Basic Health Questionnaire

If you have any questions regarding this short questionnaire, please do not hesitate to contact me

0203 764 1831 / 07881 802962

Send the form to richard@rjmortgagefinance.co.uk 

FAILURE TO DISCLOSE RELEVANT INFORMATION MAY RESULT IN NON PAYMENT OF A CLAIM- PLEASE BE ACCURATE
Following the Consumer Insurance (Disclosure and Representations) Act coming into force on 6 April 2013 this form will be used to generate quotations and terms from the providers. You will have to complete an application form for the recommended insurance company in due course. 
	
	CLIENT 1 
	CLIENT 2

	Are you happy for the insurance company to contact you direct if they have any questions?

 
	Yes / No
	Yes / No

	FULL NAMES
	
	

	DATE OF BIRTH
	
	

	Mobile number
	
	

	ADDRESS


	
	

	Are you Married / single / Co-habiting
	
	

	
	
	

	Do you have any dependents? If yes please

State current age..
	
	

	
	
	

	What is your occupation?
	
	

	What is your annual income? 
	
	

	What industry?
	
	

	Do you do manual work?
	
	

	Do you work at heights?
	
	

	Does your work involve travel?
	
	


AREA OF COVER REQUIRED
	
	CLIENT 1 
	CLIENT 2

	Do you want to apply for
	
	

	Life Insurance cover
	Yes / No
	Yes / No

	Life and Critical Illness cover
	Yes / No
	Yes / No

	Family Income Cover
	Yes / No
	Yes / No

	Income Protection cover
	Yes / No
	Yes / No

	Accident, sickness and unemployment cover
	Yes / No
	Yes / No


If you are still unsure about what these plans provide then speak with Richard again and he will advise you.  

	Existing Cover
	
	

	Do you have existing cover exceeding £250,000
	Yes / No
	Yes / No


	
	CLIENT 1 
	CLIENT 2

	General
	
	

	What is your height 
	
	

	What is your weight
	
	

	Have you lost or gained any weight recently 
	Yes / No
	Yes / No

	Waist measurements

	Inches
Cm
	Inches
cm

	
	
	

	Have you smoked in the last 60 months
	Yes / No
	Yes / No

	If yes – how many times on average each week?
	
	

	If yes – in what form?
	
	

	Do you use any Nicotine replacement products
	Yes / No
	Yes / No

	
	
	

	Do you drink alcohol
	Yes / No
	Yes / No

	If yes – how many units each week (a unit is a single measure of spirits, 1 glass of wine or ½ a pint of beer)
	Monday – Thursday..
Friday – Sunday..
	Monday – Thursday..
Friday – Sunday..

	Have you ever been medically advised to cut back on your alcohol consumption
	Yes / No
	Yes / No

	How many times do you exercise for more than 30 minutes each week?
	
	

	Have you every taken non-prescription drugs (e.g. heroin, ecstasy, cocaine, steroids)
	Yes / No
	Yes / No

	If yes to any question, please give details on the notes page 
	
	


	
	CLIENT 1 
	CLIENT 2

	Doctors name 
	
	

	Surgery address

	
	

	Telephone number
	
	

	Please detail the surgery hours of opening, if known
	
	

	If you have been registered at this surgery for less than 6 months, please provide details of your previous doctor and surgery
	
	

	
	
	

	Recreation and Travel
	CLIENT 1 
	CLIENT 2

	Do you take part in any hazardous sports or pastimes? 
e.g. Motor sport, equestrian, flying, diving etc.

	Yes / No
	Yes / No

	
	
	

	Do you drive a scooter, motorcycle or moped on the roads? 


	Yes / No
	Yes / No

	
	
	

	Do you travel abroad for work reasons or are you likely to have an extended period outside the UK
	Yes / No
	Yes / No

	
	
	

	If yes to any question, please give details on the notes page
	
	


The top five reasons for insurance applications to be declined by the insurance companies 

1. High Levels of lipids, cholesterol, and triglycerides. 2. Elevated glucose indicating diabetes or pre-diabetes. 3. A positive alcohol marker (liver functions returns are elevated), 4. Hepatitis.  5. Blood or protein in the urine (possible kidney disease or bladder cancer) 

Do you or any of your family suffer from these ailments? If yes please provide information.

	


	(A) HEALTH QUESTIONS


	CLIENT 1
	CLIENT 2

	Do you currently have or have you EVER had any of the following?  If historic please give dates..
	
	

	Cancer, Leukaemia, Hodgkin’s disease, lymphoma, brain or spinal tumour 
	Yes / No
	Yes / No

	Heart disorder including heart attack, angina, heart defects, or heart surgery  
	Yes / No
	Yes / No

	Stroke, brain haemorrhage or brain injury
	Yes / No
	Yes / No

	Have you ever tested positive for HIV, Hepatitis B or C, or are you awaiting any results of such a test
	Yes / No
	Yes / No

	Note – if the result is negative having a test will not in itself have any affect on acceptance of your application
	
	

	Multiple Sclerosis, Parkinson’s disease, epilepsy, Alzheimer’s disease, dementia or cerebral palsy 
	Yes / No
	Yes / No

	Any other disorder of the central nervous system not mentioned here
	Yes / No
	Yes / No

	Disease or disorder of the arteries including disease in the legs or of the aorta 
	Yes / No
	Yes / No

	Diabetes or sugar in the urine
	Yes / No
	Yes / No

	Mental illness, depression, anxiety, stress, fatigue or nervous breakdown that has required hospital treatment or referral to a psychiatrist
	Yes / No
	Yes / No

	Do you suffer from high blood pressure
	Yes / No
	Yes / No

	Do you suffer from high Cholesterol 
	Yes / No
	Yes / No

	Do you suffer from Asthma or any other respiratory disorder?
	Yes / No
	Yes / No

	Any disorder of the eyes or ears ( ignore Glasses, contact lens or hearing aids being worn ) 
	Yes / No
	Yes / No

	Any lump, growth or cyst, mole or freckle that is painful or bled or changed in colour or size
	Yes / No
	Yes / No

	Do you suffer from Anaemia or any other blood or thyroid disorder
	Yes / No
	Yes / No

	Do you suffer from any disorder of the digestive system, liver, stomach, pancreas or bowel etc
	Yes / No
	Yes / No

	Do you suffer from any disorder of the kidney, bladder, prostate or genitor-urinary system etc
	Yes / No
	Yes / No

	Do you suffer from any arthritis, gout, joint or muscle pain including neck, shoulders, back, spine or knee(s).
	Yes / No
	Yes / No

	Do you suffer any seizure, fits, fainting or blackouts?
	Yes / No
	Yes / No

	Do you suffer any numbness, loss of feeling or tingling in the limbs or face, loss of balance or co-ordination?
	Yes / No
	Yes / No


	For both male and female.

Do you suffer from any breast disorders, lumps, cysts, etc.
	Yes / No
	Yes / No


	For Female only.

Do you suffer from or had an abnormal cervical smear or other gynaecological disorder from which you have not fully recovered / discharged from follow up 
	Yes / No
	Yes / No


If yes to any question please give details on the notes page
	( B )HEALTH QUESTIONS 


	CLIENT 1
	CLIENT 2

	In the last twelve months have you
	
	

	Have you been absent from work or your normal duties for 2 consecutive weeks or more due to illness
	Yes / No
	Yes / No

	Had any medical consultation e.g. with a doctor, consultant, psychiatrist, hospital, clinic, osteopath etc. 
	Yes / No
	Yes / No

	Been prescribed drugs, medicines or tablets or had any other form of medical treatment 
	Yes / No
	Yes / No

	In the last five years have you been exposed to the risk of HIV infection by
	
	

	Unsafe sex or intravenous drug abuse
	Yes / No
	Yes / No

	Blood transfusions outside the European Union
	Yes / No
	Yes / No

	Surgery outside the European Union
	Yes / No
	Yes / No

	Have you ever been declined personal insurance cover
	Yes / No
	Yes / No

	Been advised or have had any blood tests or scans
	Yes / No
	Yes / No

	Is there anything you wish to add – tab boxes to add content
	Yes / No
	Yes / No

	
	
	

	Family History
	
	

	Have any of your natural parents, brothers or sisters, before the age of 55, been diagnosed with any of the illnesses listed in this questionnaire above, if yes please provide full information in the section below 
	Yes / No

Family member – 

Age diagnosed - 

Disease - 
	Yes / No

Family member – 

Age diagnosed - 

Disease -


	Have any of your natural parents, brothers or sisters, before the age of 55, been diagnosed with any of the illnesses listed in this questionnaire above, if yes please provide full information in the section below 
	Family member – 

Age diagnosed - 

Disease - 
	Family member – 

Age diagnosed - 

Disease -


	If your parents are alive please state their ages

	Mother
Father
 
	Mother

Father



General questions
	Have you had any criminal offences in the last 10 years?

If yes provide detail and dates
	
	


	Have you ever been declared bankrupt?

If yes provide detail and dates
	
	


	Have you ever had any insurance declined?

If yes provide detail and dates
	
	


Add any notes relating to the above in the notes section at the end.      
RECENT HEALTH – FURTHER INFORMATION  - APPLICANT 1

	Name of condition
	

	Date first occurred and last occurred?
	

	Symptoms
	

	How often do symptoms occur?
	

	Do you take any medication?
	

	How many days were you unable to work normally?
	

	When was the last time you were “off work”?
	

	Are you receiving treatment for this condition?
	

	Dates, type and results of all investigations carried out?
	

	Will you require treatment/operation in the future for this condition? If so, do you know the dates?
	


RECENT HEALTH – FURTHER INFORMATION  - APPLICANT 1

	Name of condition
	

	Date first occurred and last occurred?
	

	Symptoms
	

	How often do symptoms occur?
	

	Do you take any medication?
	

	How many days were you unable to work normally?
	

	When was the last time you were “off work”?
	

	Are you receiving treatment for this condition?
	

	Dates, type and results of all investigations carried out?
	

	Will you require treatment/operation in the future for this condition? If so, do you know the dates?
	


 RECENT HEALTH – FURTHER INFORMATION  - APPLICANT 2

	Name of condition
	

	Date first occurred and last occurred?
	

	Symptoms
	

	How often do symptoms occur?
	

	Do you take any medication?
	

	How many days were you unable to work normally?
	

	When was the last time you were “off work”?
	

	Are you receiving treatment for this condition?
	

	Dates, type and results of all investigations carried out?
	

	Will you require treatment/operation in the future for this condition? If so, do you know the dates?
	


RECENT HEALTH – FURTHER INFORMATION  - APPLICANT 2

	Name of condition
	

	Date first occurred and last occurred?
	

	Symptoms
	

	How often do symptoms occur?
	

	Do you take any medication?
	

	How many days were you unable to work normally?
	

	When was the last time you were “off work”?
	

	Are you receiving treatment for this condition?
	

	Dates, type and results of all investigations carried out?
	

	Will you require treatment/operation in the future for this condition? If so, do you know the dates?
	


	ADMINISTRATION 


	
	

	When do you want your insurance cover to start? Insert date if known or ASAP
	Yes / No
	Yes / No

	Please provide details of your bank sort code and account number for the monthly direct debit. If it is a joint plan just provide one bank account.
	Yes / No
	Yes / No

	
	
	

	Are you aware of the advantages of writing a plan in trust? Do you want the plan to be written in trust before the plan starts?
	Yes / No


	Yes / No



	Are you paid an income by your current employer if you are unable to work due to accident or sickness if so do you know how long the payments will continue? If so please advise us.
	Yes / No

Full Pay for…
Half pay for…
No contribution…  
	Yes / No

Full Pay for…

Half pay for…

No contribution…  

	Waiver of Premium is an additional charge that ensures your premiums will be maintained if you are unable to work and earn a living. We will usually add WOP where it is suitable to the clients and the type of work that they do. Is this acceptable to you?
	Yes / No
	Yes / No

	
	
	

	Is there anything you wish to add – tab boxes to add content
	Yes / No
	Yes / No

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


NOTES
	If you have answered yes to any question, please provide further details

	CLIENT 1 or JOINT
	CLIENT 2

	
	
	


DECLARATION

THIS DECLARATION MUST BE SIGNED BY ALL PERSONS INVILVED IN THIS APPLICATION

FAILURE TO DISCLOSE RELEVANT INFORMATION MAY RESULT IN NON PAYMENT OF A CLAIM

FURTHER DECLARATIONS MAY NEED TO BE SIGNED FROM EACH INDIVIDUAL INSURANCE PROVIDER

· I understand that this questionnaire is to be used to help with my request for protection cover(s).

· I understand that a copy of the terms and conditions of each policy recommended is available on request.

· I understand a copy of this questionnaire is available on request.

· I understand I must disclose, without delay, if my health or circumstance change before the insurer assumes full risk for all he covers applied for.

· I understand that the information given in this questionnaire will be passed onto the insurance company for their use in underwriting my application.

· I understand the insurance company may pass the details in this questionnaire onto a third party (e.g. medical examiner) to help in assessment of a claim.

· I understand the insurer may request additional information from me during the underwriting of the application.

I understand the insurance company may write to my Doctor for a medical report.

· I do not want to see a copy of the report before it is sent to the insurance company 

· I do want to see a copy of the Doctors report before it is sent to the insurance company 

	Signed Life 1 (or sole life)
	Signed Life 2

	
	

	Date
	Date

	OFFICE 
	APPLY
	COPY

	
	CONFIRM
	ON RISK AND CLOSE


