
1)  Have you ever consulted a doctor because of, 
sufferedfrom,beentreatedfor,orhadany
indicationofthefollowingmedicalconditions?

 a) Lungdisorder(asthma,bronchitis,tuberculosis)?
 b) Hearttrouble(chestpain,shortnessofbreath,

highbloodpressureorheartmurmur)?
 c) Stomachtrouble(ulcer,indigestion,orgall

bladderdisorders)?
 d) Diabetes,kidneydiseaseorurineabnormality?
 e) Cancer,tumourorgrowth,orblooddisorder?
 f) Positivetestresultsorpretestcounsellingfor,

or diagnosisofAIDS,antibodiestoHIVorany
otherimmunologicaldisorder?

 g) Epilepsy,paralysis,nervous,mentalor
emotional disorder?

 h) Back,spine,neckormusclepain/disorders,
neuritis,arthritis,rheumatism,orfibromyalgia/
chronicfatiguesyndrome?

 i) Anydisease,impairmentordeformitynotnamed?

 Yes No
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 9 9 

 9 9 

 

 9 9

2) Areyoucurrentlytakinganyprescription
medication?If“Yes”,providedetailsbelow.

3) Inthepast5years,haveyoubeenattendedtoby
aphysicianorotherhealthprofessional(suchas
achiropractor,massagetherapist,psychologist)
and/orhadmedicalorsurgicaltreatmentsother 
than stated above?

4) Haveyoueverbeenunabletoworkforyour
employeronafull-timebasisformorethan
three days?

5) Inthepast12months,haveyouusedanyform
of tobacco,includinge-cigarettesorothertobacco
substitutes?

6) Haveyoueverusednarcotics,hallucinogensor
similardrugs,not prescribedbyaphysician,or
beenadvisedtoreduceyourconsumptionof
alcoholortakentreatmentforalcoholismor
drug abuse?

IF YOU ANSWER “YES” TO ANY OF THE ABOVE QUESTIONS, PLEASE GIVE DETAILS BELOW.

Employee Information (please answer all questions in ink)

Employee’sName   DateofBirth(YYYY/MM/DD)

Employee’sAddress  Phone( ) 

CompanyName

Height  9ft/in9cm Weight  9 lbs  9kg

Weightchangesinthepast12months9gain9 loss  9 lbs  9kg

Reasonforweightchange

Health Questionnaire

Dateyoulastconsultedaphysician(YYYY/MM/DD)  Reason 

Findings,treatmentandanymedication(s)prescribedandcurrentstatus

Nameandaddressofpersonalphysician(IFNONE,PLEASESTATE“NONE”) 

Question  Date of Onset Date of Recovery Medication and/or Approximate Attending Physician 
 Number Nature of Disorder (YYYY/MM/DD) (YYYY/MM/DD) Treatment Monthly Cost or Hospital

      

      

      

Firm/Division# Certificate#Please print your 
Firm/Division & Certificate #EMPLOYEE STATEMENT OF HEALTH

 Yes No
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CONTINUED



Declaration and Authorization for the Collection and Communication of Personal Information
AlltheinformationIhaveprovidedontheformisaccurateandcomplete,tothebestofmyknowledge.Iagreethatanycoverage
issuedinconsequenceofthisapplicationshallnottakeeffectunless,onthedatetheinsuranceistobecomeeffective,Iam
activelyengagedinmyoccupationofafull-timebasis.Iacknowledgethatnobenefitswillbepayableuntiltheinsurerapproves
thisapplication.

IauthorizeMaximumBenefitanditsinsurerstocollect,use,maintainanddisclosepersonalinformationrelevanttothis
applicationforthepurposesofbenefitplanadministration,assessment,investigation,claimmanagement,underwritingand
fordeterminingplaneligibility.Thenon-exhaustivelistofsourcesfromwhichinformationcanbecollectedincludesmedical
andhealthprofessionals,facilitiesorproviders,insurancecompanies,orotherorganizations/persons.Thisauthorizationisalso
validforthecollection,useandcommunicationofpersonalinformationconcerningmydependents,insofarasapplicabletothe
administrationofbenefitsunderthisplan.

IauthorizeMaximumBenefittoemailacopyofanyrequestsforadditionalmedicalinformationand/orquestionnairesrequiredto
processanyapplicationforcoverageunderthisPlan,includinganycorrespondencerelatingtoamedicalunderwritingdecision.
Thisauthorizationextendstomydependents,ifapplicable.

IacknowledgethatmorespecificinformationaboutcollectionanduseofmypersonalinformationcanbefoundinthePrivacyand
TermsofUsesectionofwww.maximumbenefit.caorfromtheadministratorofmybenefitprogram.

Aphotocopyofthisauthorizationisasvalidastheoriginal.

SignatureofEmployee  Date 

Information about you and your dependents will be treated as confidential.

MAXIMUM BENEFIT NATIONAL SERVICE CENTRE
1051 King Edward Street, Winnipeg, MB R3H 0R4 • 1 800 893-7587
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EMPLOYEE STATEMENT OF HEALTH (CONTINUED)
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