
Supplemental Health Questionnaire for the Insurance Application

INSURED (“Insured” refers to the Proposed Insured when applying for new insurance coverage) Policy no. 
Name Date of birth: (DD/MM/YYYY) 

Complete a separate additional Supplement Health Questionnaire for each condition declared in the 
Insurance Application form (LP257), Health history section for questions 16 C)-D)-H)-I)-J)-L)-M)-N)-O)-P) and Q).

i. Question number:

ii. Your condition:

iii. Date of diagnosis: (MM/YYYY) 

iv. Provide details regarding your symptoms:

v. Have you had any treatments, medications, surgery or investigation for your condition? . . . . . . . . . . . . . . . . .   Yes   No

 If yes, provide details such as surgery, medication, dosage, duration, frequency, follow-up or other investigation:

vi. Have you had any exams or tests for you condition?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    Yes   No

 If yes, provide details, such as type of exams/test, results, dates, follow-up and other investigations:

vii. Have you been off work or disabled because of this condition?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    Yes   No

 If yes, provide the start and end date of your disability period

Start date: (MM/YYYY) End date: (MM/YYYY)   Ongoing

viii. Have you been hospitalized because of this condition? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    Yes   No

If yes, when were you last hospitalized? (MM/YYYY) 

If yes, provide duration:

ix. Are you fully recovered from this condition?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    Yes   No

If yes, since when? (MM/YYYY) 

If no, provide details about your condition:

x. Do you have symptoms or complication due to your condition?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    Yes   No

 If yes, provide details (such as shortness of breath, chronic cough, chronic fatigue, weakness, restriction in mobility,
numbness or tingling, loss of speech, memory loss, vision problem, lump/bulge, dizziness, abdominal pain, chest pain or
other symptoms):

I understand that my answers to the above questions will be relied on by ivari in establishing my premium rate. If the above answers are 
not true, complete and correctly recorded, any policy issued as a result of this questionnaire (being part of the Application for Insurance) 
may be rendered void on the grounds of misrepresentation or fraud. I hereby declare that I have read all the questions and answers in 
this questionnaire and the statements and answers given above are true, complete and correctly recorded to the best of my knowledge 
and belief. I understand and agree that this questionnaire shall form part of my Insurance Application to ivari.

Signed at (city)  in the province of  on 

Signature of INSURED

(DD/MM/YYYY)

ivari.ca

™ ivari and the ivari logos are trademarks of ivari Holdings ULC. ivari is licensed to use such marks.
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https://ivari.ca/documents/administration/LP257.pdf
http://ivari.ca



Accessibility Report


		Filename: 

		LP-HS2126 Fillwork 2 formating.pdf




		Report created by: 

		Marilyn Jackson, jacksonforms@gmail.com

		Organization: 

		




 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.


		Needs manual check: 0

		Passed manually: 2

		Failed manually: 0

		Skipped: 1

		Passed: 29

		Failed: 0




Detailed Report


		Document



		Rule Name		Status		Description

		Accessibility permission flag		Passed		Accessibility permission flag must be set

		Image-only PDF		Passed		Document is not image-only PDF

		Tagged PDF		Passed		Document is tagged PDF

		Logical Reading Order		Passed manually		Document structure provides a logical reading order

		Primary language		Passed		Text language is specified

		Title		Passed		Document title is showing in title bar

		Bookmarks		Passed		Bookmarks are present in large documents

		Color contrast		Passed manually		Document has appropriate color contrast

		Page Content



		Rule Name		Status		Description

		Tagged content		Passed		All page content is tagged

		Tagged annotations		Passed		All annotations are tagged

		Tab order		Passed		Tab order is consistent with structure order

		Character encoding		Passed		Reliable character encoding is provided

		Tagged multimedia		Passed		All multimedia objects are tagged

		Screen flicker		Passed		Page will not cause screen flicker

		Scripts		Passed		No inaccessible scripts

		Timed responses		Passed		Page does not require timed responses

		Navigation links		Passed		Navigation links are not repetitive

		Forms



		Rule Name		Status		Description

		Tagged form fields		Passed		All form fields are tagged

		Field descriptions		Passed		All form fields have description

		Alternate Text



		Rule Name		Status		Description

		Figures alternate text		Passed		Figures require alternate text

		Nested alternate text		Passed		Alternate text that will never be read

		Associated with content		Passed		Alternate text must be associated with some content

		Hides annotation		Passed		Alternate text should not hide annotation

		Other elements alternate text		Passed		Other elements that require alternate text

		Tables



		Rule Name		Status		Description

		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot

		TH and TD		Passed		TH and TD must be children of TR

		Headers		Passed		Tables should have headers

		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column

		Summary		Skipped		Tables must have a summary

		Lists



		Rule Name		Status		Description

		List items		Passed		LI must be a child of L

		Lbl and LBody		Passed		Lbl and LBody must be children of LI

		Headings



		Rule Name		Status		Description

		Appropriate nesting		Passed		Appropriate nesting






Back to Top
	v yes no: Off
	vi yes no: Off
	vii yes no: Off
	ongoing 2: Off
	ix yes no: Off
	x yes no: Off
	Policy no: 
	Name: 
	Date of birth (DD/MM/YYYY): 
	i Question number: 
	ii Your condition: 
	iii Date of diagnosis(MM/YYYY): 
	iv Provide details: 
	V if yes: 
	V if yes 2: 
	vi if yes: 
	vi if yes 2: 
	vii Start date mmyyyy: 
	vii End date mmyyyy: 
	Viii if yes 1: 
	Viii if yes 2: 
	ix If yes(MM/YYYY): 
	ix if no provide details: 
	x if yes: 
	x if yes 2: 
	x if yes 3: 
	Signed at (city): 
	in the province of: 
	on ddmmyyy: 
	Save 5: 
	Print 5: 
	Clear 5: 
	viii yes no: Off


