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Boskruin Office Park,
President Fouche Avenue, 
Boskruin, 2154
(Entrance Boskruin Village Centre)

P O Box 1555, Fontainebleau, 2032
  
Telephone: 0861 543 326 
Facsimile: 086 559 9451

Quotation No.

SPINAL DISORDER QUESTIONNAIRE
Please tick blocks provided where applicable

Name of the Life to be Insured

     Details please 

     __________________________________________________________________________________________________________________________

     __________________________________________________________________________________________________________________________

     Describe the frequency of symptoms

     __________________________________________________________________________________________________________________________

     __________________________________________________________________________________________________________________________

     Duration if incapacity including dates and time off work

     __________________________________________________________________________________________________________________________

     __________________________________________________________________________________________________________________________

3.  Name and address of doctor(s) consulted re condition

Investigations done (please submit any reports in your possession with this questionnaire):

	

4.  What was the medical diagnosis and result of investigations?  

     __________________________________________________________________________________________________________________________

     __________________________________________________________________________________________________________________________

5.  Indicate if symptoms and investigations confirm that the disorder is solely confined to a specific area of the spine:

			    		

If full details not already given in 2. above please substantiate, with relevant details, and if known , specify which vertebrae are affected.

     __________________________________________________________________________________________________________________________

     __________________________________________________________________________________________________________________________

1.  Nature of back disorder:  Injury/trauma related Due to illness Congenital

    2.  Date of onset of symptoms D D M M Y Y Y Y

      Date(s) D D M M Y Y Y Y       Date(s) D D M M Y Y Y YX-rays or myelograms Neurological Investigations

Cervical (neck) Thoracic (chest) Lumbar (lower back) Sacral(coccyx) 
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Signature     ____________________________________________________________________               Date D D M M Y Y Y Y

6.	 How has the condition been treated? Mark more than one if applicable:

		   				  

State applicable dates or periods for above 

        ________________________________________________________________________________________________________________________

        ________________________________________________________________________________________________________________________

 	                                                                         Date(s)	

State details (e.g. fusion/ laminectomy) 

        ________________________________________________________________________________________________________________________

        ________________________________________________________________________________________________________________________

                                     State type _________________________________________________   Dosage ____________________________________ 

7.	 Are you completely symptom free

If “YES”, since ________________________________    If “NO”, details  _____________________________________________________________

Have there been any episodes of associated anxiety or depression?8.	

If “YES”, state details

        ________________________________________________________________________________________________________________________

        ________________________________________________________________________________________________________________________

Is any future surgery or other  treatment planned? 9.	

Are you limited in any  way in the practicing of your occupation or carrying out of any activities?10.	

If“YES”, state details

        ________________________________________________________________________________________________________________________

        ________________________________________________________________________________________________________________________

I hereby declare that the above statements are full, complete and true and agree that this shall form part of my application for the  Policy

Manipulation Traction Physiotherapy Bed rest 

  Surgery 

  Medication

YES NO

YES NO

YES NO

YES NO


