	Life Assurance Proposal Questionnaire

	[image: image1.jpg]unique

Insurance as individual B as you






Contact Details

	Your name
	     

	Your partner’s name

(If applicable)
	

	Full address, including postal code
	     

	Home telephone number
	     

	Work telephone number
	     

	Mobile telephone number
	     

	E-mail address
	     

	Best time to contact:
	Mon  FORMCHECKBOX 

  Tues  FORMCHECKBOX 

  Weds  FORMCHECKBOX 
       Thurs  FORMCHECKBOX 
         Fri  FORMCHECKBOX 
           Sat  FORMCHECKBOX 

9am-1pm (Mon-Sat)  FORMCHECKBOX 

  1pm-4pm (Mon-Fri)  FORMCHECKBOX 
  4pm-6pm (Mon-Fri)   FORMCHECKBOX 



	Where did you hear about Unique ?
	     

	What reference number you were asked to quote (if applicable)?
	     

	Do you have any existing cover or have you applied for cover elsewhere?
	     


Data Protection

	
	Yes
	No

	Are you happy for us to contact you in the future regarding other products and services that we offer?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	
	You
	Your partner

	Date of birth
	     
	     

	Marital status
	     
	     

	Occupation
	     
	     

	Salary (before tax)
	£     
	£     

	Are you a home owner?
	     
	     

	Have you smoked in the last 12 months? (includes any replacement products such as gum, patches etc) Please state quantity
	     
	     

	What is your current weekly average consumption of alcohol? 1 unit equals ½ pint of beer, standard glass of wine or a single spirit.
	     
	     

	Height
	     
	     

	Weight
	     
	     


Cover Required

	Please specify the reason you require the policy

	Mortgage
	 FORMCHECKBOX 

	Family protection
	 FORMCHECKBOX 

	Other loan
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 


	Mortgage type (if applicable)

	Interest only
	 FORMCHECKBOX 

	Capital and repayment
	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 



	Type of cover required

	Level term assurance
	 FORMCHECKBOX 

	Decreasing term assurance
	 FORMCHECKBOX 

	Family income benefit
	 FORMCHECKBOX 


	Level term assurance & critical illness
	 FORMCHECKBOX 

	Decreasing term assurance & critical illness
	 FORMCHECKBOX 

	Income Protection
	 FORMCHECKBOX 


	Please state the sum assured that you would like the policy to cover
	£     

	Term required (in years)
	     

	Monthly Benefit (Maximum 50% of your salary.  For Income Protection Cover)
	£     

	Deferred Period (For Income Protection Cover)
	      weeks/months


	Do you or your partner have any pre-existing medical conditions?
 FORMCHECKBOX 
 Yes  (please complete page 3)                                     FORMCHECKBOX 
 No  



Other Insurances

	Let us know your renewal dates and we will contact you at the appropriate time

	Household 
	     
	Travel
	     

	Estate Planning
	     
	Motor
	     


Please return your completed questionnaire to our dedicated Life Assurance team by 

Email: 
norwich@heathlambert.com 

Fax: 

01603 625 230 

Post: 
Unique, 112-114 Prince of Wales Road, Norwich, NR1 1NS.
Unique is a trading name of Heath Lambert Limited which is authorised and regulated by the Financial Services Authority. Registered Office: 9 Alie Street, London E1 8DE. Registered Number: 1199129 England and Wales. December 2007.

Data Protection Act 1998

Both parties shall comply at all times with the Data Protection Act 1998 (DPA) and any regulations made under the DPA and in particular with the data protection principles set out in the DPA and with all relevant guidelines and guidance notes issued from time to time by the Information Commissioner, as applicable to each of those parties. Where personal data is supplied or disclosed by one party to the other, the other party will:

a) ensure that such personal data is only used for the purposes for which appropriate consent has been given by the data subject; and b) notify the disclosing party of any request it receives from data subjects for subject access or changes to such personal data under the DPA or any correspondence with the Information Commissioner in relation to such personal data.
Underwriting / Medical Details

Please provide details of any other medical conditions you have. Please also include details of any family history.
	
	You
	Your partner

	Medical Condition

	     
	     

	Date Diagnosed
	     
	     

	Medication taken

	     
	     

	Other Treatment

	     
	     

	Test Results
	     
	     

	Other Information

	     
	     

	If family history, Relationship to you
	     
	     

	Medical Condition 2


	     
	     

	Date Diagnosed
	     
	     

	Medication taken

	     
	     

	Other Treatment

	     
	     

	Test Results
	     
	     

	Other Information

	     
	     

	If family history, Relationship to you
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