Personal Health Declaration
for Disability Insurance Approval

Personal Details

Full Name
Date of Birth

Gender

Select

Address
Phone Number

Email

Medical History

Primary Care Physician

Doctor's Phone/Email
Current Health Status
Please list any pre-existing conditions, disabilities, or ongoing treatments

Please list any medications currently taken

Lifestyle Information

Do you smoke?

Select
Do you consume alcohol?

Select



Any additional lifestyle information relevant to your health?

Declaration

| hereby declare that the information provided above is true and complete to the best of my knowledge. |
understand that providing false or incomplete information may result in denial of disability insurance.

Signature

Date
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