RJ MORTGAGE FINANCE

Basic Health Questionnaire

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

0208 3668903

07881 802932

richard@rjmortgagefinance.co.uk
FAILURE TO DISCLOSE RELEVANT INFORMATION MAY RESULT IN NON PAYMENT OF A CLAIM- PLEASE BE ACCURATE
You can fax the completed form to 0709 2014117
	
	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
	
	

	ADDRESS


	
	

	Are you Married / single / Co-habiting
	
	

	
	
	

	Do you have any dependents? If yes please

State current age..
	
	

	
	
	

	
	
	


	
	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

	
	
	

	Do you smoke
	Yes / No
	Yes / No

	If no – have you smoked in the last year
	
	

	If yes – how many do you some and in what form, per day
	
	

	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

	
	
	

	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
	Yes / No
	Yes / No

	
	
	

	Do you intend to, or have you resided outside the UK in the last five years
	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
	
	


	(A) HEALTH QUESTIONS


	CLIENT 1
	CLIENT 2

	Do you currently have or have you ever had any of the following
	
	

	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 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
	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 any thing you wish to add
	Yes / No
	Yes / No

	
	
	

	Family History
	
	

	Have any of your natural parents, brothers or sisters, before the age of 60, been diagnosed with any of the illnesses listed in this questionnaire above, if yes please provide full information in the section below 
	Yes / No
	Yes / No


                                                      If yes to any question please give details on the notes page
NOTES
	If you have answered yes to any question please provide further details

	CLIENT 1 or JOINT
	CLIENT 2

	State question no.(s)
State question no.(s)


	
	


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


	CLIENT 1 or JOINT
	CLIENT 2

	State question no.(s)

State question no.(s)


	
	


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


