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Policy number	 Adviser name	 Adviser number

            

1	 Name of child
 Given name(s) Surname

	  
	 Date of birth	 Age	 Place of birth

	 Gender   Male   Female  /      /  
years

 

2	 Name of parent/guardian
 Given name(s) Surname Date of birth

	     /      /
	 Relationship to the child 	 Daytime phone number	 After hours phone number

	  
(      )

 
(      )

 

3	 Residential address of child
	 Street number and name Town/Suburb State	 Postcode	 Country

	        

4	 (a)	�Other than this application is the child applying for, or covered for life and trauma insurance with any company?

   No   Yes – details: 

	 (b)	Has any company refused or applied loadings or exclusions to an application on the child’s life or trauma insurance?

   No   Yes – details: 

5	 Provide the details below of the child’s current general practitioner/medical centre.
	 Name of general practitioner/medical centre	 Address of general practitioner/medical centre

	  

6	 At any time in the child’s life has he/she ever suffered from any of the following?
	 (a)	  No   Yes	 Heart condition, rheumatic fever or high blood pressure
	 (b)	  No   Yes	 Cancer, leukaemia, cyst, tumour or skin lesion
	 (c)	  No   Yes	 Anaemia, haemophilia or any other blood disorder
	 (d)	  No   Yes	 Asthma, lung condition or breathing disorder
	 (e)	  No   Yes	 Arthritis, bone fracture, joint injury, muscle disorder or gout
	 (f)	  No   Yes	 Nervous disorder or mental illness (eg depression, anxiety, stress, insomnia)
	 (g)	  No   Yes	 Kidney, bladder, liver disorder or hepatitis
	 (h)	  No   Yes	 Diabetes
	 (i)	  No   Yes	 Indigestion, gastric or duodenal ulcer or bowel disorder
	 (j)	  No   Yes	 Disease of the brain, nervous system, stroke, epilepsy, fainting attacks or fits of any kind
	 (k)	  No   Yes	 A physical or neurological defect, impaired sight or hearing
	 (l)	  No   Yes	 Any other illness, injury, operation or disability (other than colds or flu)

7	 (a)	�Has the child ever been infected with the virus which causes AIDS (the Human Immunodeficiency Virus) or are they 
carrying antibodies to that virus?

		   No   Yes�

	 (b)	� Has the child ever been admitted to hospital or received a blood transfusion or treatment with human blood products?

		   No   Yes

8	 Is the child currently using any medication (other than for colds or flu)?

	  No   Yes
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Children’s Trauma Option Personal statement

9	 Have you been advised by a health professional that the child is obese or underweight?

	  No   Yes

10	�Have you contemplated, been advised to seek or are you awaiting any medical advice, investigation (eg x-ray, blood test) or 
treatment including surgery for the child?

	  No   Yes

11	Has the child ever had, is currently waiting for a result of, or is considering having a genetic test?

	  No   Yes

	� Note: You do not have to provide a result if the child was or is taking part in a medical research project or trial and hasn’t been or will not be 
provided with their individual result.

12	�Have any of the child’s mother, father, brothers or sisters suffered from heart disease, stroke, diabetes, breast cancer, bowel 
cancer, other cancer, polycystic kidney disease, Huntington’s chorea, inherited blood disease, inherited brain disease, kidney 
failure, muscular dystrophy or any other inherited disease?

	  No   Yes

	� Note: You are only required to disclose family history information relating to first degree blood related family members – living or deceased 
(mother, father, brothers and sisters).

If you answered ‘Yes’ to any of the questions 6 to 12 please provide details in section 13.

13	Details for ‘YES’ answers for questions 6 to 12 of the Personal statement

Q. No Date
Details of illness or injury  
including nature of treatment Name and address of doctor consulted

Degree of 
recovery (%)

/      /
/      /
/      /
/      /
/      /

14	Signature(s) of parent/guardian

	 Signature of parent/guardian	 Signature of parent/guardian	 Date signed

	     /      /

15	Adviser comments
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Medical Authority
Name of child to be insured BLOCK LETTERS

                               

I am submitting an application for insurance in relation to this child. In connection with this application, I authorise you to make available to the 
insurer and its group of companies, or its medical officer, information about the child’s medical history.

If I have instructed you not to release certain information to the insurer and its group of companies, I authorise you to disclose that fact to them.

I authorise the insurer and its group of companies to complete and forward this authority to any doctor or other health professional who is currently 
attending the child or who has at any time in the past attended or examined the child.

Given name(s) of parent/guardian  Surname of parent/guardian

 

Signature of parent/guardian 	  Date signed

X   /      /


