PERSONAL ACCIDENT FACT FINDER / NEEDS ANALYSIS        DATE:


PERSONAL ACCIDENT FACT FINDER / NEEDS ANALYSIS        DATE:


Source – Internet  FORMCHECKBOX 
   Social Media    FORMCHECKBOX 
 Yellow Pages  FORMCHECKBOX 
   Referral    FORMCHECKBOX 
 Counter    FORMCHECKBOX 
 Other    FORMCHECKBOX 

	Insured’s Name:

	Trading Name:

	Contact Name:




ABN:

	Postal Address:




P/C:

	Ph: B/H





Mobile Phone:

	Occupation: 




Qualifications:
 


Experience Years:

	Typical activities undertaken on a daily/weekly basis:

Activity





Percentage of Time Involved

Office Work






Retail work






Manual work






Manual handling





Driving







Other (please specify below




_______________________________________________________________________________

	Email:




Web page: 





	Current Insurer:
Current Broker:




Expiry Date:

	Has any insurer in respect of any insurance policy held by you, your partners and/or directors ever:

	(a) Refused to renew / cancelled or terminated a policy



YES NO 

	(b) Refused a claim or required an increased premium under the policy?

YES NO 

	(c) Imposed special conditions under the policy?




YES NO 

	(d) Convicted on any criminal offence or been declared bankrupt?

YES NO 

	(f) Have you had any claims in the past 5 Years?



YES NO 

	If YES to any of the above, please give details below,



	Type of  Disablement cover required

	 FORMCHECKBOX 
 OPTION 1. PERSONAL ACCIDENT

 FORMCHECKBOX 
 OPTION 2 PERSONAL ACCIDENT & SICKNESS 

	- Benefit payable for limited period. Policy can be cancelled by Insurance Company

	Definition of Income – Personal Exertion Earnings, before Tax but after deductions of Business Expenses  Current Income: $

	PERSONAL ACCIDENT/ILLNESS – Income 100%   FORMCHECKBOX 
        75%   FORMCHECKBOX 
      Other  FORMCHECKBOX 



	1.
Name:


DOB: 

Hgt:  

Wgt:

Gender  M/F
Death  $

Weekly Accident $

Weekly Illness $        


Smoker Y/N

	2.
Name:


DOB: 

Hgt:  

Wgt:

Gender  M/F
Death  $

Weekly Accident $

Weekly Illness $        


Smoker Y/N

	3.
Name:


DOB: 

Hgt:  

Wgt:

Gender  M/F
Death  $

Weekly Accident $

Weekly Illness $        


Smoker Y/N

	Any Health or Accident disclosure: Y/N 
Details: 
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