
Personal Accident & Sickness Needs Analysis Form

Insurance for Income Protection
	Date
	             /      /     
	Is this a Retail Client
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 



Client Contact Details

	Client Name
	     
	Client Code
	     

	Mailing Address
	     

	
	     
	P/Code
	     

	Phone Number
	     
	Fax Number
	     

	Mobile Number
	     
	Email Address
	     

	Contact Name/s
	     
	Is this the Contact Salutation
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	
	     
	     

	
	     
	


To enable us to provide you with the appropriate insurance product to meet your circumstances, financial objectives and needs we require certain information from you. In so doing, you have:

 FORMCHECKBOX 
 
Agreed to provide the following information about your circumstances, objectives and needs.

 FORMCHECKBOX 
 
Asked that only certain needs were to be considered as stated.

 FORMCHECKBOX 
 
Chosen not to complete the Needs Analysis or did not provide all of the information requested.

 FORMCHECKBOX 
 
Asked that information previously collected be used including amendments agreed.  The information remains relevant and up to date.

 FORMCHECKBOX 
 
Chosen not to accept our advice.

	INSURED NAME
	     

	Date of Birth
	            /      /     
	 Sex
	       FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female   

	Occupation
	     
	                        FORMCHECKBOX 
 Smoker   FORMCHECKBOX 
 Non Smoker

	Estimated Gross Annual Income
	$     

	Coverage
	Sum Insured
	Comments

	Capital Benefits 
	$     
	Nominated Lump Sum which is paid out in Death or Permanent Disability

	Weekly Accident
	$     
	85% of Insured’s taxable income

	Weekly Sickness
	$     
	85% of Insured’s taxable income

	Waiting Period
	 FORMCHECKBOX 
 7days    FORMCHECKBOX 
 14days    FORMCHECKBOX 
 21days    FORMCHECKBOX 
 28days
	Excluded period of claim

	Accident Benefit Period
	 FORMCHECKBOX 
 1 year   FORMCHECKBOX 
 2 years 

	Sickness Benefit Period
	 FORMCHECKBOX 
 1 year   FORMCHECKBOX 
 2 years


	a) Has any application for accident or sickness insurance on your life ever been declined, modified, accepted at an increased premium or refused renewal?
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	b) Have you ever claimed for benefits under any accident or illness policy
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	b) Do you suffer from any pre-existing medical conditions or illnesses 
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	If you have answered YES to any of the questions, please provide details below.

	Date
	Details
	Amount / Period

	     /      /     
	     
	     

	     /      /     
	     
	     

	     /      /     
	     
	     

	     /      /     
	     
	     


This Needs Analysis was prepared by ................................................... 

Date
....................................
Time
....................................
	Office Use Only

	This Needs Analysis/Application Form was prepared by
	......................................

	Were Verbal Disclosures Required?        Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 Reason/s if ‘No’:                ......................................

	Disclosures Sent:
	SOA:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	 PDS:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	FSG:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Date
	   /    /      
	Time
	.................    AM  FORMCHECKBOX 
    PM  FORMCHECKBOX 
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1

