INITIAL CLAIM FORM
TRAUMA

Issued 1 March 2019

We wish to make the lodgement of your claim as easy as possible. Please note the points below. These are important in ensuring we make an

accurate assessment.

¢ Pages 1-11 are to be fully completed by you, pages 13-16 are to be fully completed by your usual general practitioner and pages 17-20 by
your treating specialist.
If you run out of room please note the Additional Information section. Please note the reference number of the question you are supplying
additional information if relevant.

Please complete all sections of the first part of the form.
¢ Anincomplete claim form may delay assessment of your claim,
If there is insufficient space 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 pease use block letters

Policy number (— 4[ ﬁg ,\ic)g?jssygi‘J

Tie Mr L] mrs L Miss X s ) other I Preasespeciy L

Surname LjJ:E:@/ K/A/Jj e

Given namefs) | Jt E_{Zéfcéj mpey P ———————.

paeotonn AP O3 /T vt 1€3 cm 1 wegn | 5L 7
AR *Je vfcuﬁ?ﬂfféy& S S

L bycas Steet ——— . = |
ARMA_Hpels QP Y057y
Teephone LMol ) Afa | [Wok(0B3RI0536S | | Motie OY0Y 678 73|

Occupation

s
Home address —_— — — ]

Postal address E@-} :t@éqg < o

— | — =

—— ) Statel __ | Postcode | |

Business address LI\-;/@ I —_— ;J
e R EEEE———————— State { ‘J Postcode !*‘ j
| — . T T T ——— T 7 T — L = aa - ﬁ
ABN (f applicable) ”\, / 4:,, S N ,__{ Business telephone l (,,,, ),\ - r = e

B. Policy owner details f difierent to the iie insured)

Policy number —_——

[ —_—— T -

Title Mr | Other __! Please specify L
: et - Fleéase specify L

Surname

Given name(s) S

Home address e o .=

H ’;“ T
= State 1,\7 Postcode ! __ j
e 2 L—— -] Postoo —=
Telephone L Home ( ) | Mobile o I
=
Postal address - —— S —
B PN
== ) Ste. | Postcode | __ |
Business address R S \___:]
B P S P

- T —— 7‘_] Stite,{j, —— - ,oitcgqg !'7;7 "
ABN (f applicable) . \j Business telephone | ( _ ) .= w |

This form is issued by Astsron Life & Superannuation Limited ABN 87 073 979 530, AFSL 229880 (Asteron) which is part of the TAL Dal-ichi Life Australia Pty Limited ABN 97 150 Q70 483 group of companies (TAL),
Suncorp Porticlio Services Limited ABN 61 063 427 968, AFSL 237905, RSE Licence No LOOD2059 (SPSL} s the trustee of the superannuation fund and part of the Suncorp group of companies {Suncorp). The
obligations of the different entities of TAL and Suncorp are not guarantesd by other entities. GPO Box 134 Sydney NSW 2001
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C. Claim details

1. Please give details of your condition and the area affected (please refer to the insured event in your policy document for the definition of the
eligible condition to be claimed).

| Non - -La/ A g :ééa/nﬁu 722 A odes , S g feer loer—,

P
2 Please advise of the date of the first onset of symptoms. ....... ' Sl / l '/‘lOlq ................................................. ‘L,__,/,_ ! 4:]

Description of anset of symptoms

Lrtrgesd _irgeinat Grmph ( pocte [Lefr)

D consel/Tec W J wiSEZﬁ /702009 () S Loovrs dr |
% . Dr WNea/ #W/Lg/;zt , Arasa /f’ef(/@-.— S j

I —

3. a. Please give details of your usuaa ge neral practi *uoner and the date of your consultations.

e | O 2055 _Lovir e ﬁﬁéfj/%aé@,zawli"’“]

Address Lﬁﬂmf //g}; Z /‘@/‘?’u,‘éj A?’"/L — 7;1”4 : :/j ;_7 7_,*;]

L} 555J @ﬂkﬂ‘}igl’ SO ,’ 7__,,,,_f | State ! (&j Postcode 1&25., *
- e B 1
Date of first consultaiion Li /1 ' / f(j | Date of latest consultation \j _/_/f,Z,JLi_\

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

Date o Date of I;-as:

. T, = Addre Phone'no o atlo consultation
v.Jason B Jlew //maﬁv/awsi‘ Ri/BH . L 112179 /o071 Z0RO
Rycan Ultra sou il | Evertomn Lo k. 70 ' ¢4/ /9 T,

& Sean NAspration Lo #r// 79 17) /(9 | !

QS canr (e Bropsu |Red Hil/ 5 12/\4] (!
r Bone 6mps’7 RANBH i9/12/14 /I

c. Please give detaiis of any other doctors/health care professionals you have consulted for this condition.

Date of first Date of 1ast

: pe of docto Addre Phene no. constiltation | consultation
RwB PET Scove 10 /12/(9 T
BENT-Y ECC 15 12719 i
i /o
% A /A
T AR

20f 20 | Asteron Life AS00338 01/03/18 A



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 hospital

[ _N_ame and address of hggpital

Reason forht

/ / to / /
/ / to / /
/ / to /A /
/ / to / /
2. Was an operation performed on any of these periods in hOSPIAIT ............o..ooov oo Yes | | No W
If ‘yes":

Date performed

Type of operation

Name of surgeon

/ /
/ /
/ /
/ /
3. a. Did you cease working dug t0 YOUF GONIIONT. ...t Yes LI No X
If ‘yes’, please provide the date you c8ased all WOK. ..............ooooeoeoe oo oo | y ,,,,,/,‘,{ =
b. Are you currently still Off WOrK? ... e e Yes L] No M’
If ‘no” please provide the date you returned 10 WOrK. ...........c.coooiooioooeeo oo / } / ‘
4. Have you ever suffered from this CONGIION PrEVIOUSIY? ........c.oo.o..eeeeeeeeeee oo Yes | | No'
If ‘yes’, please provide details,
=, —— . _ B—
5. Did you constilt a doctor for this CONAItIoN PreviOUSIY?...............o.ooii oo oo oo e Yes No y

If ‘ves', please provide detalils.

Date oflast
Phoneno. consultation

e 1

SIS~~~
~ S~~~

ASQ0338 01/03/19 A
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E. Other details

1. a Do you have any other life insurance, similar benefits with any other fife insurance company or a superannuation fund?....Yes ‘m No [
If ‘ves', please provide details.

Datecover
Company/ftind commenced S/Amotint Type of benefit

prushiation Jip-cr 29 172 1203 4,000 | LFe [foo
29 /12/2003 §13), 000 | dea 7L
257112/ 20k $265,639 | batrnde g

/ /
/ /
b. Have you claimed or: the above mentiored life INSUFANCET ... Yes L] Ne W/

If ‘'yes', please provide details.

¢

Date lodged

Insurer's name

Address

\
|
. == }
| State ‘___f] Postcode j

Telephone

l
|

Claim no.

_Tég_r___._ﬂ_ﬁ_

]
|

Case manager B

G I GBIIET: <o e et ettt ete e bkt h et d e e bR A Yes L] No [
If ‘ves', please give reasons.

r

L - |
i _
-

i
=
L
| N ]
A, CAIM BOOCEIIEEA! .. varvieivs ettt et ies s L Yes || No [
if 'yes’, please provide details.
: . &
Date accepted |( . ! j Insured benefit [

o

!
Date of settlement L B Settlement amount (if applicable) L$

|

Additional information

4 of 20 Astercn Life ASQD338 G1/03/19 A



Additional information (continued)

Information to representative //
Privacy legislation restricts the information we can provide to your representatives in respect gﬁ,yofr claim. If you want a family member, friend or
financial adviser to be able to obtain information about your claim please provide their detafs below.

I consent to Asteron Life & Superannuation Limited (Asteron) disclosing personal inferfnation about my claim to the specific people listed below.
I'understand that this information may include details about my health, occu&ai«ioﬁ, financial situation, lifestyle and insurance.

: _ ‘,//’ =
Name L = )
Date of birth ' y
Relationship to me
Name
Date of birth el
Relationship to me
Financial Adviser's Name - .
Financlal Adviser's A /
Business Name _~ S

. P
ative (Please complete this nomination section only if applicable)

7 .
Nomination of guardian/repress

; ; —— (Insert nominated guardian’s/representative’s name)
all aspects of my claim | give permission and consent for all decisions to be made by my

I hereby declare that L_ - -
is nominated as my guardian/representative
nominated guardian/representative.

Power of Attorney has been grg/rlt/ea‘ to the above mentioned guardian/representative. ... SOTPNTTTRS Yes L] No

If ‘yes’, date issued: // .............................................................................................................................. E‘_, LA

| attach a copy of th dorsed Power of Attorney.
If ‘no’, | attach a¥erified copy of my nominated guardian’s/representative’s passport/driver’s licence for identification.

1 Date LLIQ/IOI/IMLI(JIZIQ

-
Asteron Life 5of 20
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Declaration and authority

i declare that the answers and statements made on this claim form are true and complete. | have not made any false or misleading statements.
f any of the answers are not in my hancwriting, they have ieen checked by me and are correct.

i confirm that, before or at the time | provided any persona! information, | have read and understood the Privacy Statement which has been
provided to me with this form. The Statement is also avaiiable on the web site at www.asteronfife.com.au/privacy.

| consent 1o the Asteron Life & Superannuation Limited ABN &7 073 979 530, AFSL 229880 {Astercr) coltecting, using and disclosing my
personal infermation, including sensitive informaticn, in accordance with the Statement, including for tre purpose of assessing my ciaim.

i authcrise Asteron or any person duly authcrised by Asteron to disclose my personai information (which may incluce sensitive heaith
information; to the parties referred to in the Statement some of which are inciuded in the medical and inforrmation authorities beiow.
Medical authority

! authorise any doctor, hospital or any other health care provider who has attended or examined me to supply Asteron, or its representatives,
with full particuiars of my medical history, consultations, prescriptions or treatment, including coples of all hospital or medical records, referrai
letters, reports anc details of any clinical notes that have been mage.

Information authority

{ authorise any adviser/broker, clalms assessor, financial o professional institution, independent medical assessor, insurer or reinsurer, insurance
reference service. investigator. legat and accounting firm. auditor, employer, trustee cr consultant to supply Asteron, or its representatives,
personal information apout me which Asteron, reasonably requests for the purpcse of assessing my ciaim.

| further consent to these parties releasing informaticn about me to Asteron, This information may include but is not limited to information about
my sickness or injury.

| agree that a photecopy {or similar copy) of this authorisation shall be as effective and valid as the original.

| understand:
i am responsible for any expenses incurred with the gathering of information for this claim form, inciuding medical reports or test results
i | do not give the Information requested, my claim may not be reviewed, and therefore my ciaim may not be payabie
if | make any false or fraudulent statements that the Asteron may refuse to pay and/or cencel my claim.

Signature of Life Insured X/W | Date LLJQ /| g / / QLL 01 LiO
Nameof Lielnsured I Fme< s 4 —_
(p?en;:eopri:lg ede VT JESSILA

ENEINS

Signature of Policy Owner | i l ‘ o

{if diifferent) | Date gy pmfunf Flul s el el
Name of Policy Owner

(please print)

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



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.

L] Please issue a Cheque to the Policy Owner
%aase arrange a Direct Credit to the Policy Owner's bank account as follows:
Bank Name: Goné Ak 57 l Branch Location: L j

— B — = 2 — — == i =T T i -nirmb
Account Name: :{J,U/C‘ﬂ @ { /ﬁ-éégé/:/?j I == Number: 45 5 ' L’” - PZJ [ézJ o
Account Number: [Q[D . q3 éq ) Please note this does not include Credit Card Accounts

lﬁ4 s >

Authorisation of X M X
Policy Owner(s):
Please print name z T - ==
of Policy Owner(s): L \Zéjj/cg \/472{6//7-5 J
Information authority
GPO Box 134, Sydney NSW 2001
Freecall 1800 024 812 | Facsimile 1300 766 773 | Web www.asteronlife.com.au
Asteron Life and Superannuation Limited ABN 87 073 979 530 AFS Licence No 229880
Checklist
TRAUMA
Have you:
1. Signed and dated the Declaration and GUINOTIY.............c...oviiriiiis oot Yes [Vf/
2. Signed and dated the Nomination of guardian/representative (only if APPICADIE) ... e U, Yes ',\/
3. Life Insured claim form — ensured you have completed each QUESHON iN ABLI .............oocoooro oo Yes
4. General Practitioner's Statement — ensured your doctor has completed this section of the claim form ... oo Yes l\/
5. Treating Specialist’s Statement — ensured your doctor has completed this section of the Glaim fOrm ..o Yes V/
6. Attached your criginal policy document and original policy schedule. ....... .. Jf @/ 0/('5 MM& .. & Yes [ ] W
7. Attached a certified copy of your proof of age (passport, driver’s licence, birth COrtIfICAte) ..o Yes V"
8. Attached copies of medical investigation reports (e.g. scans, x-rays, blood tests, histopathology report) ... Yes b/

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.

ASD0338 01/03/19 A Asteron Life 7 of 20
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ACCEPTABLE PROOF OF
IDENTITY CERTIFIER

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 iInsured or Policy Owner

Any member of the family of the Life Insured or Policy Owner
The Life Insured or Policy Owner's Financial Adviser

Australia Post employees

An agent of Australia Post who is in charge of an office supplying postal services to the public; or a permanent employee of Australia Post with
two or more years of continuous service who is employed in an office supplying postal services to the public

Banking & other financial institutions

An officer with two or more continuous years of service with one or more financial institutions or a finance company officer with two or more
continuous years of service with one or more financial companies

JP or Notary Public

An individual appointed by the courts whose duties include certifying documents

Legal professionals / law enforcement

A person who is enrolled on the roll of the Supreme Court of a State or Territory, or High Court of Australia, as a legal practitioner. Other
professionals include a judge of a court; a magistrate; a chief executive officer of a Commonwealth court; a registrar or deputy registrar of a
court or a police officer

Accountant
A member of the institute of Chartered Accountants in Australia, CPA Australia or the National Institute of Accountants with two or more years
of continuous membership

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.com.au

This form is issued by Asteron Life & Superannuation Limited ABN 87 073 979 530, AFSL 229380 (Asteron) which is part of the TAL Dai-ichi Life Australia Pty Limited ABN 97 150 070 483 group of companies (TAL).
Suncorp Portfolio Services Limited ABN 61 063 427 958, AFSL 237905, RSE Licence No LOOO2059 {SPSL} is the trustee of the superannuation fund and part of the Suncom group of companies (Suncorp). The
obligations of the different entities of TAL and! Suncorp are not guaranteed by other entities. GPO Box 134 Sydney NSW 2001
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LOST/DESTROYED POLICY
STATUTORY DECLARATION

Issued 1 March 2019

Name of policy owner: | ‘Eﬁ/ C’@' Ve (/67)6//3_))'
Policy number: [ F A E 30\3 %55
Address: Cy 748 J?é:c&/

ﬁrm A5, K5 ¢
I, (Print Name) \/'5 jjfc'ﬂ WM/ @é//? 5

Address ﬂ& @(AJ’ Jé’-{(/{ /%’W /%//J; & L_ﬂ Q o5 q '

Occupation 7% "'JZII/’C&J %W e
declare in my capacity as 7 ﬁf'\//\—w
(eg. Execufor, p

olicy owner, policy beneficiary) that:
1. | 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, | undertake that | 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 | undertake to indemnify and keep Asteron
indemnified against any claims in respect of the policy, or the issue of the replacement policy.

| 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. | believe the statements in this declaration are true in every particular.

W e C171 11010 1,190

this with $50.00 payment payable to Asteron Life & Superannuation Limited)
Declared before me (signature of géerson before yat)m ye’ declaration is made):
Vi

X /%///h»

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

(Print Name) /Ql 744‘ Lot g 7&1(/6//#)

Signature of claimant

(Please

Qualification

Address LL\Q_?A/?Q/ d &/ 4 S "[
Secthbrnlor  byp  4p00 ]

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 1800 024 812.

This form Is issued by Asteron Life 8 Superannuation Limited ABN 87 073 979 530, AFSL 229880 (Asteron) which is part of the TAL Dal-ichi Life Australia Pty Limited ABN 97 150 Q70 483 group of companies (TAL).
Surcorp Portfolio Services Limited ABN 61 083 427 958, AFSL 237905, RSE Licence No LO002059 (SPSL) is the trustee of the superannuation fund and part of the Suncom group of companies (Suncorp). The
obligations of the different entities of TAL and Suncorp are not guaranteed by other entities. GPO Box 134 Sydnsy NSW 2001
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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 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 81 2.

This form is to be completed by your usual general practltloner Please use block letters

1. Insured’s name FJIJ/C@ /77%:”/ / /é//zj S

Date of birth Jig' /D? /[75"

2. Are you the Insured’s usual general Practitioner?...........c..c.cocceeeoreonso oo Yes [V No ]

I} /OS5/]3 J
L/ Fil 12049

3. a. Please provide the date since the Insured has been your patient or a patient of your practice .........................
b. Please provide the first date the Insured consuited you for the current condition ..o

4. a. Please advise of your current diagnosis for the Insured.

':BJ , ]M@ _B- i Iulmf'm"/ é{éf 2 I

;::,, - T =TT ———
L
D Date Of GAGNOSIS .......occcocccivriiiti e El/ 12«" ,q‘
¢. What investigations were carried out to support your diagnosis?
b Descri Resul
20 /4] N9 | (s lyj# mom Petholeyic <" _piogles
sA /11 /1 | Fuh  bibps, Y JiVedy O lymphong
S /214 | cove hop&w bozhmd Iuwmho\"'\& EMH-V,G@
/ /

d. Please provide details of symptoms as follows:
Symptoms leadlng to dlagnOSlS
L Li 4'7 lhgullle l’)ﬁl"'v‘* Llf¥ ﬁb:(' e

E SO hi :\(;;L !-l, .

R

Asteron Life & Superannuation Limited ABN 87 073 979 530 AFS Licence No 229880 | GPO Box 134 Sydney NSW 2001
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e, Duraticn of symptoms

C Uom eask, NN 2919 ) B

JLJL___JL_-L_IL_

i. VCurrent sympioms
[ _on (MW W _ Lex c«umna" L«ﬁ(iw ) nnmla(k hatt oy,
ﬁnm At ‘(’ LM_MALO ;\’\AHL’XM*‘\ qzm'w %@‘ w o -

|

L L

|
|
x
'
|
\
|
|

5. Have the Insured ever had the same or similar CONAIIONZ. oo+t eeeeeet et et et ee e bbb Yes 1 No M
e =
If ‘yes’, piease provide the Gate NG GELANS. . ...t P ,A_;/ i
— = DR — -

M
|
L

L - |
— - ——

L ]

[ ]

[ a |

L = — 1

6. s there a famiy history with regard to this GONAIIONT .o ee et eee ettt es s e s Yes | | No b/

If ‘yes’, piease provide detalils.
| Family. member Ageationset Age atdeath

- iRelationship to insured) || Condition/sickness (Approx) . (Ifilapplicable)

7. Please advise if there is a history of contributing factors leading to the connection or causation of the Insured’s condition (e.g. health or
lifestyle factors):
— _— - = 7
- D e o ] |
s e
[ N - ]
\
L o |
‘Ff - - B
- ———— S—
- o]
R — =; = - S S
I o o - 1
—— 3 S S
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Additional information

Please provide your details below and we thank you for completing this form.

| hereby declare that the above sjgtements are true and correct.

('fﬁaz"
e

Date LQBJ/LC’ZI_U/I_'Z‘_IQLLLQ

]

—— | ‘,___— o -
_| State | Postcode *____‘

Signed
- -~ ———Dr. Ross Bourne  ———
Name L ! B Med.Sei. MD (Griffith)
o Provider No: 5077117X
Qualifications L — — Arana Hitts Medical Centre ——
Address b ___Arana Hills Plaza. Patricks Rd, Arana Hills Q4054
F o " Phone: (07) 3351 6444 Fax! (07) 33576246
g— :
Telephone [ ( ,,,)g‘ B _] Fax L( _,2 -
P
Email rossbow 213 @ LE I ton~

Please attach copies of all tests/investigations.

16 of 20 | Asteron Life
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8. What is the general medical history? (Please attach a separate page should you not have enough space, or you may wish to provide a copy

Date of consultation

of your clinical notes.)

‘ Diagnosis

1 N2 /13 | Deplesgion
w10 N9 | chenic  ysHg
/ /
R
i
/ / =
i
i
T,
T
;o
I
;o
) o
/ /
Ao
/
P
;o
A
;i
e, o 0
;o
e g ]
o
ey
;g
i v
o
o
/ /
7o
VR,
N
e s .
= j

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

T

AT
|

I

e

Please complete the declaration overleaf.

AS00338 C1/03/19 A
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Jenkins , Jessica
2 Cycas Street ARANA HILLS 4054

Phone: 0404678736
Birthdate: 27/07/1981  Sex: F Medicare 0026161
Number:
Your DR=0263331F Lab 2019E0023501-1
Reference: Reference:
Laboratory: QSCAN Radiology
. NEIL Referred
Addressee: HEARNDEN by: NEIL HEARNDEN
Name of

Ultrasound Left Groin

test:
Requested 20/11/2019  Collected: 20/11/2019Reported: 2o/11/2919

() Qscan

BADIGLGOY COnIcy

Ultrasound Left Groin

Patient:  JENKINS, JESSICA gia:;?f 1981-07-27 Sex: F
. Medicare . CP

Address: Number: Phone: 0404678736
Sender: WOQOD, Dr Tanya Addressee: HEARNDEN, Dr Neil E;ferred Dr Neil Hearnden
Lab
Reference: 2019E0023501-1

, . 20/11/2019 2:36:00 . 20/111/2019
Requested: Collected: PM Reported: 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 enlarged
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
Left inguinal and 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 to view all images in InteleConnect (2019E0023501-US)




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

Birthdate: 27/07/1981 Sex: F 42878776161
Number:

Your DR=5077117x LaP 2019RH0010029

Reference: Reference:

Laboratory: QSCAN Radiology

Dr. ROSS Referred

Addressee: BOURNE Dr. ROSS BOURNE

by:
:leasl:']e °f " Ultrasound Guided FNA, Pathology Results - US
Requested 29/11/2019 Collected: 29/11/2019Reported: 35/12/3819

) Qscan

KALFLLIYOY (LI y

Ultrasound Guided FNA, Pathology Results -

Us

Patient: JENKINS, JESSICA gf‘rttz_“ 1981-07-27 Sex: F
" Medicare . CP
Address: Number: Phone: 0404678736
- . Referred
Sender: Carey, Brian Addressee: BOURNE, Dr Ross by Dr Ross Bourne
el 2019RH0010029
Reference:
. . 29/11/2019 9:26:00 . 3/12/2019
Requested: Collected: AM Reported: 5:45:00 PM

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: F Medicare - q.q-76161
Number:

Your DR=5077117X Lab 2019RH0010246

Reference: Reference:

Laboratory: QSCAN Radiology

. Dr. ROSS Referred
Addressee: BOURNE by: Dr. ROSS BOURNE

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

test:
Requested 05/12/2019  Collected: 05/12/2019Reported: 1o 122019

O Qscan

Ultrasound Core Biopsy of Mass, Pathology
Results

Patient:  JENKINS, JESSICA gfrtt‘;?f 1981-07-27 Sex: F
Address: LRI Phone: CP 0404678736
Number:

Sender: OSMAN, Dr Aziz Addressee: BOURNE, Dr Ross E;.ferred Dr Ross Bourne
£17 2019RH0010246
Reference:

- = VT . 10/12/2019
Requested: Collected: 5/12/2019 9:47:00 AM Reported: 11:39:00 AM

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: 42878776161
Your Reference: Lab Reference: 19-97144484-CMM-0
Laboratory: OML Pathology
Addressee: DR ROSS BOURNE Referred by: DR AZIZ OSMAN
Copy to:
CANCER REGISTRY QUEENSLAND
DR JASON P BUTLER
DR ROSS BOURNE
Name of Test: MASTER LYMPHOMA/LEUKAEMIA
Requested: 05/12/2019 Collected: 05/12/2019 Reported: 07/12/2019

CELL SURFACE MARKER ANALYSIS

Specimen Submitted : Left Inguinal Lymph Node
Population Reported: Comprehensive Lymphoid Phenotype Reported.

T CELL LINEAGE

CD 7 58 % CD19
CDh 2 54 % CD10
CD 5 77 % CD20
CD 3 66 % SmIg
CD 4 51 % kappa
CDh 8 13 % lambda
CD56 2% FMC 7
CD23
CD79b
CD200
Comment :
Number of cells available for analysis:
- Adequate.
Proportion of lymphoid cells:
- 80 %.
Viability:
- Poor.

Results to be treated with reserve.

22
<1
32
22
18

B CELL LINEAGE

o9 00 P o0 ¢0 O o I dO oo

CD25
CDllc
CD103
CD43
CDh123

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.
Scme B-cells appear larger than background T-cells.

CONCLUSION:
B-cell Lymphoproliferative Discrder

Correlate with histology.

Dr E. Simleit [Haematologist]
C13732; AT18156

//CD4

Tests Completed:LEUKAEMIA MARKER STUDIES
Tests Pending

(Unclassified).

13
4
11
31
1

SPECIALTY MARKERS

o of dP o oo

17:34






JENKINS, JESSICA MARY
2 CYCAS ST, ARANA HILLS. 4054
Phone: 04 23448807
Birthdate: 27/07/1981 Sex: F Medicare Number: 42878776161
Your Reference: Lab Reference: 19-97144484-PWH-0
Laboratory: QML Pathology
Addressee: DR ROSS BOURNE Referred by: DR AZIZ OSMAN
Copy to:
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

HISTOPATHOLOGY REPORT
ACCESSION No. BR19-073082

MACROSCOPIC EXAMINATION

Left groin 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 groin lymph node: The core biopsy shows a large cell lymphomatous

infiltrate with many cells
appearance with voluminous

Immunohistochemistry: CD20
similar staining seen with

showing suggestion of monocytoid-like
clear cytoplasm.

+; CD3 numerous admixed T-lymphocytes with
CD 5 and CD 43; CD21 remnants of distorted

FDC meshwork; Cyclin D1 negative; Ki-67 75%; CD79%a 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
disorder unclassified.

report; 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

l6:18






JENKINS, JESSICA MARY

2 CYCAS ST, ARANA HILLS. 4054
Phone; 04 23448807
Birthdate: 27/07/1981 Sex: F Medicare Number: 42878776161
Your Reference: Lab Reference: 19-97144484-PWH-0
Laboratery: QML Pathology
Addressee: DR ROSS BOURNE Referred by: DR AZIZ OSMAN
Copy to:
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

SUPPLEMENTARY REPORT - 10/12/2019 03:55PM
HISTOPATHOLOGY REPORT
ACCESSION No. BR19-073082

MACROSCOPIC EXAMINATION

Left groin 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 groin lymph node: The
infiltrate with many cells
appearance with voluminous

Immunchistochemistry: CD20
similar staining seen with

core biopsy shows a large cell lymphomatous
showing suggestion of monocytoid-like
clear cytoplasm.

+; CD3 numerous admixed T-lymphocytes with
CD 5 and CD 43; CD21 remnants of distorted

FDC meshwork; Cyclin D1 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
disorder unclassified.

report; 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

OML Pathology.

Reported by: Dr. Debra Norris
Validated by: Dr. Debra Norris; 09/12/2019

Reported at Murarrie, QLD.

SUPPLEMENTARY REPORT

Left groin 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

16:31






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,

This form is to be completed by your treatmg specialist piease use biook letters

1. Insured’s name r ﬁgs jr/\) ﬁ\N’g | _ ) }
Date of birth @Z_. _ii§?/ i /
........................................................................................................................ 7 No [

2. Are you the Insured’s usual treating specialist?

3. a. Please provide the name of the refernng doctor and the date ofseferral
D D Boer o — P alEey Rezareaycy

b. Please state your specialty

. é&mtcﬁ'@ N Bbpe T t/'\*n»i ; ' j

4. Date the Insured was first @VEr SEEM DY YOU .............c.cooiieee oo [iji_%._ﬂ? [

5. Date the Insured was first seen for the cur% CONAIION ..ot [O_(Q /;[ LLL& !
|

6. When did symptoms firSt BDPEEI? -......coeueitiuriiiiees oo e L g / J‘g

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 deteotion

.Y
— A |

Ewrﬁ‘
b
D

8. Exact nature and description of current symptoms

S 27 S SN = O oy B
E,‘MMS\ A< TS e A

L = A, o ~ B B |

—

Asteron Life & Superannuation Limited ABN 87 073 979 530 | AFS Licence No 229880 | GPO Box 134 Sydney NSW 2001
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9. a. What is your current diagnosis for the insured?

}l
:
§
s
:
3
Lo

| Tncsg T

[ 0"

— B GaCES -
A

D, Date OF QIBONOSIS +.vvertreeereieeeeeets et ee b e e e b e s L

10, Please provide details of tests, surgical procedures, scans that have been performed which have assisted in forming your dlagnOSIS.
Please also provide dates and resuits.

Important: please attach copies of all investigations/results.

Details of tests/scans/procedures Date of result Results/findings

10 /2 1/

/ r_

7 Ao (AN o AV 1K= G (V)
v, L

\_/
/ /
‘ /
o ; - ! ! d - B —

11. Please advise at what stage/levei the insured’s condition is presently at:

IL Sy T .
L o |

|‘
T 1

12. Has the insured ever had the same or simiiar OnAHIONT........ocnn o s T 55 vl - kﬁfl
if 'yes’, please provide the date and detalls. ..o | I‘
| ]
\ o = .
[, = e e
|
L o [ o
S I = e B
13. Are any other sicknesses present that affect the GUITent CONGITION ... Yes || NOK
If ‘yes’, piease describe.
— y = . e = S 5 — |
; =TT S o . - 1
|
|
' ]

If available please provide a copy of the operation report.

18 of 20 | Asteron Life AS00338 01/03/19 A



15. Is there any further treatMment PIANNEA?............o... i e Yes [ | No ! |

sre o) AS  ARSH

L4
¥

|
L

O.?\r
J

L g

{
™

|
|

\\

{

N
AR

7. Please advise if there is a history of contributing factors leading to the copnection or causation of the Insured’s condition (e-g. health or
lifestyle factors).

—

RREE
HENN

18. Is there a family history with regard t0 this CONGIION? ..............co..oueiee oo Yes [ No Bq
If 'ves’, please details.

'5‘-~Farpil; member- * : Age-at onset Age at Death

(Rejathior!ship'tip insured) Condition/sickness (Approx) (If applicable)

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

Name of Date referred/
“chto_rfs"pecialist Specialty Bate of consults | Address and phone number

NI~~~ ~
~Ni~|~|~]~

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

Please complete the declaration overleaf.
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Additional information

Please pr}g}ids\your details below and we thank you for completing this form.

| hereby declare tjpéi the above dratements are true anc correct.
X

Signed

Name
Qualifications

Address

Teiephone

Email
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