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	Reference

	Name of employer
	Occupation

	     
	     

	Full-time employment date
	Hours working per week

	     
	     

	Employee name - First
	Middle
	Last
	Date of birth

	
	     
	     
	     

	Physician name
	Physician telephone

	     
	     

	Health information

	Please provide further detail regarding any of the following conditions that apply on the page provided.

	1. Have you or any eligible dependent(s) ever had, been treated for or diagnosed for any of the following conditions?

	Please mark the box on all that may apply.
	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	2. Are you or any covered dependent(s) currently taking any prescribed medication?
	
	

	If yes, please list below

	

	

	
	
	

	
	
	

	
	
	

	3. Are you or any covered dependents currently pregnant?
	
	

	If yes, please provide the due date and describe any complications experienced or if multiple births are expected.

	

	4. Do you or any covered dependent have any condition that may require medical, surgical or hospital care?
	
	

	Employee signature
	Date

	
	


��Individual Questionnaire








This document, and all information related to the claim, whether written or oral, constitutes QBE’s confidential and proprietary information. Accordingly, such information may:(i) not be disclosed to any third parties including, without limitation, subagents, insureds, or insurance carriers, and (ii) only be used in furtherance of your duties and obligations to QBE. QBE and the links logo are registered service marks of QBE Insurance Group Limited
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