Questionnaire

+ BLUE CROSS’ Occupation

IDENTIFICATION

Name of Insured: Contract No.:

Date of birth: | | | | | | | | | Primary [ Spouse [0  Child
INFORMATION

1. Occupation/work:

2. Professional titles or diploma:

3. For how many years have you been in this employment?

If less than 2 years, indicate previous employment:

4. Name of employer if you are a salaried employee:

Name of business if you are self-employed:

5. Nature of the business:

6. a) Self employed: number of associates/shareholders:

Number of full-time employees:

Number of part-time employees:

b) Do you have firm contracts for the next 12 months?
7. For how long (months, years) have you worked for this employer or been self-employed?

8. Professional address (No., street, city/town, province, postal code):

9. Do you work from home? [1No [l Yes
If yes, please indicate:

a) Number of hours per day or per week

b) Is your office accessible to the public? [0 No [ Yes
c) Are there employees, other than your family members, who work at your home?
L0 No [ Yes

10. How many hours do you work per week?

11.Do you work year-round? [1 No [ Yes

If no, indicate the exact number of working months:

- /
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12.Job functions - Indicate the job functions and the percentage of time dedicated to carrying out
each job function.

Functions Percentage of time Description of function
a) Manual labour %
b) Management / office %
c) Sales %
d) Supervision %
e) Location: office %
workshop / plant %
on site %

13. During the course of the next twelve months, will there be changes that will have consequences
on your job functions or your employment? [1 No [ Yes

If yes, specify:

14. Do you have a part-time job? [J No [ Yes
If yes, specify:

Job:

Net annual earnings:

Job functions:

- /

DECLARATION

( )

I acknowledge having read and understood all the questions above and having given the correct
answers. In addition, I consent to having them serve as the basis of the insurance contract requested.

Signature of witness Date Signature of the person to be insured
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