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Colonial First State – FirstChoice Employer Super
Investor Selected Insurance Application Form

Personal Statement Summary
Please complete this Statement if you are applying for insurance.

(Please write in BLOCK LETTERS and use a black ballpoint pen.) Refer to page 14 for instructions on how to complete this form.

6 March 2006

Occupation

�����������������
Duties

�����������������
�����������������
�����������������
How many hours per week 

do you work in this occupation?���
At the date of this application:

What is your height?   ��� cm

What is your weight?   ��� kg

Type of insurance being applied for:

� Death only � Death and Total and Permanent Disablement

Amount of cover: 

In addition to any existing Employer Selected Cover

�,���,���
and/or

� Salary Continuance

Waiting period:        � 30 days    � 60 days    � 90 days

Benefit period:         � 2 years     � to age 65

Amount of cover: �,���,���
(This cannot be greater than 75% of your income, plus a

maximum 10% allowance for superannuation contributions.)

2. HEALTH AND MEDICAL HISTORY

If the answer to any of the questions is ‘yes’ please give

details in the space provided including dates, nature of the

condition and treatment.

1. Have you ever had high blood pressure, heart or vascular

disease, stroke, diabetes, kidney, bladder, liver or bowel disease,

asthma or any other lung disease, blood disorder, epilepsy or

fits, tumour or cancer?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

$

$

YOUR DUTY OF DISCLOSURE

Before you enter into or become insured under a contract of life
insurance with an insurer, you have a duty to disclose to the insurer
every matter that you know, or could reasonably be expected to
know, is relevant to the insurer’s decision whether to accept the
risk of the insurance and, if so, on what terms. You have the same
duty to disclose those matters to the insurer before you extend,
vary or reinstate a contract of life insurance.

Your duty, however, does not require disclosure of a matter:

W that diminishes the risk to be undertaken by the insurer;

W that is of common knowledge;

W that your insurer knows or, in the ordinary course of its
business, ought to know; or

W as to which compliance with your duty is waived by the insurer.

NON-DISCLOSURE

If you fail to comply with your duty of disclosure and the insurer
would not have entered into the contract on any terms if the
failure had not occurred, the insurer may avoid the contract within
three years of entering into it. If your non-disclosure is fraudulent,
the insurer may avoid the contract at any time.

An insurer who is entitled to avoid a contract of life insurance may,
within three years of entering into it, elect not to avoid it but to
reduce the sum that you have been insured for in accordance with
a formula that takes into account the premium that would have
been payable if you had disclosed all relevant matters to the insurer.

1. INSUREDDETAILS

Title

Mr � Mrs � Miss � Ms � Other ������
Given name(s)

�����������������
Surname

�����������������
Date of birth

�� / �� / ����
Employer’s name

�����������������
Existing account number (if known)

������������065

Postal address

��� ���� ����

���������������

���������������

��� ����

���������������Country

PostcodeState

Suburb

Street
name

P.O. BoxStreet
number

Unit
number
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2. HEALTH AND MEDICAL HISTORY (CONTINUED)

2. Have you ever had any disease or injury to the spine including

neck or back, such as back strain, disc disorder, sciatica, or

suffered a serious personal injury, deformity or disease

(eg arthritis) involving any joint or limb?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

3. Have you ever had any mental disorder, depression, stress

anxiety or chronic fatigue or any eye, ear or skin disorder?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

4. Have you ever tested positive for HIV/AIDS, or have you ever

been in a high risk category for contracting HIV (eg a blood

transfusion, injected drugs other than prescribed by a medical

practitioner, shared needles, engaged in male to male anal

sexual intercourse)?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

5. During the past five (5) years, have you ever consulted a

doctor or health professional for medical or surgical advice or

treatment of any kind (not including minor viral infections,

colds or influenza)?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

6. Have you had any other operation, disability, illness or injury

and/or have you been advised, or do you intend, to seek

medical advice or treatment in the near future?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

7. Have any near relatives suffered from diabetes, heart disease,

mental disorder or breakdown, haemophilia, Huntington’s

chorea, kidney disease, high blood pressure, cancer or any

hereditary disease?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

3. DOCTOR’S DETAILS

Name

�����������������
Address

��� ���� ����

���������������

���������������

��� ����

���������������
Phone number

�� ��������
Date of last consultation

�� / �� / ����
Reason for and result of the consultation

�����������������
�����������������
�����������������

How long have you been this doctor’s patient?   �� years

Country

PostcodeState

Suburb

Street
name

P.O. BoxStreet
number

Unit
number
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4. ADDITIONAL DETAILS

1. Have you ever had an application for life or disability insurance

declined, postponed, a premium increased or modified, or had

a current policy cancelled or renewal refused?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

2. Have you ever claimed for benefits under any accident,

sickness or life insurance, or such benefits as Workers’

Compensation or Motor Vehicle Third Party Schemes?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

3. Do you have any other life or disability insurance cover?

� No    � Yes   s Please give details   

����������������
����������������
����������������
����������������
����������������

4. Do you take alcohol?

� No    � Yes   s Please state type and average daily 

quantity   

����������������
����������������
����������������
����������������
����������������

5. Have you smoked tobacco or any other substance(s) in the last

12 months?

� No    � Yes   s Please state type and average daily 

quantity   

����������������
����������������
����������������
����������������
����������������

6. Have you ever engaged in or do you intend to engage in any

hazardous occupation, sport or other pursuit (eg football, rock

climbing, motor racing or scuba diving), or intend to engage in

aviation other than as a fare-paying passenger on a registered

commercial airline?

� No    � Yes   s Please give details   
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5. GENERAL DECLARATION

W I acknowledge that I have read the notice explaining my duty

of disclosure on the first page of this form and understand that

this duty also applies until formal notification of acceptance.

W I have read and checked any answers not completed in my

handwriting and to the best of my knowledge and belief all

the answers to the questions in this application and any

supplementary application or personal statement which relate

to me are true and correct and no information material to the

assessment of this insurance has been withheld.

W I, the applicant, authorise and direct any medical or other

practitioner to divulge at any time to the plan’s insurer or

to any lawfully constituted tribunal any and all information

concerning my state of health and medical history, acquired

in the course of professional attendance or consultation.

A photocopy of this authority is as valid as the original. To this

extent, all professional confidence and privilege is waived.

Signature of the person to be insured 

Print name

�����������������
�����������������
Date

�� / �� / ����

�        please sign

Please send the com pleted form  to:

Colonial First State
Reply Paid 27, Sydney NSW 2001


