RESPIRATORY QUESTIONNAIRE
[To be ﬁlled by the medical examiner]
Application No:
Full name of Life to be assured:
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1. Please state the precise diagnosis (if known).

2. When was this condition ﬁrst diagnosed? (Give exact age / year of onset).

3. Have you had any x-rays, PFT or other investigations for this condition?
If YES, please provide details including dates of investigations and results.

Yes

No

4. Have you been admitted to hospital for this condition?
If YES, attach attending physician's report / hospital discharge card.

Yes

No

6. Do your symptoms wake you at night? If YES, how often per month?

Yes

No

7. Are your attacks seasonal? If YES, give number of attacks per season

Yes

No

Yes

No

5. Regarding your symptoms:
A. Please describe your symptoms.

B. How frequently do symptoms occur ? e.g. how many attacks on an average do you have in a year.

C. Are you aware of any speciﬁc provoking cause(s) which trigger your symptoms? e.g. exercise, stress, allergy.
If YES, please provide details.

D. When was the last occurrence of symptoms and how long the symptoms usually last?

8. How many days (total) you have been away from work due to this condition during last 2 years?

9. Please provide details of your treatment. Include names of medication (e.g. Asthalin, Bricanyl, Vent, Derifylline etc), dosage and how often taken. Include
details of tablets, injections and inhalers:
A. Currently :

B. In the past :

C. Have you ever taken steroids? e.g. Beclomet hasone, Prednisolone etc.
If YES, please provide full details including duration and type of treatment like Inha ler,tablets etc.

Yes

No

Yes

No

Yes

No

Regarding the monitoring of your condition:
A. Who is in charge of your follow-up?

B. How often do you attend for follow-up?

C. When was your last consultation?

D. Do you use a peak ﬂow meter and record the results?
If YES, please provide your lowest and highest readings in the last 3 months.

10. Do you smoke* cigarettes / beedis / cigar / pipes?
* Strike off whichever is not applicable
If YES, how many

per day, since last

years.

11. What is the level of your exercise tolerance? Mention distance, which you can walk and number of stair s you can climb without causing breathlessness.

12. Please provide any additional information on your condition, which you feel,will be helpful in process ing your application.

I declare that the answers I have given are, to the best of my knowledge, true and that I have not withheld any material information that may inﬂuence the
assessment or acceptance of this application.
I agree that this form will constitute part of my application for life assurance and that failure to disclose any material fact known to me may invalidate the contract.

Date:
Place:

Signature of the Life Assured.

Signature of the Medical Examiner
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