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Generali Worldwide
Asthma Questionnaire

PLEASE COMPLETE THIS FORM USING BLOCK CAPITALS

To be completed by the medical attendant.

Full name of the person to be assured:

Date of birth:  Patient since:

1. What was the date of onset?

2. How frequent are the attacks?

Are the attacks becoming more or less frequent?

3. How severe are the attacks?

Has the applicant ever been admitted to hospital for asthma or related chest disorders?  Yes    n   No    n
Please give full details

Has status asthmaticus ever occurred?  Yes    n   No    n

4. What treatment is the applicant currently receiving?

Please state dosage

Have corticosteroids ever been prescribed?  Yes    n   No    n

a) on long term basis    n
b) to cover acute episodes    n

5. Are there any physical signs, e.g. emphysema or chronic bronchitis?
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6. Please give dates and results on any relevant investigations (especially chest x-ray and Respiratory Function Tests, if available).

Date PEF FEV

Signature:
M M D D Y YDate:

Medical attendant’s stamp:
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Office: Generali Worldwide, 2nd Floor, Campbell Maritime Centre, West Bay Street, Nassau, Bahamas. 

Mailing Address: Generali Worldwide, P.O. Box AP-59217, Slot 2052, Nassau, Bahamas.

Licensed by the Insurance Commission of the Bahamas to carry on long-term insurance business in the Commonwealth of the Bahamas. 

T +1 242 328 6330   F +1 242 328 5972 

salesbahamas@generali-worldwide.com

Generali Worldwide is a trading name of Utmost Worldwide Limited
Registered Head Office address: Utmost Worldwide Limited, Utmost House, Hirzel Street, St Peter Port, Guernsey, Channel Islands GY1 4PA.

Regulated in Guernsey as a licensed insurer by the Guernsey Financial Services Commission under the Insurance Business (Bailiwick of Guernsey) Law, 
2002 (as amended).
Incorporated in Guernsey under Company Registration No. 27151.
generali-healthcare.com
Websites may make reference to products that are not authorised or regulated and/or are not available for offering to planholders in certain jurisdictions.
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