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High Blood Pressure Questionaire- Applicant
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Full Name:
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1.When was your High Blood Pressure first Diagnosed?
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2. Why was your Blood Pressure measured at that particutar time?i.c.routine
examination.due to symptoms etc,
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3.Do you know what your blood pressure reading were al diagnosis? YES NO

If YES please provide details.
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4.Do vou know the cause of your ITigh Blood pressure? If YES, please provide details.
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5.Have you had an ECG,X-Ray. Blood Lipid Test .Eehocardiogram or other

investigations? YES NO

IEYLS | please provide details including dates of investigation and resuls.
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6.Please provide details of your treatment.Include names of medication{i.e. Inderal,
Tenormin, ete.), dosage and how often it is taken.
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k) IT changed within last 12 months:
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7. Regarding the monitoring of vour condition.
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a) Who 1s in charge of your follow up ?
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b) How often do vou attend for follow up?
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¢t When was your last consullation? Please provide detuils of vour blood pressure
reading al that time , 1 known,
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8 Have any abnormalities , such as protein . blood or sugar. ever been found in your
urine? YHS NO.
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I¥ YES | please provide date(s) and full details.
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9. Have you had more than one week off work with this condition ? YES NG,
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If YES, please provide details including dates and duration of time off work.
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10.Please provide any additional information on your condition which you feel will be
helplul in processing your application.

¥ =T e © P S e A9 (34 € 9 ST @ SR T € Ml A4 onjd Wft e
TG U A & RAOET v aided W FER ST & S WImN a3 U il ST T |

o ety <@ % mw wia dm B fad R sndea @ B wEm ok FE e A g Teey
e SRR BT H FEherl o G A e Bl s F O E

I declare that the answers T have given are . to the best ol my knowledge | true and that [
have not withhcld any malterial intormation that may influence the assessimnent or
acceptance of this application.

[ agree that this form will constitute part of my application fur insurance and that tailure
to disclose any material Tact known 10 mie invalidate contracl.

Sipgnature
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Date:-
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