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PSYCHOLOGICAL WELLNESS QUESTIONNAIRE BY APPLICANT

|:| INDIVIDUAL POLICY |:| CORPORATE RETIREMENT SCHEME

THIS QUESTIONNARE WILL FORM PART OF APPLICATION NO: Date| | | | | | | | |
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Contact Details Home No. (| | | | |)| | | | | | | |WorkNo. (| | | | |)| | | | | | | |
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1. Have you ever been diagnosed, received treatment/medication or sought medical advice for any of the following? (Please tick)
|:| Stress/Anxiety/Panic Disorder |:| Eating disorder |:| Depression
|:| Schizophrenia |:| Bipolar Disorder I:I Obsessive Compulsive Disorder
|:| Post Traumatic Stress Disorder |:| Other- please specify
2. Do you have a family history of the above condition? |:| YES |:| NO
If “YES” please supply details
3. a) Please supply the date of onset of symptoms:
b) Please supply the date of last symptoms:
4. Please supply the date of diagnosis:
5. Are you currently on any treatment/medication for the above condition? |:| YES |:| NO

If not on current treatment, when did you last receive treatment for this condition?

If currently on treatment/medication, please list treatment in table below:

Type of Treatment/medication

Dosage

Duration of current treatment

6. Please list any previous treatment/medication received for this condition:

Type of Treatment/medication

Dosage

Duration of current treatment

Please note that in the event of any modification or variation of this standard from Resolution Life will regard this form as being invalid and of no force and
effect. Do not sign blank or incomplete forms.
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7. Have you ever been hospitalized for this condition?
If please provide more information:

a) Date (s) and duration of each hospitalization

b) Reason for hospitalization

8. Have you ever had electro-convulsive therapy for this condition?

If , please supply date (s):

[]

9. Have you ever had any psychotherapy or counseling for this condition?
If , please provide more information:

a) Date of onset:

b) Interval of sessions:

c) Are you still receiving psychotherapy or counseling?

If , when was your last session?

10.Please state any precipitating factors for your condition

11.Have you ever contemplated or attempted taking your own life?

If , please supply date (s):

]

[]

12.Please supply contact details for all doctors and/or alternative medical practitioners who treated your condition.

Doctor’s Name Address

Telephone Number

| hereby declare that the above particulars and answers are complete and true.

Signed at this day of

Signature of Applicant



