Medical Questionnaire



The following sections should be completed by the Applicant(s) and/or their Dependant (if applicable) and should take only a few minutes to complete, to determine whether an enhanced product is available. Information marked with an asterisk (*) must be completed. 



Please complete all boxes.
A) Personal Details:
Details About You 
About the 2nd Applicant/Dependant

Full Name:









Address:

Postcode:*
                    Postcode:

                    Postcode:






Date of Birth (DD/MM/YY):*









Are you Male or Female: *









Height (cms or ft & ins):*
cms
  Ft          ins

cms
Ft          ins






Weight (kgs or st & lbs):*
Kg
St          lbs

Kg
St          lbs






What was your main occupation before retirement?*




B) Lifestyle Conditions

1. Are you currently a smoker and have been for the last 10 years?*








Yes

No



Yes

No







2. Please advise the average number of:*

a) Manufactured cigarettes you 

    smoke per day











b) Cigars OR ounces/grams of pipe


 tobacco you smoke per day

Cigars




Cigars





Pipe
oz
gr



Pipe
oz
gr







c) Ounces/grams of cigarette tobacco 


 you smoke per day
oz
gr



oz
gr


3. If you suffer from high blood pressure please advise:












a) Names of prescribed medications taken specifically  for high blood pressure per day















4. If you suffer from high Cholesterol please advise:












a) Names of prescribed medications taken specifically  for high cholesterol per day

















5. Please list the names of all current medications:



This will assist us in establishing the best rate available to you and avoid the possibility of duplication of medication

Should this be insufficient space 

please use a separate sheet









If you have suffered any other medical condition (e.g. diabetes, cancer, heart disease) please complete section C)

C) Medical History

Please give full name of medical condition(s) both past and present and answer all applicable questions 1 – 9.  

For cancer, please state location, and if it is carcinoma in situ this must be specified.


Details About You

About your dependant

Condition 1




Condition 2




Condition 3





Condition 1
Condition 2
Condition 3

Condition 1
Condition 2
Condition 3

1. When did you last suffer symptoms or receive treatment for this condition?

a) Within 6 months













b) 6 months -2 years ago













c) 2-5 years ago













d) More than 5 years ago













2. How long have you suffered from this condition? When were you first diagnosed?

a) 0-1 years 













b) 1-5 years













c) 5-10 years













d) More than 10 years













3. When were you last hospitalised for this condition?

a) Never













b) 0-1 years ago













c) 1-5 years ago













d) More than 5 years ago













4. What treatment have you received in the last 2 years for this condition? Please list all medication on the previous page

a) Nothing













b) 1 – 2 different prescribed 













     medications daily













c) 3 + different prescribed 













     medications daily













d) Special treatment e.g. Surgery 














Radiotherapy, Chemotherapy or Renal Dialysis

5. Concerning your mobility, in respect of this condition are you?

a) Fully independent













b) Able to walk only with assistance, 














 e.g. stick, frame

c) Permanently and irreversibly














Wheelchair bound

d) Permanently and irreversibly














in need of daily nursing care

e) Permanently and irreversibly














bedridden

D) If you have diabetes, please also answer the following questions – in addition to the above 5 questions

6. What type of diabetes do you have?

a) Controlled by diet only













b) Non insulin dependent diabetes













c) Insulin dependent diabetes













d) Diabetes insipidus













7. Do you have any of the following related conditions due to your diabetes?

a) Kidney disease













b) Eye disease













c) Heart disease













d) Poor circulation













8. If you have insulin dependent diabetes, how many times do you take insulin per day?

a) One













b) Two













c) Three 













d) Four or more















9. Please give diagnosis date and current HBAC1 (if known)
Diagnosis date:

HBAC1:






Please enter any additional information which you feel would clarify your condition, particularly if this has not been brought out by the questions above. 


Once you have finished entering your details, please save the file and then email it to annuity@axxisfinancial.co.uk
If you have any questions, please call us on 01483 825609














