except as prescribed by a physician, have you ever used cocaine, heroin or other narcotics, marijuana, LSD or amphetamines?
	|_|
	|_|

	11.
	Do you have any health symptoms or complaints for which a physician has not been consulted or treatment has not been received?
	|_|
	|_|

	12.
	Have you ever used alcoholic beverages in excess, taken habit forming drugs or sought advice for alcoholism, drug abuse or other form of substance abuse thereof?
	|_|
	|_|

	TO BE ANSWERED BY FEMALE APPLICANT ONLY

	13.
	Have you had any abnormal vaginal discharge or bleeding, painful/abnormal menstruation, breast pain, disorder or symptom of disease of breast, uterus or ovaries?
	|_|
	|_|









	DETAILS OF YES RESPONSES TO MEDICAL QUESTIONNAIRE
If space is insufficient, you may use additional sheets of paper with your signature and the Medical Examiner's signature. To ensure that sufficient information is received for our timely and complete assessment, each item containing the details of YES responses must be supported with the corresponding medical reports to be submitted together with this application form.

	Qstn No.
	Reason-nature and severity of conditions
(Include frequency, diagnosis, treatment, medication, surgery, and results)
	Onset 
(mm/yy)
	Recovery
(mm/yy)
	Names and addresses of physicians, hospitals or 
medical facilities

	     
	     
	     
	     
	     





	     
	     
	     
	     
	     





	     
	     
	     
	     
	     





	     
	     
	     
	     
	     





	     
	     
	     
	     
	     








PHYSICAL EXAMINATION REPORT

	DIRECTIONS: Please tick YES or NO to every question. If you tick YES to any of the questions, please provide DETAILS OF YES RESPONSES on page 4.

	
	YES
	NO

	14. 
	Are you related to the Person Examined?
	|_|
	|_|

	15.
	Has the Person Examined ever consulted you for any other reason than insurance examination/s? (If “Yes”, please give details on page 4 for any consultation that is not described in full on the reverse side.)
	|_|
	|_|

	16.
	Is there, on examination, any abnormality of the ff:
a. Eyes, ears, nose, mouth, pharynx (if vision or hearing is markedly impaired, indicate degree and correction)?
	|_|
	|_|

	
	b. Skin (including scar); lymph nodes varicose veins or peripheral arteries?
	|_|
	|_|

	
	c. Nervous system (includes reflexes, gait, paralysis)?
	|_|
	|_|

	
	d. Respiratory system?
	|_|
	|_|

	
	e. Abdomen?
	|_|
	|_|

	
	f. Genitourinary system (including prostate)?
	|_|
	|_|

	
	g. Endocrine system (including thyroid and breast)?
	|_|
	|_|

	
	h. Musculoskeletal system (including spine, joints, amputations, deformities)?
	|_|
	|_|

	17.
	Are there any hernias?
	|_|
	|_|

	18.
	Are you aware of additional medical or adverse history?
	|_|
	|_|

	19.
	Do you recommend the acceptance of the applicant for medical insurance?  
If not, state reason/s:      
	|_|
	|_|

	20.
	Cardiovascular Examination. Examine heart before and exercise in the upright and recumbent positions. Do not exercise if contraindicated.
a. Is there any evidence of cardiac hypertrophy, failure or other cardiovascular abnormalities excluding murmur?
	
|_|
	
|_|

	
	b. Is a murmur present? (If “Yes”, complete section below)
	|_|
	|_|

	
	
	Timing:
	|_| Systolic    |_| Presystolic     |_| Diastolic

	
	
	Location:
	|_| Apex    |_| Aortic     |_| Pulmonic     |_| Other

	
	
	Transmission:
	|_| Axilla    |_| Neck     |_| Precordium

	
	
	None:
	|_| Other      

	
	
	Intensity:
	|_| Soft (Gr. 1-2)     |_| Mod (Gr. 3-4)     |_| Loud (Gr. 5-6)

	
	
	After:
	|_| Increased    |_| Decreased     

	
	
	Exercise:
	|_| Unchanged    |_| Absent     

	
	
	Impression:
	     

	21.
	Urinalysis (Please complete if result is already available at the time of examination.)
a. Chemical
	

	
	Albumin:
	     
	Sugar:
	     
	Occult Blood:
	     

	
	Color:
	     
	Reaction:
	     
	Specific Gravity:
	     

	
	b. Microscopic

	
	RBC’s:
	     
	Leucocytes:
	     
	Epithelial cells:
	     

	
	Casts:
	     
	Crystals:
	     
	
	

	22.
	 Measurements (in normal heel shoes, clothed) 

	
	a. 
	Height:
	      ft. & in.
	Chest (Inspiration):
	      cm
	Chest (Expiration):
	      cm

	
	b. 
	Weight:
	      lbs.
	Abdomen (Umbilicus):
	      cm

	23.
	Blood Pressure. If over 140 systolic or 90 diastolic over 5th phase, take two (2) further readings with the interval of five (5) minutes between each while the Person Examined is at rest.

	
	
	
	1st Reading
	2nd Reading
	3rd Reading

	
	a. 
	Systolic
	      mm
	      mm
	      mm

	
	b. 
	Diastolic
	      mm
	      mm
	      mm

	26.
	Pulse Rate:       beats/min.



	DETAILS OF YES RESPONSES TO PHYSICAL EXAMINATION REPORT
If space is insufficient, you may use additional sheets of paper with your signature and the Medical Examiner's signature.

	Qstn No.
	Details

	     
	     



	     
	     



	     
	     



	     
	     



	     
	     



	     
	     






STATEMENT BY THE PERSON EXAMINED:
I hereby consent to the application and affirm that the above particulars relating to me are true and complete and will be the basis of any contract that may arise, and all material facts which might influence the assessment of this application, have been disclosed on this application, it being understood that failure to make such disclosure renders the contract voidable. I also understand and agree that in case of future application for additional insurance, an updated medical report and other evidence of insurability shall be the basis for issuance of the additional insurance.

I hereby waive for myself and on behalf of any persons having or claiming interest in my policy issued here under, my legal right in connection with the disclosure of any person who may have attended or examined me in a medical capacity.

I declare that I have read all particulars stated on all pages of this form and I hereby represent and confirm that the statements, answers and details indicated herein are true, complete and correct, were written by me or by someone else upon my expressed instructions and shall be binding on me.

I authorize Pacific Cross Insurance, Inc. to process the information I have provided in accordance with the Data Privacy Act.

STATEMENT BY THE EXAMINING DOCTOR:
I certify that I have carefully examined the Person above (which reflects the true identity as shown in the valid I.D. presented) in private, and that I have asked each question exactly as set forth on the reverse side of this sheet and that the answers thereto are exactly as made to me, and that they have been signed in my presence. I have also reviewed all answers on this and on the reverse side, and believe them to be correctly recorded, complete and true.

Data Privacy Consent: I understand that Pacific Cross collects and uses my personal information in order to service and administer the Insurance Policy and provide appropriate and timely Medical services. By signing this application form and all other forms attached to it, I agree that these information may be processed, shared, disclosed, transferred or used by Pacific Cross in accordance with the Data Privacy Act of 2012, its implementing rules and regulations, and the Pacific Cross Privacy Statement attached to this Application Form (a copy of the Pacific Cross Privacy Statement is also available at http://www.pacificcross.com.ph). Nothing in this form is intended to revoke or supersede any prior consent that I have given to Pacific Cross in respect of the processing activities involving my personal information.

	Name of Person Examined:
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	Signature of Person Examined:
	




	Date (mm/dd/yyyy):
	     





	Place of signing:
	     




	Name of Medical Examiner:
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Page 10 of 10 (Full Medical Examination Form) | November 2025

	Signature of Medical Examiner:
	




	Date (mm/dd/yyyy):
	     





	Place of signing:
	     




	PTR #:
	     
	     
Please print or rubber stamp your name and address

	Date (mm/dd/yyyy):
	     
	



	REQUIRED MEDICAL TESTS TO BE CONDUCTED ALONG WITH THE FULL MEDICAL EXAMINATION:

	1. Micro-urinalysis (MUR)
2. Complete Blood Count with Platelet Count
3. Treadmill Stress Echo using Naughton Protocol
4. Chest X-ray
5. HbA1c
	6. BUN, Creatinine
7. Lipid Profile
8. Uric Acid
9. SGOT, SGPT, GGTP
10. PSA (for Male)




CONTACT US


[image: Blue text on a black background
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HEAD OFFICE 
2nd Floor (Client & Partner Center), 8th Floor (Sales Center) 
and 18th Floor (Operations & Executive Center), 
8 Rockwell Building, Hidalgo Drive, Makati City, Metro Manila, Philippines
Tel. No.: +63 2 8230-8511     Fax No.: +63 2 8230-8570     
E-mail: info@pacificcross.com.ph


PROVINCIAL BRANCHES

CEBU 
Unit 1 Mercedez Benz Tower, Mindanao Avenue, Cebu Business Park, Cebu City
Tel. Nos.: +63 32 233-5812, +63 32 233-5816 
E-mail: cebu@pacificcross.com.ph
 

CLARK 
2nd Floor, Room 217, The Medical City Clark, 100 Gatwick Gateway, 
Clark Global City, Clark Freeport Zone, Pampanga, 2023, Philippines
Mobile No.: +63 927 086-2452
E-mail: clark@pacificcross.com.ph


DAVAO 
2nd Floor, Left Wing, Door No. 6, Matina Town Square, Mac Arthur Highway, Matina, Davao City, Philippines 
Tel. No.: +63 82 297-7314     Telefax: +63 82 297-7151     
E-mail: davao@pacificcross.com.ph




Pacific Cross remains #HereForYou in several provincial locations. 
For the complete details of our Agency Offices, please visit www.pacificcross.com.ph






You may request additional copies of this Full Medical Examination Form from our Medical Sales Representatives. 
Forms are also available on our website for download.
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