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Health Questionnaire

APPLICANT'S PERSONAL DETAILS

Surnames

First name

DO NOT

WRITE IN
SHADED
BOXES

Adeslas

ID No/NIF

DETAILS OF THE PERSON TO BE INSURED (In the case of a handicapped person, this questionnaire may be filled in by the legal representative)

Surnames

First name

Age Sex Weight Height

DETAILS OF THE LEGAL REPRESENTATIVE

Surnames

Relationship to applicant

ID No/NIF

Order Number

First name

INFORMATION RELEVANT TO HEALTH

ID No/NIF

1. Do you suffer or have you suffered from any iliness in the last 5 years?
If yes, was it any of these in particular?

1. Heart problems (heart attack, angina, arrhythmia, others)
Please specify which

2. Kidney or urological disorder (kidney failure, high creatinine levels, prostate disorder, other)
Please specify which

3. Vascular problems (thrombosis, embolism)
Please specify which

Please specify which
5. Diabetes
Please specify: Type 1 D Type 2 D
6. Thyroid or endocrine system disorder
Please specify which

7. High blood pressure. Indicate the last two blood pressure readings included
in a report (*) \ / | ‘ /

8. High cholesterol (over 220 mg/dl). It is not necessary to specify a value.
9. COPD, chronic bronchitis, emphysema. If yes, give the FEV 1

(**) from your last spirometry :l

. Other respiratory diseases (asthma, sleep apnea)
Please specify which

1

o

1

-

. Digestive or liver disorder (hepatitis, cirrhosis, Crohn's disease, other)
Please specify which

1

N

. Eye disease (cataract, glaucoma, retinal disease)
Please specify which

1

w

. Disorders of the musculoskeletal system (arthritis, osteoarthritis, herniated disk, other)
Please specify which
14. Thyroid or endocrine system disorder
Please specify which
1

(2]

. Psychiatric iliness (depression, schizophrenia, anorexia, other)
Please specify which

1

o

. Infectious disease
Please specify which

1

]

. Other ilinesses
Please specify which

4. Nervous system condition (stroke, embolism, Parkinson's, multiple sclerosis, epilepsy, other)
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ves [ No[]
ves [ o []

Yes D No D
Yes D No D

ves [ No[]
ves [ o[
ves [] No[]
ves [] No [
ves [ o []
ves [] o [
ves [ No [
ves [J No [

N

Do you consume or have you ever consumed more than 5 units of alcohol per day (1 unit =
glass of beer / wine / spirits / others)?
Specify quantity per day and type of drinks

Yes El No D

g

Yes D No D

Are you or have you ever been a smoker?
Indicate the number of cigarettes per day and for how many years

>

Yes D No D

Do you use or have you used narcotics or drugs?
Specify which, for how long, and when was the last time?

o

Are you currently under medical supervision or undergoing any type of treatment?
Specify what type and why

Yes D No D

o

Have you been admitted to hospital, operated on, or have you undergone any study or treatment or
do you expect to be so soon? Specify the reason, the date and if there have been any after-effects

Yes D No D

7 Have you suffered any trauma or accident?
Specify the date, the treatment and if there have been any after-effects

Yes D No D

Do you have a disability or handicap that has been certified or for which certification has been
applied for? Specify the degree of disability, type of handicap and the medical cause

b

Yes D NOD

9 Have you been absent from work for more than 3 weeks in the last 5 years
Specify the reason, duration and if there have been any after-effects

Yes D No D

The undersigned declares, entirely at their own peril, that their answers to the questions asked are truthful and complete, expressly authorising SegurCaixa Adeslas to carry out the
checks it deems necessary regarding the origin and course of the illnesses or ailments for which care is required, at the appropriate time, under the Policy.

He/she authorises the Company, in the event of having had any illness, to contact the medical practitioners involved.

SegurCaixa Adeslas may cancel the Policy within one month of becoming aware of the declared person's incorrect or incomplete statements when completing the questionnaire, but this
right may not be based on the Insurer's ignorance of information on the Insured Person's health that is unrelated to the above questions.

Should there be fraud or gross negligence in the completion of this questionnaire, SegurCaixa Adeslas is, under all circumstances and from now on, released from the obligations that
the insurance establishes as its responsibility. (Art. 10 of the Insurance Contract Law).

Date Signature

COMMENTS

Date Accepted Rejected Office Application Number

SegurCaixa Adeslas, S.A. de Seguros y Reaseguros, as the party responsible for processing, will process the personal data provided in order to carry out the assessment of
the risk in accordance with the provisions of the Insurance Contract Law. The data provided will not be transferred to third parties. Further information on the SegurCaixa
Adeslas data protection policy, and in particular on how to exercise your rights of access, rectification, suppression and others, can be found on the following website:
www.segurcaixaadeslas.es/es/proteccion-de-datos

(*) Please indicate the penultimate measurement in the first box and the most recent in the second box. (**) If you can not find this information, please provide your latest medical report.
SegurCaixa Adeslas, S.A. de Seguros y Reaseguros, with registered address at Paseo de la Castellana, 259 C (Torre de Cristal), 28046 Madrid, with Tax No./ NIF A28011864, and registered in the Madrid Companies Registry, volume 36733, folio 213, page M-658265.

ITIS ESSENTIAL TO FILL IN ALL THE INFORMATION LEGIBLY AND WITHOUT MAKING ANY CHANGES
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DETAILS OF THE PERSON TO BE INSURED (In the case of a handicapped person, this questionnaire may be filled in by the legal representative)

Surnames

First name
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Surnames

Relationship to applicant
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Order Number

First name

INFORMATION RELEVANT TO HEALTH

ID No/NIF

1. Do you suffer or have you suffered from any iliness in the last 5 years?
If yes, was it any of these in particular?

1. Heart problems (heart attack, angina, arrhythmia, others)
Please specify which

2. Kidney or urological disorder (kidney failure, high creatinine levels, prostate disorder, other)
Please specify which

3. Vascular problems (thrombosis, embolism)
Please specify which

Please specify which
5. Diabetes
Please specify: Type 1 D Type 2 D
6. Thyroid or endocrine system disorder
Please specify which

7. High blood pressure. Indicate the last two blood pressure readings included
in a report (*) \ / | ‘ /

8. High cholesterol (over 220 mg/dl). It is not necessary to specify a value.

9. COPD, chronic bronchitis, emphysema. If yes, give the FEV 1

(**) from your last spirometry :l

. Other respiratory diseases (asthma, sleep apnea)
Please specify which

1

o

1

-

. Digestive or liver disorder (hepatitis, cirrhosis, Crohn's disease, other)
Please specify which

1

N

. Eye disease (cataract, glaucoma, retinal disease)
Please specify which

1

w

. Disorders of the musculoskeletal system (arthritis, osteoarthritis, herniated disk, other)
Please specify which
14. Thyroid or endocrine system disorder
Please specify which
1

(2]

. Psychiatric iliness (depression, schizophrenia, anorexia, other)
Please specify which

1

o

. Infectious disease
Please specify which

1

\‘

. Other ilinesses
Please specify which

4. Nervous system condition (stroke, embolism, Parkinson's, multiple sclerosis, epilepsy, other)
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Do you consume or have you ever consumed more than 5 units of alcohol per day (1 unit =
glass of beer / wine / spirits / others)?
Specify quantity per day and type of drinks

Yes I:l No I:l

g

Are you or have you ever been a smoker?
Indicate the number of cigarettes per day and for how many years

YesD No I:l

>

Yes D No I:l

Do you use or have you used narcotics or drugs?
Specify which, for how long, and when was the last time?

o

Are you currently under medical supervision or undergoing any type of treatment?
Specify what type and why

Yes D No D

o

Have you been admitted to hospital, operated on, or have you undergone any study or treatment or
do you expect to be so soon? Specify the reason, the date and if there have been any after-effects

Yes D No D

7 Have you suffered any trauma or accident?
Specify the date, the treatment and if there have been any after-effects

Yes D No D

Do you have a disability or handicap that has been certified or for which certification has been
applied for? Specify the degree of disability, type of handicap and the medical cause

b

Yes D No D

9 Have you been absent from work for more than 3 weeks in the last 5 years
Specify the reason, duration and if there have been any after-effects

Yes D No D

The undersigned declares, entirely at their own peril, that their answers to the questions asked are truthful and complete, expressly authorising SegurCaixa Adeslas to carry out the
checks it deems necessary regarding the origin and course of the illnesses or ailments for which care is required, at the appropriate time, under the Policy.

He/she authorises the Company, in the event of having had any illness, to contact the medical practitioners involved.

SegurCaixa Adeslas may cancel the Policy within one month of becoming aware of the declared person's incorrect or incomplete statements when completing the questionnaire, but this
right may not be based on the Insurer's ignorance of information on the Insured Person's health that is unrelated to the above questions.

Should there be fraud or gross negligence in the completion of this questionnaire, SegurCaixa Adeslas is, under all circumstances and from now on, released from the obligations that
the insurance establishes as its responsibility. (Art. 10 of the Insurance Contract Law).

Date Signature

COMMENTS

Date Accepted Rejected Office Application Number

SegurCaixa Adeslas, S.A. de Seguros y Reaseguros, as the party responsible for processing, will process the personal data provided in order to carry out the assessment of
the risk in accordance with the provisions of the Insurance Contract Law. The data provided will not be transferred to third parties. Further information on the SegurCaixa
Adeslas data protection policy, and in particular on how to exercise your rights of access, rectification, suppression and others, can be found on the following website:
www.segurcaixaadeslas.es/es/proteccion-de-datos

(*) Please indicate the penultimate measurement in the first box and the most recent in the second box. (**) If you can not find this information, please provide your latest medical report.
SegurCaixa Adeslas, S.A. de Seguros y Reaseguros, with registered address at Paseo de la Castellana, 259 C (Torre de Cristal), 28046 Madrid, with Tax No./ NIF A28011864, and registered in the Madrid Companies Registry, volume 36733, folio 213, page M-658265.

ITIS ESSENTIAL TO FILL IN ALL THE INFORMATION LEGIBLY AND WITHOUT MAKING ANY CHANGES
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