k’-" GUARDIAN LIFE OF THE CARIBBEAN (OECS) LIMITED
Guardizn Group DEPENDENT CHILD MEDICAL APPLICATION
' To be completed by Applicant / Primary Insared

SEC FION 1 - Pleasr Answer in BL.OCK LETTERS

Name of Primary Insured: | Policy No,

Name of Child Proposed for Insurance: |

Address: [
Dat of Birth - MM/DD/YY: Gender -MaleFemale ||
Exact Height (In Shoes): ffooQr A Accurate Weight (Clothed): Ibs. ...........or kg ............

Name, Address and Phone Number of Medical Facility where child was borm:

MName, Address and Phone Number of current Physician:

Was the child bor by Vaginal or C-Section delivery? Vaginal [ or CSection [ |
Has the child received all recommended vaccinations? YES I:] NC ]:I
Was the child born with any birth related problems? vEs [ ] no [

If yes, please provide details:

SECITON LT - Please check each dem YES OR MO,

Has the child ever been treated for or has any knewn indication or diagnosis of:

1. Congenital, Hereditary Medical Conditions, Deformities, Disorders, Hydrocephaly or Prematurity 7 YES D NO
2, Allergies, Eye or Ear Disorders, Nasal Trauma or other related disorders? YES :] NO
3. Mental, Physical, Developmental, Speech, Hearing, Neurclogical, Sight or Learning Disabilities? ~ YES |___‘ NO
4. Human Immune Deficiency Virus (HIV) Anemia or any Blood or Blood Forming Organ Disorders? YES |:| NO

5. Heart or Circulatory Disorders, Hypertension, Rheumatic Fever, Heart Murmur, Arrhythmia or YES |:| NO
other Abnormalities?

6, Pulmonary Disorders/Diseases, Asthma, Bronchitis, Vecal Chords or Respiratory Disorders? YES D NO
7. Disorders of the male/female Genitourinary System? yes[ | No

8. Hernia, Digestive System Disorders including Disorders of the Pancreas, Esophagus, Stomach, YES D NO
Bowel, Colon, Rectum, Liver and Gall Bladder?

9. Muscular or Skeletal Disorders/Deformities, including but not limited to Rheumatism, Arthritis,  YES [__| NO
Varo or Valgus Deformities or Joint Disorders?

10. Skin Disorders or Diseases, including but not limited to any kind of Cancer, Neoplasm or Tumors? YES |:| NO

U 0 Uo0 ooouo

(If yes to any of the above, please provide details in the {able below. Continue Answers on a separate sheet if necessary.)

Diagnosis /
Ques. Sympt Duration Dates Details
Authorization t0 release informatian! [...........oceeoveeooeeereeiaaeeseesseessesesanesssmessne enessssesssessrsnrses sresss -oeeeery 1621 gUATdiaN
for....ooviienins et eemseueerensenenny NETEDY anthorize GUARDIAN LIFE OF THE CARIBBEAN LIMITED,

to obtain medical information from doctors or members of the medical profession, hospitals, clinics, insurance companies, corporations,
organizations, agencies or instimitions or persons that can provide information or dovuments in reference to my child's health for the purpose of
acceptance to a medical insurance plan or a ¢laim in relation to medical insurance.
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