
APPLICATION ANI> MEDICAL QUES'rI~NNA.RE
FOR GLOBAL EXPATRIATE HOSPITAL & MEDICAL INSURANCE

Each section 01th is questionnaire must be lully compLeted, Ineluding the signature liithe person to be Insured
in order for TIC to quickly process the application for Global Expatriate Hospital & Me~ical coverage.

travel insurance

ARRANGED BY: RAY BATTISTON

151 Osprey Crescent
Callander, ON Canada PoH 1Ho
Email: raybattiston@on.aibn.com
Web: www.lceColdNorth.com

I
I

~hone: 705-752-1723
~a.x: 705-752-5198
toll free: 1-800-526-7420

T "Free Fax 1-888-751-5124

NOTE:
Applicant for Basic Plan excluding U.S.A.
If you answer 'No' to pre-existing conditions under the
coverage option you need to only complete pages 2 and 3.

Applicants for aU other Options
Complete all pages from 2 to 7.

MAIL FULLY COMPLETED lpPLlCATlONS TO:

RAY BATTISTON •

151 Osprey Crescent
Callander, ON canj1da PoH 1Ho

Fax to: 705-752-51 8

~:1I ;~=F.~~~i.:~ 1~;;4
-.

Privacy Policy

The Personal Information Protection & Documentation Act
(PIPEDA) applies on collection, use, and/or disclosure of
personal information in the course of any commercial activity.

We, TIC Travel Insurance Coordinators Ltd., are committed to
comply with all applicable legal and regulatory requirements
and extend this obligation to all staff. We are committed to
protecting privacy, confidentiality, and security of the personal
information We collect, use, and disclose in the course of
conducting business.

How Is Personal Information Used?

Personal Information collected by us is used to provide the
requested insurance products and service (s). To protect its
confidentiality, access to this information is restricted to
those with responsibility to provide the required insurance
service(s). When necessary, this information may also be
shared with others such as, but not limited to, medical facilities,
insurance companies, organizations, or to any person/entity
for following reasons:

• To provide you with requested insurance service(s);

• As authorized by you; and/or

• As required by law.

Your personal information will ONLY be shared or disclosed
when required to provide you with the insurance products and
services you have requested we will NOT release it other than
as described above.

How Is Your personallnfor11 ation Protected?

Protection of the personal in ormation collected by us is a
priority. Any personal information collected by us is kept
co~fidentlal at all times a'~ '.IY authorj"d personnel have
access to it. Our procedur~sl and systems are designed to
prevent loss, misuse, unaqt1?rized access, disclosure and
alteration. Once the informatior is collected, it is kept in secure
storage for the period of time required by law.

We do not sell client lists, not do we collect, use or disclose
our clients' personal informati~n without their consent, except
where required by law.

Whom Do You Contact?

If you have any questions abou this policy you may contact:

Privacy Compliance Officer

TIC Travel Insurance Coordinat rs Ltd.

continued ~Page 1of]

1200 - 438 University Avenue
Toronto, ON MSG 2K8
Fax: (416) 340-9868
Email: privacy@travelinsurance ca
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MEDICAL QUESTIONNAIRE
FOR GLOBAL EXPATRIATE HOSPITAL & MEDICAL INSURANCE
PLEASE COMPLETE ONE QUESTIONNAIRE PER PERSON APPLYING, AND ENSURE THE QUESTIONNAIRE IS FULLY COMPLETED AND SIGNED.

Relationship to Beneficiary:

Applicant Information
-..- ......---.-----.-----

CD PLEASE PRINT

_F_irs_t_N_a_m_e_: I _
Height: W~ight:

Occupation/duties durinJ policy period:

___ 1__ -
Haveyou previouslybeen coJeredby aTIC/TrentHealthpolicy?

DYes 0 No 1
City: 1_
Postal Code: I---1---
Email:

Date of birth:

Last name:

Province:

Country of Citizenship:

Beneficiary Name:

Phone: (

Mailing Address:

Street:

o Male 0 Female

Application Details

Application Date:

Expiry Date:

For purchase of additional coverage. Previous Policy Number:

CD PLEASE PRINT

Effective Date: \,1 i\I) , ;; :,1_:,_,_, '1_/_{ _

Number of Months cover~ge:

I
Residence During Policy Period:

Street:

City:

Postal Code:

Province:

Country:

Selling agent/broker name: (IFAPI"419A§~§)

Agent/Broker Information

Coverage Option

Agent/broker number:

o Basic Plan

o Select Plan

2168

Coverage Worldwide

o Including U.s.A.

o Excluding U.s.A.

(IF APPLICABLE)

lAAy~~t!j$J;p9,M,<:;#~, SW.t
~
-' --------

CD PLEASECHE~' ~
OURi.[ION

Sum Insured Sums Insured an
~
deductibles are in Canadian

o $100,000 dollars for coverage excluding the U.s.A., and in

~

:

~

:'I

~

:: US doll", fo,trn~e ;"dud;"~ the U.s.A.

Do Y0L! require coverage for pre-existing conditions?

DYes 0 No

travel insurance 5T004MQ-0506 BAT Page 2 of 7 continued ~



Deductible Options
---- ......--- .... - -

<J) PLEASE CHECK YOUR 0 TION

Complete t
~
is :ectio

~
if choosing a deductible

~
Ptioon (The

~
e isno deductible on t

~
.e st:ndard .pollcy)

o $500 .....:!' 5 Yo savings 0 $1,000 :;,10 Yo savings 0 $5,000 .....:;;30 Yo savlngt
o $10,000 .....} 40% savings 0 $25,000 } 45% savings

Premium Calculation
---.--- ..-- .... . --------- ...---

Calculate your premium using the Rate Table to determine your premium.
This calculation offers you an indication of the premium which may change upon approval by TIC.

PREMIUM PAYMENT DISCOUNT
If you buy coverage for 6 months or longer and pay the full premium in advance, your premium
will be reduced by 1% per month. For monthly payments, there is no premium reduction.

1. PREMIUM CALCULATION (Refer to opted Rate Table)
_____ n ......... .. . ... _ .. _ .. _

Monthly Premium
x

Number of Months
=

Base Premium (A)

2. SAVINGS FOR PRE-PAYMENT (If applicable. See Paymentand Declaration)
________ m_ ... __ .... __ .... . _

Base Premium (A)

Base Premium (A)

x %
Number of Months

Savings (B)

=
Savings for Pre-Payment (B)

Reduced Premium (C)

3. SAVINGS FOR DEDUCTIBLE (If applicable. See Deductible Options)
___________ .. _ .. . ... _ 00 . •

Reduced Premium (C)
x %

% Discount for Deductible
=

Savings for Deductible (D)

4. TOTAL PREMIUM (Refer to opted RateTable)

=
Reduced Premium(C) Savings for Deductible (D) TOTAL PREMIUM

Payment and Declaration

Expiry Date I _

o Visa 0 Mastercard

Card Number

o Amex o Diners 0 Cheque Enclosed

Auth. No. _

o Full payment option !D. Monthly payment option:
I"~'he"~" TICT',,,.,, ''"'',', coo,. ",'," to ,h"g, m,,'hly
premium amounts to my credit car9' ~hould the amount change, TIC
will give me written notice in advanc~.1 accept that insurance coverage
will be terminated if, for any reason., rCheqUe or a credit card request
is declined. In such an event, the financial institution will not be held
liable. This authorisation remains vralld unless I cancel it in writing.

For monthly payment by cheque, I en1close a current cheque for the first
month and a postdated cheque •ch remaining month of the policy.

Cardholder's Signature

1STto 10TH of the month

11TH to 20TH of the month

21sT to last day of month

11TH

21ST
-.-.- . ------- - .....--

If you opted for the Basic Plan excluding U.S.A. and do not want coverage for your pre-existing conditions,
stop here and DO NOT complete the rest of this questionnaire.
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Date (MM/DD/YYYY)

Applicant's Name: (print)

Physician Information

Name of Physician:

Physician's phone number:

Date of last visit:

Reasons and results of last visit:

CD
1-

YOU MUST COMPlETE EACH SECTION
(Please attach a s~parate sheet if necessary)

Physician Initials/Starl p (if completed by physician)

Questions
ff\ You MUST CHECK YES OR NO FOR EACH ITEM AND PROVIDE DETAILS
\i) (Please attach a separate she t if necessary).

If yes, provide details:

CD You MUST CHECK (V') YES OR NO TO EACH CATEGORY
AND COMPLETE EACH SECT ON•• (PI,,,,,,,,,, " "p,i,!, i'eeUf""",,,y).

1. Have you smoked in the past year?

2. Are ou currentl residin in a nursin or retirement home?

3. Does anyone assist you with your daily living activities or do you require a cane, walker or whe~lchair?

If yes, please provide details: • •.•. . .•. • •••\

4. Have you been advised to have any test, investigation or surgery, which has not yet been completed?

I
5. Have you been declined for medical insurance in the past 5 years?

If yes, rovide details:

Medical Conditions

DYes 0 No

DYes 0 No

DYes 0 No

DYes 0 No

DYes 0 No

CATEGORY

Heart/
Cardiovascular

DYes
D No

CONDITION

o Arrhythmia/Atrial Fibrillation
o Heart Murmur
o Chest Pain/Angina
o Heart Attack
o Arteriosclerosis
o Congestive Heart Failure

o Bypass Surgery
o Angioplasty
o Pacemaker
o Other

DATE OF INITIAL DIAGNOSIS

(MM/YYYY)
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licant's Name: (print)

Medical Conditions (cont.) CD You MUST CHECK (V') YEOR NO TO EACH CATEGORY
AND COMPLETE EACH SEC ION

• (Pleaseattach a separat sheet if necessary).

CONDITIOJ DETAILS
ENTER SYMPTO~S, INVESTIGATIONS & TREATMENTS

Date (MM/DD/YVYV)

DATE OF INITIAL DIAGNOSIS

(MM/VYYV)
CONDITION

o Cerebrovascular Accident/

Stroke/CVA
o Transient Ischemic Attack/

Mini Stroke/TIA
o Other

CATEGORY

Strokej
Cerebrovascular

DYes
D No

A

CATEGORY

Lungj
Respiratory

DYes
D No

CONDITION

o Chronic Obstructive

Pulmonary Disease
o Asthmatic Bronchitis/

Bronchial Asthma

o Chronic Bronchitis
o Emphysema
o Home Oxygen
o Prednisone/Cortisone
o Other

DATE OF INITIAL DIAGNOSIS

(MM/YYYY)
DETAILS
S, INVESTIGATIONS & TREATMENTS

CATEGORY

Internal

DYes
D No

CONDITION

o Peptic Ulcer
o Diverticular Disease/

Bowel Disorder
o Intestinal Bleeding

o Stomach Disorder
o Liver Disease
o Kidney Disorder
o Kidney Dialysis

o Spleen/Pancreas Disorder

o Prostate DisQrder(Not Cancer)
o Urinary Disorder
o Ovarian/Uterine Disorder
o Other

DATE OF INITIAL DIAGNOSIS

(MM/YYYY)
CONDITION DETAILS
ENTER SYMPTO I S, INVESTIGATIONS & TREATMENTS

CATEGORY

Cancer

DYes
D No

CONDITION

o Type/Location:
o Leukaemia

Type:

o Cancer is Eliminated
o Radiation Treatment
o Chemotherapy
o Surgery
o No Treatment
o Other

DATE OF INITIAL DIAGNOSIS

(MM/YYYY)
CONDITION DETAILS
ENTER SYMPTpMS, INVESTIGATIONS & TREATMENTS
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Date (MM/DD/YVYV)

Applicant's Name: (print)

Medical Conditions (cont.)
--.---- ..-...... -

CD You MUST CHECK (v) YE . OR NO TO EACH CATEGORY
AND COMPLETE EACH SEC ION

• (Please attach a separatsheet if necessary).

CATEGORY

Other Conditions

DYes
D No

CONDITION

o Aneurysm
Location: 0 Heart 0 Brain 0 Other

o Hernia
Type/Location:

o Blood Disorder
o Neurological Disorder

Type:
o Diabetes without Medication
o Diabetes with Medication
o Circulatory Disorder of

the Artery /Vein
o Parkinson's Disease or Seizures
o Osteoporosis

o Arthritis/Gout
o Muscle, Bone, Joint Disorder

(Not Arthritis)
o High Blood Pressure/Hypertension
o High Cholesterol
o Other Physical Disorder

DATE OF INITIAL DIAGNOSIS

(MM/yVYV) ENTER SY PTOMS, INVESTIGATIONS & TREATMENTS

Sym ptoms / Investigations /Treatments
In the past 5 years, have you had symptoms, investigations, or treatments for any
medical conditions indicated as Yes in the Medical Conditions above (pages 5 - 7)?

MEDICAL CONDITION SYMPTOMS/INVESTIGATIONS/TREATMENTS

1.

2.

3·

DYes J)1::Mln~1----
J~~~_

Are you currently taking medications? DYes D No

.

I'f\ You MUST CHECK YE
~

( R NO AND COMPLETE. THIS SECTION
W (Pleaseattach a separa e sheet if necessary).

;~~~~;~:;::~~~i~~;~tI~;~~;i;::~f~:'~~~~~~~~'~~~~~~~~~~~~~~~~~~~~~= ======== ----- -----r- ~ ~~:
o Increase
o Decrease

Medications

NAME OF MEDICATION

1.

2.

3·

4·
5·

travel insurance

WHAT CONDITION ARE

YOU TAKING IT FOR?
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o Increase
o Decrease

o Increase
o Decrease
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Applicant's Name: (print) l Date (MM/DD/YVYY)

Hospitalization/Surgery
---- ... --- . - ... ---

<D You MUST CHECK YES OR NO AND COMPLETE THIS SECTION

• (Pleaseattach a separat sheet if necessary).

Have you ever been hospitalized or had surgery? 0 Yes 0 No

IN ORDER FOR THIS FORM TO BE VALID, THE APPLICANT MUST SIGN BELOW; ANY CORRECTIONS MADE

DO NOT LIST THE FOLLOWING PROCEDURES UNLESS PERFORMED WITHIN THE LAST 6 MONTHS: PREGNANCY/C-SECTlON,

GALLBLADDER REMOVAL, APPENDECTOMY, CATARACT REMOVAL, HERNIA REPAIR, HYSTERECTOMY, CIRCUMCISION, TONSILECTOMY.

DATE (M M/VYYY)

UST BE INITIALED.

representatives. I also underst I)d that any medical information
disclosed to TIC prior to the dJe of completing this application
will not form part of the contr Ft unless it is also disclosed in
this application. I understand~at TIC will collect, use, and/or
disclose my personal informatio i,to provide me with the requested
insurance services, for any othe

j
fuse authorized by me, and/or as

required by law.

I "k"owl,d~, th'tthl, cov,,~
._
j_•_•is subject to exclusions, terms,

conditions and limitations thati'Tlay limit or exclude an amount
payable. A reproduction of ,t tiS Authorization & Declaration
shall be as valid as the originq!. I understand and agree that
refusal or withdrawal of this au horization will result in denial of
my application.

SURGERy/TREATMENT

I hereby declare that the information provided is truthful, complete
and accurate. I understand that this application constitutes part
of the contract provided through TIC. I acknowledge that any
misrepresentation and non-disclosure of my medical status will
result in non-payment of my claim and render my coverage null
and void resulting in the refund of my premium.

If my health status or medication changes between the date
this application is completed and any Departure Date or
Top-Up/Extension Effective Date, I must immediately notify TIC
of those changes otherwise my coverage will be null and void.
I authorize any organization or person having any records or
knowledge of my health to give any and all information regarding
my health, medical history and treatment to TIC or its authorized

MEDICAL CONDITION

Authorization & Declaration CD

2.

1.

7·

3·
4·
5·
6.

IMPORTANT - YOU MUST SIGN AND DATE BELOW OR YOUR APPLICATION WILJ- BE RETURNED TO YOU!
ANY CORRECTIONS MADE ON THE QUESTIONNAIRE MUST BE INITIALED :Y THE APPLICANT.

For Quebec residents this application has been prepared in the English languge at their request.

Application Date

Applicant Name

Ray Battiston, B.A., C.A.I.B., C.1.P.
Broker Nal1le(pririt)

Signature of Applicant

X Signature of Broker

(MM/DD/VWy)

2168

Broker #
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