
INITIAL CLAIM FORM
TRAUMA

Issued 1 March 2019

^he taossmeaskse. :net. 'odgement of your claim as easy as possible- please note ̂  ^ below. These a. i.portant in ensunng we .ake an
e 

y?S;n^etc°2t fu"y completed by you' pa9es 13-16 are to be fully comPleted ^ ̂  - ^neral practitioner and pages 17-20 by
' 

srs;s.rt he Addi"mal lrioma'°n 6eclon- P16~ no'e"" '""-<' """.>" °'" ^«o" you . «.upp^

. Please complete all sections of the first part of the form.
* An incomplete claim form may delay assessment of your claim.
;,Jf thereisinsuff'cien. tspace to adequately answer any question. Please attach additional pages.

Please note issuing of this claim form is not an admission of liability.
If you have any questions or require assistance with the completion of this form, please do not hesitate to call us on 1800 024 812.
A. Life insured details piease use biock letters

rZ^/y^5 >3^^T^~ -1
Mr_Lj_Mra^M^s^ Ms H Other D Please soecif.
^7EA/^jW_ _ - ~ --==-=.

Policy number

Title

Surname

Given name(s)

Date of birth

Occupation

Home address

Telephone

Postal address

Height LI(»3 _C/^ J Weight _

^T£^]CA ^me-y
i4^A?j-^L i
\ W ̂ &r^uj_Wa^f^
[^^^jrZ. j^^^^
[M^A_WCLS

'^^^~J-==T^,. ^=^-. ^-^ -^ _ , state^vc^ Postcode L^OJ-
\^^^^^=^^°^hMS3^ ^ll^^i^^,

State_^^ Postcode L^O-T^
J

Business address 1\J^L
r +--='-=-

ABN (if applicable) I A^/ ̂  _ _ __ ___-^_~^-

B. PdJCy OWner details (if different to the life insured)

--Lstate_^- -I Postcode !_

State i

Business telephone Li- __. _!
Postcode

MrJ^ Mrs_C Miss ̂  Ms D _ Other ̂Rease specify L

Home ( )

Policy number

Title

Surname

Given name(s)

Home address

Telephone

Postal address

Business address

ABN (if applicable)

^^^^, S^?^a^^^B^3^^^f^^^^^°»!. e^D..ic^
obligations of the different enfttes .

[jAfo*7
State i__

Mobile
Postcode !____

State L Postcode

State L

Business telephone L ̂  _, _)_
Postcode L

--_J
^^^^^^^re^re^^^^^'^^^^s^^^i ofTAL and Suncorp are not guaranteed byother'ertiies' GPO"te W'S^J'N^8^'"8 SUPerannuati°n fund and Part of the Suncorp group of companies"(SuncSipi"T:h,[TAL).

The
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cp,cia^.S^»^d,... «*..alP.^'<. -<<>^. "-°"en'i-ar^c>docJm'n"° 'de'"°n0""'

eligible condition to be claimed). _ __ --,-_ ̂ -, - - - ^----_~^-- - '~-- -'
'^^£. J' i-^^.'^^^?'?""^.

[_/l^-A^ f/yi^Ao/>7^-^

^^^^^^^^^'^^=^^=, =^^^^=^:L^==:^=T="===^^^^=^^^
^^l?^Sf^3S35^^^^S:^-T-^=-Ji
"^^^y^S-^S^^SI ^^^Wa7 ^c^^_\
~^^]SL^2^^^^^^^^^=^^^. ^^^=======^^^^^^==^===~===\L -^f=^^=^-L-

1^/d l. iolc\........................................ ..I
2. please advise of tne date of the first onset of symptoms. .. "...... -.. ^..... ". f. -.........................

Description of onset o* symptoms.

^^_^^<

lr^^^!^S^^:=T_^^L=/^^^/^=-----=^
^IZ^=========^^=^===Z---=--=-^^=^^^^=^==\
Crz^r^r^-

"}

3. a. Pleasegivedet*ofyou-usuaige. erapract:fene. andthedateofyourconsukat^_^__^_^
Name

Address

y

~p7^oSsZS^^^^Z^^^^^^^=^^^-^=-
i^^^S^-^3J 3^---^T[^zl_;^^
^^sJzQ{^^-^~-- _-^^=F_^^S 10/^ postaode 1^1^-'State luf

^Y-/-n~_<l^^ Date of latest consultation L^ -^2-//-^-1'
Date of first .consultation

b. Please give details of the SDec'alist(s) you have consulted for your current condition.

fe/n^A^^S-^>/s-^
,010/1 iO^.0

=. Please give details of any other aoctors/health care professionals you have consulted for this condition.

10 i [t^
^ l\T-l\°\

2 of 20 Asteron Life
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D Medical details
1. If you were admitted to hospital at any stage for this condition please provide details in the table below:

Period in hospit,

/ /

/ /

/ /

/ /

to

to

to / /

to / /

D®@(p)UgU@gU]gt

2. Was an operation performed on any of these periods in hospital?
If 'yes':

^. YesQ No ^

/ /

/ /

3. a. Did you cease working due to your condition?........................................................................................ yes D No.

If 'yes', please provide the date you ceased all work.

b. Are you currently still off work?......................................................................................... yes LJ No &'

If'no'please provide the date you returned to work....................................................................................... ^ , I / /

4. Have you ever suffered from this condition previously?
If 'yes', please provide details.

.. Yes No ^

5. Did you consult a doctor for this condition previously?.
If 'yes', please provide details.

. Yes No y

r"-
/ / / /

/ /

//

/

/ /

/

/ /

/ /

/ /

/ /

ASQ033S 01/03/19,
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E. Other details
a. Do yoL. have any other life insurance, similar benefits with any other !ife insurance company or a superannLation fund?.... Yes 18 No L1

If 'yes', please provide details.

ftyj/ya^'a^ Jt^'^' __ i^ //2 li(£PS\ f^jT^. o^o
t^ It'lwh ^, 71, 000

///^ /^^
</&<57%

2^'/-Z/2«4'J'26^41i ^»/^»t<^S- ^ft^^^

/ /

b. Have you claimed on tne above mentioned life insurance? ................................................................................................ Yes
If -yes', please provide details.

No ^

Date lodged

Insurer's name

Address

Telephone

C'aim no.

Case manager I_- -.

c. Claim denied:...

__J

State I_j Postcode I_ -

.
Yes U No D

If 'yes', p'ease give reasons.

L__-
_J

r
L_.

d. Claim accepted:

If 'yes', please orovide details.

Date accepted

Date of settlement
r

Insured benefit
*

L^-

Settlement amount (if applicable) L"

Additional information

.
Yes U No D

:r~-rz^

4 of 20 Astercn Life
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Additional information (continued)

Information to representative
Privacy legislation restricts the information we can provide to your representatives in respect af^r claim. If you want a family member, friend or
financial adviser to be able to obtain information about your claim please provide their detattg below.
I consent to Asteron Life & Superannuation Limited (Asteron) disclosing personal infermation about my claim to the specific people listed below.
understand that this information may include details about my health, occup^tto^, financial situation Jifestyle and insurance.

Name

Date of birth

Relationship to me

Name

Date of birth

Relationship to me

Financial Adviser's

L- ^-

/'

tatlVe (Please complete this nomination section only if applicable)
I hereby declare that _ --- (Insert nominated guardian's/representative's name)
!8-T, mTted as my 9uardian/rePresentativ3Xa" aspects of my claim I give permission and consent for all decisions to be made by my
nominated guardian/representative.

the above mentioned guardian/representative.................................................................. Yes DPower of Attorney has been grants

If'yes', date issued: ..

I attach a copy of th^efidorsed Power of Attorney.

If 'no', I attach/a^erified copy of my nominated guardian's/representative's passport/driver's licence for identification.
y-i<"--V^

v
Signature of Life Insured

No

AS0033801/03.'19A

Date i\0\/\, l\Q\W
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Declaration and authority
. aec:are That the answers and statements made on This c;a^ fo-m are true and comp'ete. I have not made any false or misleading statements.
.f any o* tne answers are not in my handwriting, they have been checked by me and are correct.
, confirm inat, before or at the ti^e I provided any oe-sona! ;nformat. on, 1 have read and unaerstood the Prvacy Statement which has been
provided to^e w:th this form. The Statement ;s a'so avaiiab'e on the web site at www.asteronii'e. ccm. au/pnvaoy.
' 

consent to tne Asteron ^ & Supera-nuafon Li-r. tea ABN 87 073 9^9 530, A^SL 22988C (Astercn) coiiectir. g, usln9_anddlsdosin 9my

oerso^in^Eft^ ^ang se-sitw infomat. on, in accorcianoe w;th t"8 State-e-t, ̂ c!jding for tne purpose of assessing pny aa;m.
i authorise Asteron or any person ou'y authorised by Asteron to disclose my perso-a, infor-rat'on (wteh mayl ncluaese^tiveroath

^tor^or; 'toth"e'parties "rferr'edto ̂ "the Statement some of which are included in the medical and information authorities beiow.

Medical authority
. authohse any doctor^osp:ta! o- any othe- heath care pro^derwho ̂ s^dec ̂ ^^^ ̂  S^e^^ ̂ ^S
w^'^icL^s^my^edIcal history, consultatro-s, prescriptions or treatment, .nciuding coptes of all hospita! or medical records, referra
letters, reports ana details of any cl;nica notes that have bee- rpaae.

Information authority
] authonse any adviser/DroKe', ciams assessor, -ancia; or professional ;nst.tutior, i^ependen^eaca_assess^, Jnsu^ro^^^^s. rance
re^c(^ce^^ga$^ ^egalano accounting ̂ m. audito-, e-rp,oyer, trustee or consu!tantto sWy Asteron, or its representatives,
personaUnfor-nat'on about me which Astero", reasonably reouests for the purpose of assess. ng r-y c.arn
^furthe- consent to tnese oarties releasing i~format;or about me to Astew,, ^his ^formation may include but is not limited to information about

my stok"ess or in,u^.

I agree that e pnoiccopy for simi;a!- copy) of this authorisation shall be as effective and valid as the original.

I understand:
. , sm responsible for any expenses incurred with fne gathering of information for this claim form, including medica' reports or test results

if do not g,ve the :nformatio", requested, my claim may not be reviewed, and therefore my claim nay not be payaoie
e if! rrake any fa'se o- fra^Qiitent statements that the Asteron may refuse to Day and.'b'- cance; my claim.

Signature of Life Insured
Name of Life Insured
(please print)

J Date li&,, _QL, ii<^Q
&S5K^_ ^ZtM^tL _V >-"

Signature of Policy Owner
(if different)
Name of Policy Owner [
(please print) 1.

Date II I

6 of: 20 Asteron Life
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PAYMENT DETAILS:
To be completed by the policy owner.

If the claim is accepted, payment will be made to the Policy Owner. Please note that the Policy Owner may be different to the Life Insured.

D PJease issue a Cheque to the Policy Owner
^Please.f Please arrange a Direct Credit to the Policy Owner's bank account as follows:

Branch Location:Bank Name: L ^7^A^J1/L_

Account Name: L-Ajt-r/<!^7/%^y \^e^9^^7_S
Account Number: [OlO ~^3^^

Authorisation of
Policy Ownerfs):

Please print name
of Policy Owner(s):

Information authority
GPO Box 134, Sydney NSW 2001

Freecall1800024812 | Facsimile 1300 766 773 | Webwww.asteronlife.com.au
Asteron Life and Superannuation Limited ABN 87 073 979 530 AFS Licence No 229880

i:^bW - -SB PBSB Number:

Please note this does not include Credit Card Accounts

Checklist

TRAUMA
Have you:

1. Signed and dated the Declaration and authority..................................................................................................... Yes f^K
2. Signed and dated the Nomination of guardian/representative (only if applicable)................................................................................... Yes -^

3. Life Insured claim form -ensured you have completed each question in detail..................................................................................... Yes D

4. General Practitioner's Statement - ensured your doctor has completed this section of the claim form.................................................. Yes 0

5. Treating Specialist's Statement - ensured your doctor has completed this section of the claim form .................................................... Yes ^

6. Attached your original policy document and original policy schedule. ......... ^.^'?^... <y<<?... <i3L-^<s<L^^ Q y

7. Attached a certified copy of your proof of age (passport, driver's licence, birth certificate).................................................................... Yes rv^

8. Attached copies of medical investigation reports (e.g. scans, x-rays, blood tests, histopathology report).............................................. Yes ̂ ^

If you have answered 'yes' to all of the above please forward this documentation to:
Asteron Life Claims

GPO Box 134
Sydney NSW 2001

If you require any assistance please contact us on our free call number 1800 024 812.

AS0033801/03/19A
Asteron Life 7 of 20
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ACCEPTABLE PROOF OF
IDENTITY CERTIFIER

]n

Issued 1 March 2019

Acceptable certifiers are listed below and must not be:

. The Life Insured or Policy Owner

*. A Business Partner of the Life Insured or Policy Owner
. Any member of the family of the Life Insured or Policy Owner
. The Ufe Insured or Policy Owner's Financial Adviser

Australia Post employees
lagel°lATS POSLW homn_chargeofan office supplying postal services to the pub"c. or ̂  Permanent employee of Australia Post with
two or more years of continuous service who is employed in an office supplying postal services tolhe'public'

Banking & other financial institutions
Alofficer, witltwooLmore continuous years of service with one or more financiai instituti°ns or a finance company officer with two or morecontinuous years of service with one or more financial companies" '"~'~ """""'"' '"""l"L""" "' ° ""a""c L-ul"^"y "'"^rwim TWO or more

JP or Notary Public
An individual appointed by the courts whose duties include certifying documents

Legal professionals / law enforcement
^rlOTnwhools enIO 'ted.on. thero-"OLthesupreme court. of a state or Territory. or Hi9h court °f Australia, as a legal practitioner. Other^^;^J^eofacourt;';^^^;^^z:off^^^^^T^^S^^^^^
Accountant

^oTu^^:S,pof chartered Accountants in Australia' CPA Australia or the National lnstitute °fACC-^ with two or .ore yea.

Australian consular or diplomat office
An Australian consular officer or an Australian diplomatic officer

Any queries please contact Life Customer Service on 1800 024 812 or e-mail life_claims@asteronlife. corn.au

^^^^^£^Z^^^^^^^^^^^^^^^^^f!^a^^^^^00704B3^po, ^^^^obligatas"ofrhe"d^eTe^Suo^uartTu^orpySnX^Z&d^^^^^^^^
AS0033801/03/19A
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LOST/DESTROYED POLICY
STATUTORY DECLARATION

Issued 1 March 2019

Name of policy owner:

Policy number:

Address:

I, (Print Name)

Address

Occupation

declare in my capacity as

1.

J^y^ /^t^^ (J^f^^-f
/:^E 303^55

oi Ct/^S J?^^/
^ ^L /^r//s, ^as^
J^ssf'c^ />y^^ c$^6^-r

^ 6^^ ^^^ ^&^i ^/^ ^Lp ^ os-/-/

/^ ̂ j^^c^. f /^i^^^-e^
L A^^/ ^3y^^^
(eg. ExeciJtor, policy owner, policy beneficiary) that:

I have made a claim under the Asteron Life & Superannuation Limited (Asteron) policy and declare that the policy has been destroyed or is
lost, and that a diligent search has been made for it without it being found.

2. To the best of my knowledge and belief the policy has not been lodged for safekeeping with any person.

3. To the best of my knowledge and belief the policy has not been transferred, assigned, lodged for security or otherwise deposited, charged
or dealt with, nor has the policy been disposed of by me, nor have the benefits been paid nor my interest therein been transferred to any
other person/s.

4. I undertake that I will deliver the policy or any previously issued replacement policies to Asteron if found.
5. In consideration of the payment of the Policy proceeds without production of the policy I undertake to indemnify and keep Asteron

indemnified against any claims in respect of the policy, or the issue of the replacement policy.

I understand that a person who intentionally makes a false statement in a statutory declaration is committing an offence under section 11 of the
Statutory Declarations Act 1959, the punishment for which is imprisonment for a term of four years. Chapter 2 of the Criminal Code applied to all
offences against the Statutory Declarations Act 1959. I believe the statements in this declaration are true in every particular.

Signature of claimant Date

(Please r^tjffi this with $50.00 payment payable to Asteron Life & Superannuation Limited)

\o\:=f-\, \o\(\, ^\o^-\o\

Declared before me (signature of pjferson before w(hbm tfy6 declaration is made):
/ y^

Full name, qualification and address of p^fson before whom the declaration is made (in printed letters)

(Print Name) /^ /1^ ^1^1 ̂ -  '7^0 4;^'

Qualification

Address

A^-t--'?^-/ .

-z-g. (j2^<yi^(( ̂  ~s'^ i
^'7U^»^-< ' ^^

The list of people who can witness the declaration include a full-time school teacher, justice of the peace, doctor, pharmacist, or legal
practitioner. For a full list of people able to witness this document, please contact 1 800 024 812.

This form is issued by Asteron Lfo & Superannuation Limited ABN 87 073 979 530, AFSL 229880 (Asleron) vAiich is part of the TAL Da-ichi Life Australia Pty Limited ABN 97 150 070 483 group of compaies (TAL).
Suncorp Fbrtfolb Services Limited ABN 61 063 427 858, AFSL 237905, RSE Licence No L0002059 (SPSL) is the tiuslee of the superannuation fund and part of the Suncorp group of companies (Suncorp). The
oblgations of the dfferent entites ofTAL and Suncorp are not guaranteed by other entites. GPO Box 134 Sydney NSW 2001

AS00338 01/03/19 A Asteron Life | 11 of 20
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Jl 1SICAMARY

DOB 27 ,)|d 1881

dat ln» Elhdhi Et|!;jy
CA 0 2S.02.19 30.0S.24

CemttK

Orlw iafely

LICENCE NO

087 531 C S

. St1 Queensland
Government

^81 8"nbl b
( JESSICA H JENKfNS
2 DARCY P 6REENSILL
? ANGUS W GREENSILL

-Q9J&023

7<^/ / ̂  ^i ^z^< <-c
<y i^ ^(y^j^f j^. ^ ^,

'Lff'cr^ i^ /S^^'7

/^<A: 7^^^

<^

<^^<-( .

Oi^O ^<^0
/





GENERAL PRACTITIONER'S
STATEMENT INITIAL CLAIM FORM
TRAUMA

Issued 1 March 2019

We value your feedback as the treating doctor and we seek your independence in completing this form.
we.mderctandthls formmay take some time initially but in the long term wi"reduce the amount °f queries to yourself and your patient. This will
allow for a speedier assessment and greater understanding of the claim -- " ''""" ""'"""""' """ '""' ̂ ""°"1-
Please note if there is a charge for completion of this form, it is the responsibility of your patient.
If you have any queries do not hesitate to contact us on 1800 024 812.

This form is to be completed by your usual general practitioner piease use biock letters
. Insured's name I i^Jjy c'^_ ___/<5^^^_ (>^^/^^J''

Date of birth i^?__/0? //?^
2. Areyouthelrisured's usual general practitioner?..................................................... y iVMr, n
3. a. Please provide the date since the Insured has been your patient or a patient of your practice ............................... r/?/o_5*/Z'£j

b. Please provide the first date the Insured consulted you for the current condition .................................................. [_( 7 I f/ I Zo) ^
4. a. Please advise of your current diagnosis for the Insured.

vc ]^f ^^-(^LJyY^W^

b. Dateofdiagnosis.......................................................... | r) / \^) ,'

c. What investigations were carried out to support your diagnosis?

^ , 11 //q
^C3_u-^ci. -USS_L

F^ft bi^fsu^-Koi'n >?cM'c"1 r?ofJ&/
l/;^(J7wfr.^^

//Z /1^
/ /

CW^ Uo^ ^T^ /yk^hrtMC.. fi^fch/^

L.

d. Please provide details of symptoms as follows:
Symptoms leading to diagnosis

LZ^L^ ln^uj^ ^^ ̂ -^^>b^
M^^^^^^

-kf^y^b^:

Asteron Life & Supsrannuation Limited ABN 87 073 979 530 AFS Lcerce No 2298EO GFO E3ox 134 Sydney NSW 2001
AH0033801/03 ISA
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e. Duration of symptoms

~^^Z^^^S^=M]^

L:

7. Current symptorriS

^c^^^^^^^^LC-^na^Z^^^- i ^^^=^^^0^
^^^^\^^^=^^S=^^^^=^w^=fw ^-==

^_~]

--1

L-:

5. Have the Insured ever had the same or similar condition?.

If 'yes', ptease provide the date and aetaiis..

.
Yes D No^

.
L_--^J

6. Is there a farrii;y histo'y wi:h rega'-d to this condition?

If 'yes', piease provide details.

pi l^EUEHBilC

.

Yes S--1 No W

7. Please advise i* there is a history of contributing factors leading to the connection or causation of the Insurea's condition (e. g. health or
lifesT yle factors): 

_ 
__-

A

3

14 of 20 Asteron Life
AS00338 01/03/19 A



Additional information

Please provide your details below and we thank you for completing this form
I hereby declare that the gbove sj^tements are true and correct.

Signed

Name

Qualifications

Address

Telephone

Email

^_2^
-Dr. Ross^B«ume~

-. AAfe/.&x MB {Griffith^
Provider No: 5077117X

JtiwittffiitfMeiliceWefiff*
Arana Hills Plaza. PalrKksRd, Arana Hills Q4054

Phone: (07i~T3~516444 Fax: (07) 33ST024S

_1
^OSJl^>I^W ̂ ^:l-Lp^

Please attach copies of all tests/investigations.

Fax L(__l _

Date LGLll/\<^ j 1/12.1-0121^

State

n"
Postcode I_.__

16 of 20 Asteron Life
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8. What is the genera! med'cal history? (Ptease attach a separate page should you not have enough space, or you may wish to provide a copy
of your clinica! notes.)

[^-
t-S-

T27/l^
l\0 l\°\

he^t^^
r^w^ u/^^6.

/

/

b
/

/

/ /

/

9. Any additional comments that may assist us in assessing this claim.

L-

Please complete the declaration overieaf.

AS0033801/03/I9A
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Jenkins , Jessica
2 Cycas Street ARANA HILLS 4054
Phone: 0404678736

Birthdate: 27/07/1981

DR=0263331F

Sex:

LabYour
Reference: --^uoo° . .- Reference:
Laboratory; QSCAN Racfiology

NEIL Referred

Medicare
Number:

42878776161

Addressee:

Name of
test:

HEARNDEN by:

Ultrasound Left Grain

2019E0023501-1

NEIL HEARNDEN

Requested 20/11/2019 Collected: 20/11,2019Reported: 2°. /. w.20^9

r

Ultrasound Left Grain

KA11|"L<,(,t ; l-r. i-.s

[Patient:

jAddress:

JENKINS, JESSICA

[Sender: WOOD, Dr Tanya

(Lab
[Reference:

[Requested:

2019E0023501-1

Date of
Birth:
Medicare
Number:

1981-07-27 Sex:

Phone: CP
0404678736

Addressee: HEARNDEN, Dr Neil R.e.ferred Dr Neil Hearnden

 ,
»..»<, : ^0192, 36:00 p.p^.^0^1^

4:19-00 PM

ULTRASOUND LEFT GROIN

History
Lump left inguinal region, lymph node versus hernia

Findings
Multiple lymph nodes are demonstrated both within the left iliac fossa and
also within the inguinal region.

Within the left iliac fossa, there is an abnormally appearing and
lymph node that measures 27 x 33 x 23 mm.

within the left inguinal region, there is a further abnormally appearing and
enlarged lymph node that measures 25 x 17 x 19 mm.
Within the medial femoral triangle there is a further lymph node that
measures 62 x 19 x 23 mm. This node does maintain an ovoid configuration and
fatty hilum whereas the other described nodes do not.

Conclusion

,
Lefu.ng""?al al?d left. iliac fossa enlarged and pathologically appearing
lymph nodes. Lymphoma could have this appearance and FNA is recommended.



Results discussed with Dr Hearnden at the time of reporting.

Thank you for referring Jessica Jenkins.

Dr Tanya Wood

Click here tcn/jewMlmaaes in InteleConnect (2019E0023501-US)



Jenkins , Jessica Mary
2 Cycas Street ARANA HILLS 4054
Phone: 0404678736

Birthdate: 27/07/1981

DR=5077117X

Sex:

Lab

Medicare
Number: 42878776161

Your
Reference: u^~wl / ' '/A Reference:
Laboratory: QSCAN Radiology
Addressee: DLROSS Referred

'. BOURNE by:

test:" ~" Ultrasound Guided FNA, Pathology Results - US

Requested 29/11/2019 Collected: 29/11/2019Reported (j>^/^19

2019RH0010029

Dr. ROSS BOURNE

r
KA1;1 .Li.U, '* .. I. ', f. <i

Ultrasound Guided FNA, Pathology Results
us

Patient:

iAddress:

(Sender:

[Lab
IReference:

[Requested:

JENKINS, JESSICA

Carey, Brian

2019RHO010029

Date of
Birth:
Medicare
Number:

1981-07-27 Sex:

Phone:
CP
0404678736

Addressee: BOURNE, Dr Ross R.eferred Dr Ross Bourne
by:

C,".c- ̂ . "^^po^: ̂ ;^

ULTRASOUND GUIDED FNA, PATHOLOGY RESULTS - US

History
Left inguinal lymphadenopathy for FNA.

Findings
Informed consent. Aseptic technique. Under ultrasound guidance and
following local anaesthesia, a morphologically abnormal left inguinal lymph
node was sampled with 3 passes of a 25-gauge needle. Adequate material
confirmed by the Cytologist. No immediate complication.

Thank you for referring Jessica Jenkins.

Dr Brian Carey



Click here to view all images in InteleConnect (2019RH0010029-US)



Jenkins , Jessica Mary
2 Cycas Street ARANA HILLS 4054
Phone: 0404678736

Birthdate: 27/07/1981 Sex:

Lab^Jrenoe: DR=5077117X ̂erence:
Laboratory: QSCAN Radiology

Dr. ROSS
BOURNE

Referred

by:

p Medicare
Number:

2019RH0010246

Dr. ROSS BOURNE

42878776161

Addressee-

Name of

test:

Requested 05/12/2019 Collected: 05/12/2019Reported- w/^2/2019

Ultrasound Core Biopsy of Mass, Pathology Results - US
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Ultrasound Core Biopsy of Mass, Pathology
Results

(Patient:

[Address:

(Sender:

|Lab
[Reference:

[Requested:

JENKINS, JESSICA

OSMAN, Dr Aziz

2019RH0010246

Date of
Birth:
Medicare
Number:

1981-07-27 Sex:

Phone: CP 0404678736

Addressee: BOURNE, Dr Ross Referred Dr Ross Bourne

Collected: 5/12/2019 9:47:00 AM Reported: w/^2/2019.,

ULTRASOUND CORE BIOPSY LEFT INGUINAL LYMPH NODES

History
Enlarged left inguinal lymph nodes. FNA suggest B-cell proliferative
disorder. Haematology request core biopsy^

Findings
Consent obtained. Aseptic technique utilised. Xylocaine local anaesthetic
to skin and soft tissues. Under ultrasound guidance, for a 18-gauge core
biopsies were performed within the left superficial inguinal lymph node. 2
cores were sent in Formalyn and to cause in normal saline. The procedure
was well tolerated. There were no immediate complications. The samples
were sent to QML pathology for histology and flow cytometry.

Conclusion

Ultrasound guided left inguinal lymph node core biopsy performed
uneventfully.

Thank you for referring Jessica Jenkins.



Dr Aziz Osman

Click here to view all images in inteleConnect (2019RH0010246-US)



JENKINS, JESSICA MARY
2 CYCAS ST, ARANA HILLS. 4054
Phone: 04 23448807
Birthdate: 27/07/1981 Sex: F Medicare Number:
Your Reference: Lab Reference: 19-97144484-CMM-0
Laboratory: QML Pathology

42878776161

Addresses

Copy to
DR ROSS BOURNE Referred by: DR AZIZ OSMAN

CANCER REGISTRY QUEENSLAND
DR JASON P BUTLER
DR ROSS BOURNE

Name of Test: MASTER LYMPHOMA/LEUKAEMIA
Requested: 05/12/2013 Collected: 05/12/2019 Reported: 07/12/2019 17:34

CELL SURFACE MARKER ANALYSIS
Specimen Submitted : Left Inguinal Lymph Node
Population Reported: Comprehensive Lymphoid Phenotype Reported

T CELL LINEAGE
CD 7
CD 2
CD 5
CD 3
CD 4
CD 8
CD56

58 %
54 %
77 %
66 %
51 %
13 %

2 %

B CELL LINEAGE
CD19
CD10
CD20
Smlg
kappa
lambda

FMC 7
CD23
CD79b
CD200

22 %
<1 %
32 %
22 %
18 %

7 %
31 %

SPECIALTY MARKERS
CD25
CDllc
CD103
CD43
CD123

13 %
4 %

11 %
31 %

1 %

Comment:

Number of cells available for analysi5:
- Adequate
Proportion of lymphoid cells:

80 %.
Viability:

Poor.

Results to be treated with reserve

The majority of the lymphoid cells are T cells
A monoclonal B cell population expressing kappa light chain on the
surface membrane is present.
The B-cell phenotype is:
CD19+, CD20++, FMC7 weak, CD38+, CD79b weak.
CD43 is equivocal. CD5 and CD10 appear negative.
Some B-cells appear larger than background T-cells.

CONCLUSION:

B-cell Lymphoproliferative Disorder (Unclassified)

Correlate with histology.

Dr E. Simleit [Haematologist]

C13732; AT18156

//CD4

Tests Completed:LEUKAEMIA MARKER STUDIES
Tests Pending :





JENKINS,
2 CYCAS ST,
Phone:

Birthdate:

JESSICA MARY
ARANA HILLS.
04 23448807
27/07/1981

4054

Sex: Medicare Number: 42878776161
Your Reference: Lab Reference: 19-97144484-PWH-O
Laboratory: QML Pathology
Addressee:

Copy to:

DR ROSS BOURNE Referred by: DR AZIZ OSMAN

CANCER REGISTRY QUEENSLAND
DR JASON P BUTLER
DR ROSS BOURNE

Name of Test: PWL HISTOPATHOLOGY

Requested: 05/12/2019 Collected: 05/12/2019 Reported: 09/12/2019 16:18

HISTOPATHOLOGY REPORT
ACCESSION No. BR19-073082

MACROSCOPIC EXAMINATION

Left grain lymph node: Specimen received in formalin and consists of
multiple fragments of core tissue ranging in length from 2-9 mm and
all measure 1 mm in diameter. All tissue submitted, 1A.

MICROSCOPIC EXAMINATION
Left grain lymph node: The core biopsy shows a large cell lymphomatous
infiltrate with many cells showing suggestion of monocytoid-like
appearance with voluminous clear cytoplasm.

Immunohistochemistry: CD20 +; CDS numerous admixed T-lymphocytes with
similar staining seen with CD 5 and CD 43; CD21 remnants of distorted
FDC meshwork; Cyclin Dl negative; Ki-67 75%; CD79a similar staining
pattern to CD20; Bcl-2 +; BCL-6 +; CD 10 negative; Kappa and Lambda
show apparent Kappa light chain restriction.

Flow cytometry: Refer full report;
disorder unclassified.

B-cell lymphoproliferative

DIAGNOSIS: LEFT GROIN LYMPH NODE: CONSISTENT WITH DIFFUSE LARGE B-CELL
LYMPHOMA. REFER COMMENT.

COMMENT: Excisional nodal biopsy to exclude a background lower grade
lymphoma (in particular marginal zone) and allow confirmation of
diagnosis is indicated.

Thank you for referring to QML Pathology
Reported by: Dr. Debra Norris
Validated by: Dr. Debra Norris; 09/12/2019
Reported at Murarrie, QLD.

Tests Completed:LEUKAEMIA MARKER STUDIES
Tests Pending :





JENKINS,
2 CYCAS ST
Phone:

Birthdate:

Your Reference:

JESSICA MARY
ARANA HILLS. 4054
04 23448807
27/07/1981 Sex: Medicare Number:

Laboratory:
Addressee:

Copy to:

QML Pathology
DR ROSS BOURNE

Lab Reference: 19-97144484-PWH-O
42878776161

Referred by: DR AZIZ OSMAN

CANCER REGISTRY QUEENSLAND
DR JASON P BUTLER
DR ROSS BOURNE

Name of Test: PWL HISTOPATHOLOGY
Requested: 05/12/2019 Collected: 05/12/2019 Reported: 10/12/2019 16:31

SUPPLEMENTARY REPORT - 10/12/2019 03:55PM
HISTOPATHOLOGY REPORT

ACCESSION No. BR19-073082

MACROSCOPIC EXAMINATION

Left grain lymph node: Specimen received in formalin and consists of
multiple fragments of core tissue ranging in length from 2-9 mm and
all measure 1 mm in diameter. All tissue"submitted, 1A.

MICROSCOPIC EXAMINATION

Left^grain lymph node: The core biopsy shows a large cell lymphomatous
infiltrate with many cells showing suggestion of monocytoid-like
appearance with voluminous clear cytoplasm.

Immunohistochemistry: CD20 +; CDS numerous admixed T-lymphocytes with
similar staining seen with CD 5 and CD 43; CD21 remnants'of distorted
FDC meshwork; Cyclin Dl negative; Ki-67 75%; CD79a similar staining
pattern to CD20; Bcl-2 +; BCL-6 +; CD 10 negative; Kappa and Lambda
show apparent Kappa light chain restriction.

Flow cytometry: Refer full report;
disorder unclassified.

B-cell lymphoproliferative

DIAGNOSIS: LEFT GROIN LYMPH NODE: CONSISTENT WITH DIFFUSE LARGE B-CELL
LYMPHOMA. REFER COMMENT.

COMMENT: Excisional nodal biopsy to exclude a background lower grade
lymphoma (in particular marginal zone) and allow confirmation of
diagnosis is indicated.

Thank you for referring to QML Pathology
Reported by: Dr. Debra Norris
Validated by: Dr. Debra Norris; 09/12/2019
Reported at Murarrie, QLD.

SUPPLEMENTARY REPORT

Left grain lymph node: MUM1 + (greater than 30%)

COMMENT: As such, this DLBCL, is of non-GCB subtype (CD10 -, BCL6
MUM1 +).

I would still advocate excisional nodal biopsy as previously
indicated.

Supplementary report by: Dr. Debra Norris
Validated by: Dr. Debra Norris; 10/12/2019
Reported at Murarrie, QLD

Tests Completed:LEUKAEMIA MARKER STUDIES
Tests Pending :





TREATING SPECIALIST'S STATEMENT
INITIAL CLAIM FORM
TRAUMA

Issued 1 March 2019

We value your feedback as the treating specialist and we seek your independence in completing this form.
We understand this form may take some time initially but in the long term will reduce the amount of queries to yourself and your patient. This will
allow for a speedier assessment and greater understanding of the claim.
Please note if there is a charge for completion of this form, it is the responsibility of your patient.
If you have any queries do not hesitate to contact us on 1800 024 812.

lettersThis form is to be completed by your treating specialist pieaseusebiocki,
1. Insured's name f^, ^^X3.S \ C=ph-__^fc-J ̂ /^^--- |

Date of birth \S^^7^]}
2. Are you the Insured's usual treating specialist?........................................................................................................... yes I^T No D
3. a. Plegse provide the name of the referring doctor and the date of/oferral

^~^^ZZQ^^Z^^^-^^Z^j^^^ PrZrZ^C71
b. Please state your specialty

FAJ^O^U4AA^T^1^-C-~5
n ^

_._J

T-
4. Date the Insured was first ever seen by you

5. Date the Insured was first seen for the currggt. condition ........................................................................................ [6_^, l\. 'i-/L
6. When did symptoms first appear? ................ !....

7. Please advise of the symptoms that led to the detection of the Insured's condition and how long these symptoms were present:
a. Description of symptoms that led to detection

[-^Z^j^\^Z^^^^^^:^^^^^j
3^

^-^u^

^-Ct-^r/^

-lD7[-^TZG-GC.^^"35 ^^5T

b. Length of time symptoms present

^li^=z? ^L^ ~-f^ f^T^-

8. Exact nature and description of current symptoms

[^=fw^
-L^2VA

 

^W-^5^F^ft-f^F
^&:^rb.

^^PruS^^=
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9. a. What is your cjrrent diagnosis for the insured?

^tp^s^- lwij<^ i^^hv^ ^ya^kcy^
^7b^

(L
^ ^r-

b. Date of diagnosis ...
.'O. Please provide details of tests, surgica! procedures, scans that have been performed whicn have assisted in forming your diagnosis.

Please also orovide dates and results.

Important: please attach copies of all investigations/results.

f^y^r ^o^r^i iaj\ <^m?i^ 327 ^
^
^ L<AO cA/k1 ̂ < A^v- I^^L^ ZH

^

11. Ptease advise at what stage/level the insured's condition is presently at:

u^~ "^

.
Yes ?' I No0-!2. Has the insured ever had thesame or simiiar condition?........... .............................................. ".......... "....... .... ......... ^-. - -Yes
/ /

If 'yes', please provide the date and details^ ................................................................................................................

13. Are any other sicknesses present that affect the current condition?,
If 'yes', piease describe.

. Yes D No^\

14. What treatment/surgery has been undertaken to date and p:ease advise of the effectiveness of treatment?
-rt

'fe""^ . -^r=^^^ CW-f^^^_
T, ---

~f^?A^sf~~r ^r=^

If available please provide a copy of the operation report.

18 of 20 Asteron -ife AS0033801/03/I9A



5. Is there any further treatment planned?.

If 'yes', please details.
. Yes D No D

^^=^==^-^^=.==s

16. Please comment on the Insured's current status.

-^r^f>^===f^^^ =s7t:-^S^^:|g

17. Please advise if there is a history of contributing factors leading to the connection or causation of the Insured's condition (e. a. health or
lifestyle factors).

L:
,
^-u

J

18. Is there a family history with regard to this condition? .............................................................................................................. Yes D No
If 'yes', please details.

19. Has the Insured been referred to any other doctors or specialists? If so, please provide details in the table below.

/ /

/ /

/ /

/ /

/ /

/ /

20. Any additional comments that may assist us in assessing this claim.

Please complete the declaration overleaf.

AS003380]'03, '19A
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Additional information

Piease proyicie-y.pur details beiow and we thank you for completing this form.
I hereby declare Vy&i the above ̂ tatemeyts are true and correct.

fiti /<?A/?rj°i_i-i3
Signed

Name

Qualifications

Address

Telephone

Email

^17Y:

'' f^^" ̂ ^^.
_._...J Date

._..__. /';_. - __-^_

^^"- - - - -. ;

\lrx^_^^s^^^J^~~. ^p-^^f^i
^iS^^ii^s^S^^s^-^^^^^^
\ 1)^^/1^^^' . ^.^^^^1;>{-^^^^ StateCS-fi ̂Postcode [. ^^<
^':?£^^3V(^F»I1SIZS'%£3
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