
 
 
 
Applicant Information 

Title (Mr./Mrs./Ms.) Last (Family) Name:__________________ First:_________________ Middle:_________ 
Address:___________________________________   Country:____________________________ 
   ___________________________________   Post Code:___________________________ 
City:_____________________________    Phone:______________________________ 
Mobile:________________   Fax:__________________   E-Mail:_____________________________ 
Languages Spoken:_________________________________________________ 
 
Person(s) to be covered:   (If more than 4 persons please use an additional form) 

 
Last (Family)  
Name 

First, Middle  
Name(s)                    

Sex 
 

M/F 

Height 
 

cm   
in  

Weight 
 

kg   
lbs  

Relationship to 
Applicant 

 
(spouse/child) 

Date of Birth 
 

(dd/mm/yy) 

1  
 

      

2  
 

      

3  
 

      

4  
 

      

 

Check Yes or No box for each question for each person seeking 
insurance.  Every question must be answered. 

Number refers to person as listed above 

1 
Yes  No 

2 
Yes  No 

3 
Yes  No 

4 
Yes  No 

1. Have you ever had or have you ever been told that you had disease, 
symptoms, or medical problems with any of the following: 

a. High blood pressure, chest pain, stroke, or disease of the heart or blood 
vessels? 

b. Cancer or tumor (benign or malignant), including cancer of the blood or 
lymph nodes, such as, leukemia, lymphoma, or myeloma? 

c. Diabetes? 
d. Epilepsy, convulsions or seizures? 
e. Lung or respiratory disorder? 
f. Gastric or intestinal disorder? 
g. Kidney disorder? 
h. Liver or pancreatic disorder? 
i. High blood cholesterol level? 
j . Presence of polyps in the colon, small intestine, and/or stomach?     
k. Anemia?     

2. Have you visited a medical doctor or medical facility during the last 2 years 
for reasons other than a brief illness? 

3. Have you been hospitalized or undergone any surgical procedure in the last 
four years? 

4. Do you anticipate any hospitalization, surgery, or treatment within the next 
12 months? 

5. Do you have Acquired Immune Deficiency Syndrome (AIDS) or have you 
ever tested positive for the Human Immunodeficiency Virus (HIV)? 

6. Have any of your immediate family (parents, brothers, or sisters) prior to 
age 60 been diagnosed with or treated for: polycystic kidney disease, 
cancer, cardiovascular disease, or heart disease? 

7. Are you currently taking or have you been advised to take any medication? 
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8. Have you smoked within the last 12 months? 

9. Have you ever had any life or medical insurance rejected, canceled, issued 
on special terms, or declined on renewal? 

10. Do you have other medical insurance? 

 
If any of the answers to questions 1 to 10  

 Questions 1-3:  Provide diagnosis or condition or problem, dates of occurrence, treatment and/or medication 
                          received, and results. 

 Question 4:       Provide diagnosis, condition, or problem. 
 Question 6:       Identify family member, disorder, and age at death. 
 Question 7:       List medications including name, dose, and how often. 
 Question 8:       State how many cigarettes/cigars per day, and for how many years you have smoked. 
 Question 9:       Provide details. 

Question 
No. Name of Person Details 

  
 

 

  
 

 

  
 

 

  
 

 

  
 

 

Attach a separate sheet if more space is needed. 

D E C L A R A T I O N 
I declare on behalf of myself and all other persons seeking insurance that to the best of my/our knowledge and understanding, the 
above statements are complete and true.  I/we have not withheld any information concerning the past or present state of my/our 
health.  I/we agree that the answers provided above shall be the basis for issuance of the policy and that any false, incorrect, or 
misleading statements may render this insurance null and void.  If accepted, this application becomes part of the insurance policy. 
If including children, I certify that all of my eligible children are included in this application. 

I/we understand that the insurance will not take effect until policy effective date, which will require the acceptance of this 
application, full payment of the subscriber fee and issuance of the policy.  Furthermore, I/we understand that if this application is 
accepted, there will be a 90 day waiting period before the effective date of the insurance.  I/we also understand our obligation to 
immediately advise the company of any material change in the health of any applicant prior to the effective date and that the failure 
to do so may render this insurance null and void. 
I understand that policy is subject to Pre-Existing Condition Exclusion. 

In the event of a claim against the policy, I acknowledge that PGH has the right to obtain all prior medical records.  
_______________________________________________   ___________________ 

Signature of Applicant       Date 

_______________________________________________   ___________________ 

Signature of Spouse (required if spouse is to be insured)   Date 

 

PA Y M E N T    MasterCard     Visa     American Express 
I Authorize PGH Insurance Services, Ltd to bill my account for  US $_____________ 

CARD Number:_________________________________    EXPIRATION DATE: ____ (mm)   20__(yy) 

Name as it appears on card:_________________________________  Signature:________________________ 
---------------------------------------------------------------------------------------------------------------------  

O fficial Use 
S.C . ________Plan________     ________Code________  

 

Preferred Care 
The Best Outcome Program 

______________________ 
Approved By                           Date 


