Boskruin Office Park,

i / President Fouche Avenue,
Boskruin, 2154
(Entrance Boskruin Village Centre)
° A Division of Resolution Holdings (Pty) Ltd
P O Box 1555, Fontainebleau, 2032
I I fe Telephone: 0861 543 326
Facsimile: 086 559 9451

BLOOD PRESSURE TEST (Tariff Code: A1106)

INDIVIDUAL POLICY CORPORATE RETIREMENT SCHEME

THIS QUESTIONNARE WILL FORM PART OF APPLICATION NO: Date | | | | | | | | |
ONTHE LIFE OF: ovol J LI LT L] ]
Contact Details Home No. (| | | | |) | | | | | | | |Work No. ( | | | | |) | | | | | | | |

Faxto. ([ | | [ L [ ] [ fmovieno [ [ ] ] ] [T ] ][] 1]]

Email Address Il EEEEEEEEEEEEEEE
Postal Address NN EEEEE

PHOTOGRAPHIC IDENTIFICATION MUST BE PRODUCED BY THE APPLICANT

Kindly test this applicant’s blood pressure, preferably at different times of the day, complete the second portion of this form and have the applicant complete
the first portion.

Before taking the readings, please ensure that the applicant is relaxed both mentally and physically. If this is not possible, a note to this effect should be
made on the form. Readings are to be taken on the right arm with the applicant in the recumbent position.

TO BE ANSWERED BY THE APPLICANT

Are you at present receiving, or have you ever received treatment for raised blood pressure?
If “YES”,

(a) State name and address of doctor who prescribed treament:

| |
| |
| |
(b) State dates of treatment:

| |
| |
| |

(c) State type of drugs prescribed:

Signature of Applicant Date | | | | | | | | |




BLOOD PRESSURE READINGS (if more than one reading was done during consultation it is necessary to record them all)

DATE TIME READING
First reading
Second reading
Third reading
Have you ever taken this applicant’s blood pressure in the past? |:| YES |:| NO

If “YES”, please give dates and readings obtained:

REMARKS:

DECLARATION OF VERIFICATION OF IDENTITY OF APPLICANT

l, declare that | have taken due and proper care to verify the true identity of the
applicant and have witnessed his/her signature, and | have inspected the applicant’s

oo [ [ [T T T T TTTTIT]  Peseorne [ ] ] ] ] ]
Signed at this day of
Year of first qualifying: Signature of Medical Examiner

| SAMDC REGISTRATION NO: | |

| RAMS PRACTICE NO: | |

Address Il EEEEEn

DOCTOR’S BANKING DETAILS
Bank Name HNEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE
|

Branch Name L L PP [ [ ] Jeenchcose]l | | [ | [ | ][]
Account No. AN EEEE e

Type of Account I:I Cheque I:I Savings

Please note that in the event of any modification or variation of this standard form Resolution Life will regard this form as being invalid and

of no force and effect.
Do not sign blank or incomplete forms.



