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STRICTLY CONFIDENTIAL







This guide includes an overview of the key sections and relevant questions typically included within our Full Health & Lifestyle application process. It is intended to help intermediaries gather relevant information from clients in advance of submitting an online application, where appropriate.
This document is provided on a strictly confidential basis and must not be shared outside the organisation to which it has been issued by Shepherds Friendly.
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1. Indicative quotation Questions

Answering these questions will enable you to obtain an indicative monthly premium for your client, subject to the completion of the full application. Note: Height and Weight are not needed for the indicative premium, however the premium provided will be more accurate if this information is provided at this stage.
1. Title
2. Forename(s)
3. Surname(s)
4. Date of birth
5. Occupation
6. Does your client have a second occupation?
7. Your client's annual income (If self-employed, income is based on the average of the last three years annual net profit)
8. Required monthly income
9. Waiting Period (deferred period)
10. Plan Length
11. Rise annually in line with Retail Price Index (RPI)?
12. Client height
13. Client weight


2. [bookmark: _Toc224208852]Initial Eligibility Questions

These questions dictate whether the Simplified and/or Full Health & Lifestyle product offering is available to your client.
14. Does your client currently smoke more than 12 cigarettes a day?
15. In the last four consecutive weeks, has your client consumed more than 25 units of alcohol per week, OR been dependant on alcohol, OR been advised by a medical professional to reduce their alcohol intake?
16. In the last 10 years has your client consumed more than 40 units of alcohol per week, for four or more consecutive weeks, OR been dependent on alcohol, OR been advised by a medical professional to reduce their alcohol intake?
17. Have they used cannabis within the past year, or do they intend to begin using cannabis?
18. Other than cannabis, have they ever used, or do they intend to use, any recreational or non-prescription drugs (e.g. ecstasy, cocaine, heroin, anabolic steroids, etc.)?




3. [bookmark: _Toc224208853]Full Health and Lifestyle Application Questions

[bookmark: _Toc224208854]Sports and Pastimes
19. Do you participate or do you intend to participate in any hazardous activities related to your occupation or any recreational activity (such as SCUBA diving, mountaineering or climbing, equestrianism, aviation or aerial sports, individual or team sports or pastimes, martial arts, motorsports, or watersports (inshore or offshore)?
[bookmark: _Toc224208855]UK Eligibility
20. Are you currently living in the UK?
21. Have you lived in the UK for at least 6 months for each of the last two years?
22. Are you registered with a UK medical practice?
23. Have you been registered with a practice for at least 24 months before this application?  
24. Is your income liable to UK tax?
25. Do you have a UK bank or building society account?

[bookmark: _Toc224208856]GP Details
26. GP/Doctor name
27. Practice name
28. Practice Postcode
29. GP practice phone number

[bookmark: _Toc224208857]Occupation Details
30. What is your current Employment status?
31. Employer or Company name
32. Years with employer
33. Are you currently unable to work or are you working reduced hours or restricted duties due to sickness or accident?

[bookmark: _Toc224208858]Occupational Hazards
34. Does any part of your paid or unpaid occupation(s) include any of the list below?
· Working in any branch of the Armed Forces including Territorial Army
· Handling explosives
· Underwater duties Oil rig or offshore work
· Professional or semi-professional sports persons
· Nightclub security personnel, bailiffs, or bodyguards
· All members of the police including community support officers or special constables
· Fire-fighters, including reserve or retained firefighters
· All pilots (fixed wing and helicopter)
· Regularly working over heights of 40ft
· Merchant marine and those working on board sea or ocean-going vessels
· Oil rig or offshore work

[bookmark: _Toc224208859]Previous Insurance
35. Are you now or are you planning to be, insured elsewhere for income protection or any other insurance providing for the payment of benefit in respect of incapacity due to sickness and/or accident? (if Yes provide details)
36. Have you had any proposal to this or any other company for life, income protection or personal sickness and/or accident insurance been declined or offered/accepted at other than normal terms? (if Yes provide details)
37. In the past 5 years, have you made any claims on income protection, mortgage protection, payment protection, or waiver of premium contracts currently or previously held? (if Yes provide details)

[bookmark: _Toc224208860]Travel and Residence
38. Have you lived, worked or travelled outside of the UK, European Union, North America, Canada, Japan, Australia or New Zealand (excluding holidays of 1 month or less), during the past 5 years, or do you intend to do so? (If yes, please provide details on locations, reasons for travel, number of trips per year and duration of them)

[bookmark: _Toc224208861]Lifestyle
39. Have you experienced any form of weight change during the past 12 months?
40. How many cigarettes (including rolled cigarettes) have you smoked on average each day in the past 12 months? (please select zero if you don't smoke)
41. Do you drink Alcohol currently or have you ever previously consumed alcohol?
42. Have you ever used recreational drugs, or drugs not supplied by a doctor, become reliant on any form of drug (e.g. ecstasy, cocaine, heroin, cannabis, anabolic steroids, or psychoactive substances?) Or, have you ever misused or become dependent on drugs prescribed by a doctor or medical professional?

[bookmark: _Toc224208862]Hepatitis and HIV
43. Have you ever tested positive for Hepatitis B or C?
44. Have you ever tested positive for HIV/AIDS?

[bookmark: _Toc224208863]Health (Ever)
Do you currently have, or have you ever had any of the following conditions:
45. Neurological conditions or visual disturbances including epilepsy (or seizures, fits or blackouts), multiple sclerosis, muscular dystrophy, motor neurone disease or ALS, Parkinson's disease, or visual disturbances?
46. Heart or circulatory system disorders, including heart valve disorders, heart attack (myocardial infarction), angina, cardiomyopathy, heart murmur, heart surgery, any disease of the arteries or peripheral vascular system including poor circulation in the legs?
47. Stroke, mini stoke, transient ischaemic attack (TIA), brain haemorrhage, aneurysm, or surgery to your blood vessels?
48. Diabetes, raised blood sugar, pre-diabetes, Impaired Glucose Tolerance (IGT) or sugar in the urine?
49. Cancer or malignancy, Hodgkin lymphoma, non-Hodgkin lymphoma, leukaemia or melanoma?
50. A cyst, growth or tumour in either your brain or spine, or any form of brain injury?
51. Mental health condition that has resulted in a hospital admission or for them to be referred to a psychiatrist or specialist mental health services (such as CBT, psychologists, CAMHS, or a therapist)?


[bookmark: _Toc224208864]Health (Last 5yr)
In the last 5 years have you had any of the following:
52. Disorder of the Kidneys, bladder or prostate (for example protein or blood in the urine, kidney or bladder stones) 
53. Digestive system disorders affecting your stomach, oesophagus or bowel, for example Crohn’s disease, ulcerative colitis
54. Any condition relating to your endocrine system or autoimmune system including overactive thyroid issues, underactive thyroid issues, lupus, or any other form of autoimmune condition?
55. Gall bladder, liver or pancreas disorders for example gallstones, hepatitis, fatty liver
56. Any condition affecting your eyes including any visual disturbance such as double vision or blurred vision (please ignore wearing glasses or laser vision to correct sight)
57. Ear disorders including hearing impairment, tinnitus, vertigo, repeated episodes of dizziness or problems with balance
58. Arthritis, rheumatism or gout
59. Back or neck pain or any disease or disorder of the spine including sciatica, slipped or ruptured disc or whiplash injury
60. Joint pain or disorder of the knees, hips, ankles, shoulders, elbows or wrists, any type of arthritis or gout, any muscular pains, cartilage, ligament or tendon injuries
61. Fractures or broken bones
62. Raised blood pressure, raised cholesterol or any disorder of the blood or blood vessels or lymphatic system?(for example an anaemia). Excess sugar in the blood? Blood clot or deep vein thrombosis?
63. Asthma, Emphysema, Chronic obstructive pulmonary disease (COPD), Sinusitis, Influenza (flu), Rhinitis, Upper respiratory tract infections, or experienced any other form of lung or breathing disorder
64. Chest pain, palpitations or irregular heartbeat, paralysis, numbness, persistent tingling or pins and needles, tremor or facial pain (other than dental pain), memory loss, ongoing headache syndrome, dizziness or balance problems
65. Coronavirus which required treatment at hospital or other specialist clinic
66. Mental health disorder including stress, anxiety, depression, eating disorders, low mood, self-harm or insomnia
67. Chronic fatigue, post viral fatigue, chronic exhaustion, myalgic encephalitis (ME), or Fibromyalgia
68. A mole or freckle which has become painful, changed colour or appearance or increased in size or bled
69. A growth, lump, polyp or tumour of any kind
70. A gynaecological condition for which you have not been discharged from follow up, or a cervical smear requiring further investigations
71. A sexually transmitted infection or are you awaiting such a test? 
72. An illness, injury or disability that’s kept you off work for a continuous period of 2 weeks or more

[bookmark: _Toc224208865]Health (Last 3 years)
Aside from anything you have already told us in this application, in the last 3 years have you:
73. Been referred to a specialist (including if you are on the waiting list) or been advised to have any medical investigations (for example blood tests, x-rays, urine tests, scans, biopsies or internal camera investigations) in connection with a medical condition or symptom even if you are awaiting the results?
74. Been admitted to a hospital overnight?
75. Had any medical condition, illness or injury for which you are currently receiving treatment, or have you received treatment for over a continuous period of four weeks or more?

[bookmark: _Toc224208866]Health (Last 3 months)
Apart from anything you have already told us about in this application, have you had any of the following in the last 3 months:
76. A lump, growth, cyst or lesion that has grown or changed appearance, blood in your urine, bleeding from the bowel, a cough that has lasted for more than 3 weeks or unexplained weight loss?
77. Any other symptom you are planning to consult a doctor about?

[bookmark: _Toc224208867]Family History
Has any of your natural parents, siblings (brothers or sisters) before the age of 60 been diagnosed with any of the following conditions:
78. Alzheimer's disease or dementia
79. Bowel or colon cancer or tumour(s), including polyposis coli and familial polyposis
80. Breast or ovarian cancer or tumour
81. Cardiomyopathy
82. Diabetes
83. Heart disease, Angina or Stroke (including Heart attack or MI)
84. Huntington’s disease
85. Motor neurone disease
86. Multiple sclerosis, optic neuritis or retrobulbar neuritis
87. Muscular or myotonic dystrophy
88. Parkinson’s disease or form of parkinsonism
89. Polycystic kidney disease
90. Any member of your family being diagnosed with any other hereditary disease or disability that you are regularly receiving screenings for, or are due to see a health professional for



4. [bookmark: _Toc224208868]Declaration and How will we use your data?

For your client's benefit and protection please read the following to them. If you, or they, have any questions or would like to discuss this in future please get in touch.
I declare that:
· I am aged between 16 and 60;
· I am resident in the United Kingdom (includes the Isle of Man);
· To the best of my knowledge and belief, the answers I provided during my application are true and complete and that no important fact has been omitted or falsely stated;
· I understand that if the answers given are not truthful, accurate, and complete that Shepherds Friendly Society Limited may not pay a future claim and may amend or cancel my plan;
· I will let Shepherds Friendly Society Limited know if the answers I have provided during my application change before my cover starts. I am aware that any changes may result in alterations to the cover being offered or cover being withdrawn;
· I understand that Shepherds Friendly may request medical information to support my application. If Shepherds Friendly does need to obtain medical information, I will need to sign a consent form under the Access to Medical Reports Act (AMRA) 1988. My consent will allow Shepherds Friendly Society Limited to request information from any doctor or health care professional who has at any time attended me concerning anything which affects my physical or mental health, and I authorise the giving of such information.
Summary of the main points contained in the Act. The provisions noted in the Act above became effective from 1st January 1989 and before we can apply for a medical report from your doctor we not only need your consent but must offer you the right to see the report before it is sent to us. There are a number of rights under this Act of which you should be aware, and these are set out below as follows:
· You may withhold your consent.
· You have the right to see the report before it is sent to us provided that you apply to the doctor within 21 days, or during the 6 months after that. The doctor may charge you a fee for supplying the report.
· You can ask the doctor to amend any part of the report which you consider to be incorrect or misleading and if the doctor does not agree you may append your comments.
· The doctor can withhold part or all of the report from you if he/she has reasons why he/she thinks you should not see it. Full details of your rights under the Act can be made available on request.
Agreement required to the declarations above.

How will we use your data?
To help us handle any queries you might have and for keeping records of communications. If you contact us by telephone, email or post we may collect and retain your contact details and the contents of your communication in hard and/or electronic copy. We would like to make you aware that calls to Shepherds Friendly may be recorded for training or monitoring purposes.
To work with carefully selected third parties who help us to administer your plan and provide essential services to you. For example, to make electronic searches about you at Credit Reference Agencies that supply information, including information from the Electoral Roll, for the purposes of verifying my identity. I understand that these Agencies will record details of any such searches whether or not this application proceeds.
I understand that The Shepherds Friendly Society Limited reserves the right to request any such other documentary evidence it considers necessary to assist in the verification of my identity.
To collect and process personal information about you in relation to this application and for the ongoing management of my plan. Information may be held on computer, paper file or other appropriate medium for as long as the application is being considered, for as long as the plan remains in force and for an appropriate period thereafter.
Your information will be held by The Shepherds Friendly Society Limited. The information that you have supplied will be kept confidential and will not be disclosed to any other party without your consent unless it is lawful to do so.
It may be used to keep our records up to date, for business analysis and market research purposes and to advise you by post, telephone and /or electronic methods about any products and services offered by The Shepherds Friendly Society Limited and its subsidiaries that may be of interest to you.
To make a claim on your plan you will need to complete a claim form, which may require additional personal information to be submitted, which may include sensitive personal data as per the GDPR definition. This enables us to handle your claim quickly and efficiently. It also allows us to carry out necessary investigative processes to prevent fraudulent claims.
Your information will be held by The Shepherds Friendly Society Limited. The information that you have supplied will be held securely, in accordance with data protection rules and will not be disclosed to any other party without your consent unless it is lawful to do so.
If you would like to request a copy of the information held about you please write to The Shepherds Friendly Society Limited Data Protection Officer.
Your communication preferences
Your privacy is of the highest importance to us, and unless you give us permission to do so, we will never release your Personal Information to anyone outside the company for their mailing or marketing purposes.
To ensure that we send the right information to you, please let us know your communication preferences:
I would like to receive marketing communications by:
Post
Email
Telephone
Text message
View our full Privacy Notice
If you wish to update or opt-out of receiving marketing communications at any time, please get in touch by phone or email.
Essential member communications
Please note: We are required by our regulators, the Financial Conduct Authority and the Prudential Regulation Authority, to give all our member access to information such as their transactions, bonus rates and payment details via an annual bonus statement. In addition to this we are also required to invite members to our Annual General Meeting, which involves the distribution of a voting paper, voting guide and AGM information. We also collate member feedback via annual surveys, which helps us improve our plans and service offered to our members. These essential and required communications will be sent out at least once a year.






















5. [bookmark: _Toc224208869]Additional Underwriting Questions

The following questions may be asked depending on the answer given to the relevant questions. Note, not all questions listed under each question section will be asked in the online application, as they trigger dynamically depending on answers given throughout the application. Therefore, this should be used as a guide to obtain the right information from your client prior to applying online.

[bookmark: _Toc224208870]Lifestyle
[bookmark: _Have_you_experienced]Have you experienced any form of weight change during the past 12 months?
Please provide more information regarding the weight changes you have experienced including:
· The maximum (highest) weight you have been in the last 12 months
[bookmark: _Do_you_drink]Do you drink Alcohol currently or have you ever previously consumed alcohol?
· Have you ever been medically advised to reduce your alcohol consumption, been referred to an alcohol reduction unit, or become dependent on alcohol?
· Are you still consuming alcohol or have you done so in the last 5 years
· What is your typical weekly alcohol consumption (in units)?
[bookmark: _Have_you_ever]Have you ever used recreational drugs, or drugs not supplied by a doctor, become reliant on any form of drug (e.g. ecstasy, cocaine, heroin, cannabis, anabolic steroids, or psychoactive substances?) Or, have you ever misused or become dependent on drugs prescribed by a doctor or medical professional?
· Was this used on a one-off occasion only with no side effects or on-going issues (i.e. mental health symptoms, palpitations, neurological symptoms or difficulty sleeping)?
· Which drug(s) and when did you last use them? Anabolic steroids | Cannabis or Marijuana | Cocaine | Hallucinogens | Inhalants (glues, gases, aerosols) | Meth amphetamine (crystal meth) | Opiates (including heroin) | Prescription drug misuse | Stimulants (MDMA, amphetamines) | Synthetic drugs

[bookmark: _Neurological_conditions_or][bookmark: _Toc224208871]Health (Ever)
Neurological conditions or visual disturbances including epilepsy (or seizures, fits or blackouts), multiple sclerosis, muscular dystrophy, motor neurone disease or ALS, Parkinson's disease, or visual disturbances?
· Which condition?
· Have you been prescribed or taken medication in the last 5 years? or have any follow ups or testing been required in the past 5 years?
· Have you been seizure free for 10 years?
· Do you still require follow up tests or investigations of any kind?
· Is your diagnosis related to any other condition or cause such as a tumour, alcohol abuse or head injury?
· Has your diagnosis occurred or have you been hospitalised within the past two years?
· Is there any alteration of consciousness (i.e. blackouts) during the seizures?
· Have the results of any neurological imaging scans (i.e. CT, MRI, EEG) been confirmed as normal?
· Have you had any seizures within the past 3 years?
· How many seizures have you had within the past three years?

[bookmark: _Heart_(including_the]Heart or circulatory system disorders, including heart valve disorders, heart attack (myocardial infarction), angina, cardiomyopathy, heart murmur, heart surgery, any disease of the arteries or peripheral vascular system including poor circulation in the legs?
· Condition/symptoms experienced including the exact diagnosis given
· The date(s) of the symptoms
· Are symptoms of the condition ongoing?
· Treatment provided and if you remain under follow up

[bookmark: _Stroke,_mini_stoke,]Stroke, mini stoke, transient ischaemic attack (TIA), brain haemorrhage, aneurysm, or surgery to your blood vessels?
· Have you made a full recovery with no ongoing symptoms, and all follow up tests normal?
· Were your last symptoms within the past two years?
· The condition, including the diagnosis given
· The date(s) of the symptoms
· Treatment provided
· The results of any tests or investigations
· Have you remained under follow up

[bookmark: _Diabetes,_raised_blood]Diabetes, raised blood sugar, pre-diabetes, Impaired Glucose Tolerance (IGT) or sugar in the urine?
· What are your latest HbA1c levels? 
· Duration since diagnosis?
· Have you ever been diagnosed with any nerve (neuropathy), Kidney, or eye (retinopathy) issues? 
· Have you ever been hospitalised due to your diabetes diagnosis? 
· How much time off work have you taken due to this?
· Do you require intravenous medication (insulin) to manage your condition?
· If gestational:
· Was your diabetes diagnosed before pregnancy?
· Are you currently pregnant?
· Are you taking any treatment for this?
· Are you awaiting any follow up consultations or tests?
· Have you blood sugar levels returned to normal?

[bookmark: _Cancer_or_malignancy,]Cancer or malignancy, Hodgkin lymphoma, non-Hodgkin lymphoma, leukaemia or melanoma?
· The diagnosis given, Including the type of tumour or cancer
· The staging (if known)
· The date(s) of the diagnosis
· Last date of treatment and the treatment provided

[bookmark: _A_cyst,_growth]A cyst, growth or tumour in either your brain or spine, or any form of brain injury?
· Have you been diagnosed within the past 12 months?
· The diagnosis given, including the tumour name
· The location of the tumour
· The staging (if known)
· The date(s) of diagnosis
· The last date of treatment and the treatment provided

[bookmark: _Neurological_conditions_or_1]Neurological conditions or visual disturbances including epilepsy (or seizures, fits or blackouts), multiple sclerosis, muscular dystrophy, motor neurone disease or ALS, Parkinson’s disease, or visual disturbances?
· What condition/s have been diagnosed? and the date of diagnosis
· What symptoms have you had?
· What treatment have you had?
· Are you awaiting any investigations or appointments?
· If Epilepsy:
· Have you been prescribed or taken medication in the last 5 years? or have any follow ups or testing been required in the past 5 years?
· Have you been seizure free for 10 years?
· Do you still require follow up tests or investigations of any kind?
· Is your diagnosis related to any other condition or cause such as a tumour, alcohol abuse or head injury?
· Has your diagnosis occurred or have you been hospitalised within the past two years?
· Is there any alteration of consciousness (i.e. blackouts) during the seizures?
· Have the results of any neurological imaging scans (i.e. CT, MRI, EEG) been confirmed as normal?
· Have you had any seizures within the past 3 years?
· How many seizures have you had within the past three years?

[bookmark: _Mental_health_condition]Mental health condition that has resulted in a hospital admission or for them to be referred to a psychiatrist or specialist mental health services (such as CBT, psychologists, CAMHS, or a therapist)?
· Details of any conditions you have been diagnosed with
· Details of any hospitalisations and the dates
· Details of your symptoms and date(s) of your last symptoms
· Details of any treatment received
· Details of any time off work

[bookmark: _Toc224208872]Health (Last 5 years)
[bookmark: _Disorder_of_the]Disorder of the Kidneys, bladder or prostate (for example protein or blood in the urine, kidney or bladder stones) 
· Which condition?
· Do you require any ongoing treatments or follow ups?
· Have many times have you been diagnosed with this?
· When were your last symptoms?
· Have you made a full recovery with no ongoing symptoms, no impairment to kidney function and normal urine?
· Are any further referrals, testing or treatments required?
· Is this an ongoing condition or has this appeared more than once in the past 12 months?

[bookmark: _Digestive_system_disorders]Digestive system disorders affecting your stomach, oesophagus or bowel, for example Crohn’s disease, ulcerative colitis
· Which condition?
· Are you currently experiencing symptoms?
· How often do you experience symptoms each year?
· Have you been referred for any tests or investigations for this condition or do you remain under follow up?
· Has the cause of your symptoms been diagnosed as simple reflux or an ulcer with other causes excluded? (i.e. not caused by, medication, alcohol, food intolerances, hiatus hernia or other underlying cause)
· Are your reflux symptoms affected by any form of mental health issue (anxiety or stress), or hypersensitivity issue?
· Have you ever been hospitalised due to a digestive system disorder?
· How much time off work have you taken due to this condition in the past 12 months?
· Have you been referred for any tests or investigations for this condition or do you remain under follow up?

[bookmark: _Any_condition_relating]Any condition relating to your endocrine system or autoimmune system including overactive thyroid issues, underactive thyroid issues, lupus, or any other form of autoimmune condition?
· Do you remain under the care of a specialist?
· Has any form of surgery or radioiodine therapy been required?
· Has there been any form of malignancy diagnosed? Have you been asked to have your thyroid function checked more than once every six months?
· Have you been informed that your thyroid function has been stabilised and remained within the normal range over the past 12 months?
· Have you ever been diagnosed with Graves’ disease?
· Have you ever required surgery or hospitalisation due to this condition?
· Have you required any change in medication over the previous 12 months?
· When did you last experience any symptoms relating to your thyroid? (including anxiety, goitre, slow movement, fatigue, heart rate issues, weight gain, or hair and skin disorders)?

[bookmark: _Gall_bladder,_liver]Gall bladder, liver or pancreas disorders for example gallstones, hepatitis, fatty liver
· Was this a chance finding with no symptoms experienced?
· Have you experienced any complications as a result of this (i.e. pancreatitis. scarring, bile duct obstruction, chronic inflammation, or perforation into adjoining organs)?
· Has curative surgery taken place with no ongoing symptoms, and with no further treatment or follow ups required?
· Is this a single episode only with no ongoing symptoms?
· Was this over 2 years ago?

[bookmark: _Any_condition_affecting]Any condition affecting your eyes including any visual disturbance such as double vision or blurred vision (please ignore wearing glasses or laser vision to correct sight)
· Has this been caused by any underlying condition (such as malignancy, diabetes, or heart and circulatory issues)?
· How many episodes of this have you been diagnosed with?
· Do you continue to experience any discomfort or visual impairment?
· Do you continue to require treatment for this condition?
· Have you had corrective surgery and experienced a full recovery?
· What was the date of your surgery?
· Do you remain under specialist follow up?
· Does your intra-ocular pressure (fluid pressure within the eye) remain abnormal?
· If retinal detachment:
· Was your retinal detachment caused by a trauma (i.e. injury)?
· How many occasions has this occurred?
· When was your surgery and full recovery?
· Any other eyer condition

[bookmark: _Ear_disorders_including]Ear disorders including hearing impairment, tinnitus, vertigo, repeated episodes of dizziness or problems with balance
· If Tinnitus:
· Has this occurred for the first time within the past 6 months?
· Have you undergone any tests or investigations relating to your tinnitus?
· Have these tests been able to diagnose any cause for your tinnitus?
· Do you remain under follow up with a specialist due to this condition?
· Are there any accompanying complications or disabilities? (i.e. vertigo, dizziness, or a restriction on day-to-day duties)
· When were your last symptoms of tinnitus?
· If Outer ear disorder or infection (i.e. otitis externa, swimmers ear):
· Does this involve any form of malignancy, or involvement of the bone, skull, or cranial nerves?
· Has this condition caused any other associated symptoms? (i.e. hearing loss, vertigo, tinnitus etc.)
· Have any referrals, or further testing or investigations been required?
· Do you remain under follow up due to this condition?
· When were your last symptoms?
· If Middle ear disorder or infection (i.e. otitis media):
· Is there any malignancy involved or any involvement or spread to the surrounding bone, skull, cranial nerves, or brain? (i.e. mastoiditis or meningitis)?
· Is this a cholesteatoma or other form of ear growth?
· When were you diagnosed with this?
· When was the date of your last symptoms?
· If Inner ear disorder (i.e. vertigo, meniere’s disease, vestibular neuronitis):
· Is there any malignancy involved or any involvement or spread to the surrounding bone, skull, cranial nerves, or brain? (i.e. mastoiditis or meningitis)
· Do these symptoms relate to any condition or disease of the brain, central nervous, or cardiovascular system?
· Have any referrals, further testing or investigations been required?
· Has this condition caused any other associated symptoms (i.e. hearing loss, vertigo, tinnitus etc)?

[bookmark: _Arthritis,_rheumatism_or]Arthritis, rheumatism or gout
· Which condition?
· Does this condition affect more than one joint?
· Do you require ongoing follow ups or regular medication for this condition?
· When were your last symptoms
· Please advise which joint is affected?
· If gout:
· How many attacks do you experience per year on average?
· Have you required any time off work
· Have you required any time off work?
· Is your gout easily treated with medication? (i.e. does this relieve the symptoms)
· Has your gout caused any arthritic or joint changes?
· When was your last episode of gout?


[bookmark: _Back_or_neck]Back or neck pain or any disease or disorder of the spine including sciatica, slipped or ruptured disc or whiplash injury
· Which condition?
· Does your client have any neurological deficit? (i.e. abnormal function of the body due to nerve impairment such as numbness, muscle weakness, or paralysis?)
· Has any form of surgery been required?
· Has any referral to a spinal specialist or pain clinic been required?
· Have you required more than 1 week(s) time off work?
· Do you require any ongoing treatment or are you awaiting any pending referrals for your condition?
· When were your last symptoms?

[bookmark: _Joint_pain_or]Joint pain or disorder of the knees, hips, ankles, shoulders, elbows or wrists, any type of arthritis or gout, any muscular pains, cartilage, ligament or tendon injuries
· Which condition?
· Are symptoms ongoing? (i.e. lack of mobility or instability of the hand, or pain).
· Has the condition been corrected surgically?
· Has your surgery led to a complete recovery?
· How many Joints or areas of the body have been affected?
· Has any surgery been required?
· Has there been any abnormal function of any area of the body due an impairment of the nerves or muscles? (i.e. paraesthesia, muscle weakness or numbness)
· Has any form of arthritis been diagnosed?
· Have you required more than one week time off work due to this condition?
· When were your last symptoms?
· Please tell us which joint/area of the body has been affected
· When was the date of your last symptoms?

[bookmark: _Fractures_or_broken]Fractures or broken bones
· Which joint/area of your body has been affected?
· How many Joints or areas of the body have been affected?
· Do you have any ongoing symptoms?
· When were your last symptoms?
· Has this healed in an anatomically correct way, with no ongoing symptoms and no ongoing issues? (e.g. no lack of mobility or functionality, no ongoing pain, no alteration in gait or being unable to bear weight)
· Have you required more than one week time off work or remain under specialist follow up?

[bookmark: _Raised_blood_pressure,]Raised blood pressure, raised cholesterol or any disorder of the blood or blood vessels or lymphatic system?(for example an anaemia). Excess sugar in the blood? Blood clot or deep vein thrombosis?Which condition?
· Do you continue to require treatment for this condition? (i.e. warfarin, heparin)
· Do you have any ongoing symptoms?
· Do you remain under specialist referral due to this condition?
· Has surgery been required due to your clot, thrombosis, or embolism?
· How many episodes of DVT or embolism have you experienced?
· Was your clot/embolism, or thrombosis caused by any other condition?
· When did you last experience any symptoms or require treatment for this condition?
· Are you required to attend specialist (hospital) referrals due to this condition?
· Have you ever experienced any dizziness or alteration in consciousness due to your cholesterol (i.e. fainting)
· Have you ever had any abnormal heart or circulatory investigations? (i.e. ECG, MRI, Ultrasound, blood tests)
· Have you ever required time off work due to your cholesterol levels?
· Have you been prescribed any medication due to your cholesterol/lipid levels?
· Do you know your latest cholesterol reading?
· Have you required a change to your cholesterol medication in the past 12 months?

[bookmark: _Asthma,_Emphysema,_Chronic]Asthma, Emphysema, Chronic obstructive pulmonary disease (COPD), Sinusitis, Influenza (flu), Rhinitis, Upper respiratory tract infections, or experienced any other form of lung or breathing disorder
· What condition?
· If Asthma:
· Does this limit your activities in any way? (i.e. walking long distances or climbing stairs)
· How often do symptoms of your asthma occur?
· Does your asthma cause you to wake at night or cause nocturnal symptoms?
· How often do you require reliever or rescue medication for your symptoms?
· How often have you required hospital treatment in the last 2 years for your asthma?
· How often have you required hospital treatment in the past two years for your asthma?
· If other:
· The date, or approximate date, you were diagnosed
· The date of your last symptoms or if any symptoms are on-going
· Are you still under follow up? or are you awaiting any investigations treatments or appointments?
· What treatment has been provided?
· Have you taken any time off work? and if so, please provide the details of time off work

[bookmark: _Chest_pain,_palpitations]Chest pain, palpitations or irregular heartbeat, paralysis, numbness, persistent tingling or pins and needles, tremor or facial pain (other than dental pain), memory loss, ongoing headache syndrome, dizziness or balance problems
· Which condition?
· If Migraine/Tension Headache:
· Has this diagnosis been confirmed by a medical professional?
· Have you been referred for further treatment or investigation due to your symptoms?
· Do you remain under follow up due to this condition?
· Have you required more than 1 week time off work due to this condition?
· How many episodes of headache do you experience each month?
· If other:
· What symptoms you have had 
· (Please provide full details of all your symptoms including any chest pain, palpitations or irregular heartbeat, any paralysis numbness persistent tingling or pins and needles, any tremor or non-dental facial pain or any memory loss, dizziness or balance problems)
· The date(s) of your first and last symptoms or if any symptoms are on-going
· Details of any time off work
· The results of any referrals, tests or investigations including any diagnosis
· If any further referrals tests or appointments are expected or required

[bookmark: _Coronavirus_which_required]Coronavirus which required treatment at hospital or other specialist clinic
· Did your condition require hospitalisation?
· What date were you diagnosed with this condition?
· Have you made a full recovery? (i.e. no longer receiving treatment, no residual effects, full return to work)
· When were your last symptoms or treatment?

[bookmark: _Mental_health_disorder]Mental health disorder including stress, anxiety, depression, low mood, eating disorders, self-harm or insomnia
· When was the last time you experienced symptoms of this?
· Are your symptoms continuous? (i.e. do not resolve between episodes)
· Do you have any major problems with self-care or an inability to perform any activities of daily living? (i.e. issues with fatigue or leaving the house)
· Have you ever been hospitalised, experienced thoughts of suicide or self-harm, or been prescribed antipsychotic medication (i.e. risperidone, or quetiapine)?
· Have you ever experienced any other form of mental health issue?
· Have you ever had a history of drug or alcohol misuse?
· How much time off work have you taken due to this?
· Is your condition managed with a single low dose medication only (i.e. Prozac, citalopram, paroxetine, sertraline), or talking therapy?
· Do you have any problems with self-care or an inability to perform any activities of daily living? (i.e. issues with fatigue or leaving the house)
· Has this diagnosis been confirmed (i.e. more than 6 months symptoms and testing)
· Have you made a complete recovery? (i.e. complete symptom remission for at least six months, return to normal levels of functioning, not using coping strategies or medications)

[bookmark: _Chronic_fatigue,_post]Chronic fatigue, post viral fatigue, chronic exhaustion, myalgic encephalitis (ME), or Fibromyalgia
· Which condition? 
· Has this diagnosis been confirmed (i.e. more than 6 months symptoms and testing)
· Have you made a complete recovery? (i.e. complete symptom remission for at least six months, return to normal levels of functioning, not using coping strategies or medications)
· Date of last symptoms?

[bookmark: _A_mole_or]A mole or freckle which has become painful, changed colour or appearance or increased in size or bled
· Is the mole or freckle causing any symptoms (such as itching, bleeding, oozing, pain, or is it increasing in size)?
· Has the mole or freckle been excised (removed)
· Was the mole or freckle confirmed as being benign (non-cancerous) following removal?
· Is this a recurrence of a previous mole or freckle or are their multiple moles or freckles involved?

[bookmark: _A_growth,_lump,]A growth, lump, polyp or tumour of any kind
· Which condition?
· Has this diagnosis been confirmed by a health professional?
· Does your cyst cause you symptoms (i.e. pain, lack of mobility or functionality)?
· Have you required any time off work due to this condition?
· How many episodes of this have you experienced?
· Have you required a specialist referral due to your condition?
· How long have you now been free of symptoms for?
· Have you had surgery to completely remove this with no further follow ups required?

[bookmark: _A_gynaecological_condition]A gynaecological condition for which you have not been discharged from follow up, or a cervical smear requiring further investigations
· Which condition?
· Has this condition been clinically confirmed following investigation?
· Has this condition been confirmed as benign (non-malignant)?
· Are you experiencing any ongoing symptoms? (i.e. pain, bleeding, pressure, or bowel or urinary dysfunction?)
· Are you awaiting any investigations, treatment or follow ups?
· Have you been discharged from any further review?
· How much time off work has been taken due to this condition in the past 12 months?

[bookmark: _Chlamydia,_Gonococcal_Infection]A sexually transmitted infection or are you awaiting such a test?
· Which condition?
· Have you made a full recovery from Chlamydia with no ongoing treatment required and no complications?

[bookmark: _An_illness,_injury]An illness, injury or disability that’s kept you off work for a continuous period of 2 weeks or more
· Has a diagnosis or cause been established
· The symptom(s) involved
· Details of any tests or investigations
· Any previous or planned treatment
· The amount and date(s) of any time off work.

[bookmark: _Toc224208873]Health (Last 3 years)
[bookmark: _Been_referred_to]Been referred to a specialist (including if you are on the waiting list) or been advised to have any medical investigations (for example blood tests, x-rays, urine tests, scans, biopsies or internal camera investigations) in connection with a medical condition or symptom even if you are awaiting the results?
· The diagnosis or cause given
· The symptom(s) involved
· Details of any tests or investigations (and their results)
· Any previous or planned treatment
· Amount and date(s) of any time off work.

[bookmark: _Been_admitted_to]Been admitted to a hospital overnight?
· The reason for your hospital admission(s)
· Details of any diagnosis or cause
· The results of any tests or investigations
· What treatment has been provided
· The length of your hospital stay
· Details of time taken off work

[bookmark: _Had_any_medical]Had any medical condition, illness or injury for which you are currently receiving treatment, or have you received treatment for over a continuous period of four weeks or more?
· The reason for your medical treatment(s)
· Your diagnosis or cause of symptoms
· The results of any tests or investigations
· Details of the treatment provided/received
· The length of any time taken off work
· Details of any medical referrals

[bookmark: _Toc224208874]Health (Last 3 months)
[bookmark: _A_lump,_growth,]A lump, growth, cyst or lesion that has grown or changed appearance, blood in your urine, bleeding from the bowel, a cough that has lasted for more than 3 weeks or unexplained weight loss?
· The symptoms you have been experiencing
· The details of any medical advice you have sought
[bookmark: _Any_other_symptom]Any other symptom you are planning to consult a doctor about?
· The symptoms that you are experiencing
· When you are due to consult a health professional
· Details of any time off work
· Details of any medication taken
· If these symptoms have occurred previously
· The date of the first symptoms

[bookmark: _Toc224208875]Family History
[bookmark: _Has_any_of]Has any of your natural parents, siblings (brothers or sisters) before the age of 60 been diagnosed with any of the following conditions:
[bookmark: _Alzheimer's_disease_or]Alzheimer's disease or dementia
· Have you experienced any neurological symptoms?
· How many of your first-degree relatives have been diagnosed

[bookmark: _Bowel_or_colon]Bowel or colon cancer or tumour(s), including polyposis coli and familial polyposis
· Do you have any family history of, or a clinical suspicion of, Lynch syndrome, or a hereditary polyp syndrome (e.g. FAP), or endometrial cancer?
· How many of your relatives have been diagnosed with this?
· Have you had a colonoscopy confirming no tumours present within the past 5 years

[bookmark: _Breast_or_ovarian]Breast or ovarian cancer or tumour
· How many of your first- or second-degree relatives have been diagnosed with breast or ovarian cancer or tumours?
· At what age was your relative diagnosed with breast or ovarian cancer or tumours?
· Have you undergone any preventative treatment due to your family history?

[bookmark: _Cardiomyopathy]Cardiomyopathy
· The type of cardiomyopathy your family member has been diagnosed with
· The age they were diagnosed with this
· The number of relatives affected
· Results of any investigations or tests you have yourself taken

[bookmark: _Diabetes]Diabetes
· Details of the relatives that have been diagnosed with diabetes
· The relatives age when they were diagnosed

[bookmark: _Heart_disease,_Angina]Heart disease, Angina or Stroke (including Heart attack or MI)
· Which relatives have been affected
· The relatives age when they were diagnosed

[bookmark: _Huntington’s_disease]Huntington’s disease
· Have you experienced any neurological symptoms (such as muscle twitching or jerking, memory loss or lapses, confusion, visual issues, language difficulties, motor coordination or muscle weakness or stiffness, incontinence, hallucinations or sleep disturbances?)

[bookmark: _Motor_neurone_disease]Motor neurone disease
· How many generations of your relatives have been diagnosed with motor neurone disease?
· How many of your first-degree relatives have been diagnosed with motor neurone disease?
· At what age was your family member diagnosed?

[bookmark: _Multiple_sclerosis,_optic]Multiple sclerosis, optic neuritis or retrobulbar neuritis
· Do you have any neurological symptoms?
· Is the family member affected your twin sibling?

[bookmark: _Muscular_or_myotonic]Muscular or myotonic dystrophy
· The type of muscular or myotonic dystrophy that your first-degree family relative has been diagnosed with. (i.e. Duchenne’s, Emery-Dreyfuss, Limb Girdle)

[bookmark: _Parkinson’s_disease_or]Parkinson’s disease or form of parkinsonism
· How many of your relatives have been diagnosed with Parkinson’s disease or Parkinsonism?

[bookmark: _Polycystic_kidney_disease]Polycystic kidney disease
· Have you had an abnormal ultrasound scan of your kidneys within the past 5 years?
· Have you had any abnormal renal (kidney) function tests or symptoms within the past 5 years?

[bookmark: _Any_member_of]Any member of your family being diagnosed with any other hereditary disease or disability that you are regularly receiving screenings for, or are due to see a health professional for
· Details of the hereditary condition(s)
· Details of any tests or investigations you have had and the results
· If any further investigations treatments or referrals are expected or planned
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