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Questionnaire for Free Partial Withdrawal (Cancer, Heart Attack, Stroke) 
(To be completed by the Life Assured’s attending medical specialist/neurologist, a medical practitioner in Singapore.) 

Policy Number Name of Life Assured: Date (DD/MM/YYYY): 

  
Important Notes: Please note that, under the policy terms and condition,  
1. You must meet the conditions and submit the application form and requirements. Application for Partial Withdrawal needs to be submitted  
    together with this form, otherwise, application will be rejected.   
2. Prudential Assurance Company Singapore (Pte) Limited (“PACS”) reserves the rights to request for additional documents when deemed  
    necessary.  

Name of Specialist:   

Field of Specialty:   

Name of Medical Institution:   

MCR No.:   

Type of Claim 
Please tick the appropriate box for the Illness you are claiming for the Free Partial Withdrawal entitlement. 

☐ Cancer              ☐ Heart Attack          ☐ Stroke 
______________________________________________________________________________________ 
Cancer 

Date of diagnosis (DD/MM/YYYY): Please provide the first date the diagnosis by your attending specialist  

 

Are you required to undergo: 
a) surgery to remove the tumour; and/or  
b) chemotherapy; and/or 
c) radiotherapy  

☐ Yes                                ☐ No     
______________________________________________________________________________________ 

Heart Attack 

Date of diagnosis (DD/MM/YYYY): Please provide the first date the diagnosis by a cardiologist  

 

 

Was there history of chest pain? 

☐ Yes                               ☐ No                 
 

Was surgery or angioplasty done shortly after the diagnosis by the cardiologist? 

☐ Yes                               ☐ No               
____________________________________________________________________________________________ 

Stroke 

Date of diagnosis (DD/MM/YYYY): If you are not the first doctor who diagnosed the patient with this condition, please  
provide the date the diagnosis was made by the previous doctor. 

 

 

Did you experience any of the following for at least one week: 
 Loss of memory 
 Unable to independently walk, eat, bath, use the restroom, dress/undress yourself without assistance from  

care giver. 

☐ Yes                                 ☐ No 

I / We declare that the information given in this form is true, correct and complete. 

 
Name and Signature of the Medical Specialist who filled up this Section 
Date: 
Practice Stamp of the Medical Specialist: 
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