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	GENERAL INFORMATION


	Full name of life proposed


	Sum Assured

	Gender


	Period of Policy

	Date of Birth

	Level/Decreasing Term Assurance

	Height


	Weight
	Have you smoked in the last 12 months?

	INFORMATION ABOUT YOUR MEDICAL CONDITION


	PLEASE COMPLETE THIS SECTION IF YOU HAVE HAD AN ABNORMAL CERVICAL SMEAR TEST

	Have you ever had an abnormal cervical smear? If so, please state when.

	

	Please provide the results of the smear and the precise diagnosis, if known.

	

	What treatment was given?

	

	Please provide details of any follow-up smear tests. Please included dates and results.

	

	Are you still being followed up?


	YES/NO

	If yes, please state how often.


	

	If no, when were you discharged from follow-up?

	

	PLEASE COMPLETE THIS SECTION IF YOU HAVE HAD A HYSTERECTOMY



	Please state the reason for the hysterectomy.

	

	When was it performed?

	

	Did you receive any other treatment apart from the hysterectomy? If yes, please provide details.

	

	Have there been any complications following the hysterectomy? If yes, please provide details.

	

	Have you lost significant time (e.g weeks) from work with this condition? If yes, please provide details including dates and duration of time off work.

	

	Are you still being followed up?
	YES/NO

	If yes, please state how often.
	

	If no, when were you discharged from follow-up?
	

	PLEASE COMPLETE THIS SECTION IF YOU HAVE ANY OTHER GYNAECOLOGICAL PROBLEMS



	Please state the precise diagnosis, if known.

	

	Please describe your symptoms.


	

	When did symptoms first occur?


	

	How frequently do symptoms occur? e.g how often in the last 12 months?

	

	When was the last occurrence of symptoms?


	

	Have you had an operation for this condition or is an operation being considered?


	YES/NO



	If yes, please provide date(s) and full details including names of hospital and consultant/surgeon.


	

	Have you experienced any symptoms following surgery?
	YES/NO

	If yes, please provide details

	

	Please provide details of your treatment. Include names of medication, dosage, and how often taken:
	

	Currently


	

	In the past


	

	Are you still being followed up?


	YES/NO

	If yes, please state how often.


	

	If no, when were you discharged from follow-up?


	

	Please provide any additional information on your condition which you feel will be helpful in processing your application.


	

	Signed (client or IFA):
	
	Date:
	





Gynaecological Disorders








Contact name:





IFA company name:





Telephone number:





Email:
































The security for this policy is Lloyds of London.
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