
LIFE INSURANCE COMPANY OF ALABAMA 
      P.O. BOX 349,    GADSDEN,  AL  35902 

Physician’s Statement 
(Form needs to be completed by the cardiologist.) 

 
PATIENT’S NAME ______________________________________________________________________________ 

DIAGNOSIS: ___________________________________________________________________________________ 

ICD Code(s) Primary ________________________        Secondary ________________________________________ 

Procedure(s) performed: __________________________________________________________________________ 

CPT Code(s): ______________   ______________   ______________   ______________   _____________________ 

Dates of Service _________________________________________________________________________________ 

If Hospitalized: Date Admitted _______________   Date Discharged _________________ 

Name & Address of Hospital ________________________________________________________________________ 

When did symptoms first appear? ____________________________________________________________________ 

When did patient first consult you for this condition? _____________________________________________________ 

Has patient ever had this same or similar condition? ______________________________________________________ 

 If “yes” state when and describe: ______________________________________________________________ 

Describe any other disease or condition affecting present condition: _________________________________________ 

Name and address of referred/referring physician: _______________________________________________________ 

1) Did your patient positively incur an acute myocardial infarction?  YES  NO 

2) Was the acute MI confirmed with significant abnormal electrocardiograph findings? 

 (If yes, include results)  YES NO 

3) Was the acute MI confirmed with clinical findings and cardiac blood enzyme abnormalities? 

 (If yes, include results)  YES NO 

4) Was there irreversible injury and death of a portion of the myocardium or heart muscle?  YES  NO 

5) Was the acute MI caused by a coronary thrombosis?  YES  NO 

6) Was the acute MI caused by severe stenosis or narrowing of a coronary artery causing and partial occlusion? 

 YES  NO 

 If yes, what was the occlusion percentage of the lumen of the coronary artery? ______________% 

7) Has the patient been diagnosed with a MI, heart disease or disorder of the heart or coronary arteries or any heart 

related condition prior to the current condition?   YES  NO 

8) Has the patient ever been diagnosed with a stroke or transient ischemic attack?  YES  NO 

 (If yes, give date & details) _________________________________________________________ 

9) Has the patient ever been diagnosed with any type of diabetes?  YES  NO 

 If Yes, are they insulin dependent?  YES  NO 

 If Yes, give date & details __________________________________________________________ 

 

Physician’s Name__________________________________________________________________________ 

ADDRESS ___________________________________________________________________________________ 

Phone ____________________       SS or Tax ID No. _________________________________________________ 

Physician’s Signature _____________________________________________Date_____________________
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