Non-Appearance Insurance Medical Questionnaire (US)



The US version of the Non-Appearance Insurance Medical Questionnaire is, in relation to the substantive medical questions asked, the same as LSW1917. The difference in the wordings relates to the privacy notice at the beginning and the authorisation provided by the insured for the information to be used by the insurers. This has been reviewed by Clyde & Co. 
The notice has been drafted so that it is suitable for use in California, Washington, New York, and Tennessee. It may also work in other states. However, it does not function as a full privacy policy - managing agencies will need to ensure that their firm privacy policies are compliant with the data protection requirements in the particular state where the business is being done. This is because the privacy notice at the beginning of the wording only acts as a signpost to those privacy policies. There may be also Lloyd’s mandated state required data protection notices that have to be used (e.g. in California).
Furthermore, prospective insurers to any policy must ensure that copies of their firm’s privacy policy is lodged with the relevant coverholder/broker so that they can be sent to the insured on demand, and that the coverholder/broker knows that these need to be provided upon request. This applies to followers as well as leads.

[bookmark: _Hlk177660325]Non-Appearance Insurance Medical Questionnaire (US) Notes
(NOT PART OF WORDING)

	
NOTICE AT COLLECTION (“Notice”)
Who we are
We are Underwriters at Lloyd’s, which is the world's specialist insurance market. Our insurance market has a concentration of specialist underwriting expertise and your agent or broker is seeking to secure insurance for you in the Lloyd’s insurance market.   This questionnaire, to which this Notice applies, is being provided to you by an agent or broker on behalf of all Underwriters that will consider the information provided to evaluate and/or underwrite your application for insurance.

The basics about the information we are collecting and why
The way insurance works means that such information may be shared with, and used by, a number of third parties in the insurance sector, including our respective affiliate companies. For example, this may include insurers, agents or brokers, reinsurers, loss adjusters, sub-contractors, regulators, law enforcement agencies, fraud and crime prevention and detection agencies and compulsory insurance databases. We will only disclose personal information in connection with the insurance cover that we provide and to the extent required or permitted by law.
We collect and use your personal information, including sensitive personal information, to support our business operations in the provision of insurance, including but not limited to evaluating your application for insurance, providing you, or others that you deal with, with insurance coverage or insurance coverage that benefits you, or others that you deal with, and to meet our legal and regulatory obligations. This includes using your information for purposes such as underwriting the insurance policy being applied for, administering any insurance coverage we provide, and processing any claims made under any insurance policy that is issued. We may also need to pass on your information to reinsurers (i.e. those insurance companies that insure us).
Sensitive personal information is a subtype of personal information consisting of specific information categories. We may collect or use information that falls with the following sensitive personal information categories: Social Security number, driver’s license, state identification card or passport number; precise geolocation; racial or ethnic origin; citizenship or immigration information; religious or philosophical beliefs; union membership; mail, email or text messages contents not direct to us; genetic data; neural data; biometric information; health information, including social, psychological, behavioral, and medical interventions, surgeries and procedures, use or purchase of medications, bodily functions, vital signs, symptoms, or measurements of health related information, diagnoses or diagnostic testing or treatment, gender-affirming care information, or reproductive or sexual health information; sex life or sexual orientation. 
This information includes all of the information collected in this questionnaire, such as your address and contact details and any other information that we collect about you in connection with the insurance coverage for which you are applying and from which you or others may benefit. This information will include more sensitive details such as information about your or their physical or mental health (such as health conditions, treatments or medical history). We may collect personal information and sensitive personal information directly from you, from an insurance agent or broker or others that you deal with, from other brokers in the distribution chain, and from other sources such as healthcare providers or claims administrators involved with an insurance policy that we issue.
Obtaining your consent
In certain circumstances, we may need your consent or the consent of others to process certain categories of information about you or them for the purposes as set out above (including sensitive details such as information about your health). Where we need such consent, we will ask you for it separately. Consent does not have to be given and you or they may withdraw such consent at any time. However, if you or they do not give consent, or consent is withdrawn either partially or completely, this may affect our ability to provide the insurance coverage that may benefit you, or others that you deal with, and may prevent us from providing insurance coverage under an insurance policy issued by us or handling any insurance claims arising thereunder.
By filling out this questionnaire and having it provided to us either directly or through others, you are consenting to our request to use the personal information and sensitive personal information contained herein in the manner set forth in this Notice and in our privacy policy(ies), which you can request via your insurance agent or broker with whom you are discussing coverage. 
We do not sell your information
We will not sell the personal information, including any sensitive personal information, we collect or share it with third parties for cross-context behavioral advertising.
Retention Period
We are a regulated entity that is required to maintain records, including your personal information and sensitive personal information, in accordance with applicable laws and regulations, which we abide by. For more information on our retention practices, please request them via your agent or broker that is arranging, or has arranged, your insurance.

Want more details?
If you have any questions about this Notice or want more information about how we use your personal information and sensitive personal information, please see our full privacy notices, which are available online. Further details will be provided upon request via your agent or broker that is arranging, or has arranged, your insurance.

Contacting us and your rights
You have rights in relation to the information we hold about you, including the right to access your information, the right to request its correction or deletion, the right to withdraw your consent to its use, and the right to opt out of certain sharing of your information. If you wish to exercise your rights (including, but not limited to, where applicable, your rights under the federal Gramm-Leach-Bliley Act and U.S. States’ data privacy laws), or if you wish to discuss how we use the information the subject of this Notice, or request a copy of our full privacy notice(s), please request them via your agent or broker that is arranging, or has arranged, your insurance, and they will provide you with our contact details for you to correspond with us.

Authorization and Consent to Collect and Share Personal and Sensitive Personal Information
I hereby consent to and authorize the Underwriters at Lloyd’s (the “Insurers”) to collect, use, and share my personal and sensitive personal information (including any information provided by physicians or other health care providers about me) (“Information”)  to support Insurers’ business operations, as set out in the Notice above, including but not limited to the purposes of underwriting, administering, or managing any insurance policy applied for and/or issued and any claims under any insurance policy that is issued. This authorization and consent applies to me as an adult applicant for insurance and will remain in effect unless I withdraw my consent. In connection with this authorization and consent, I acknowledge and agree to the terms of the Notice above and the following:
· Scope of Disclosure: I consent to the release of my Information to the Insurers and authorize any doctor, hospital, or other health care provider that has attended or examined me to disclose my Information to the Insurers upon request. The Insurers may share my Information with its affiliated companies, reinsurers, agents, and service providers as necessary for the purposes stated in the Notice and above, in compliance with applicable laws. This includes sharing Information provided by my physicians or obtained from medical records, but only for underwriting, policy administration, or claim handling related to the insurance coverage I have applied for or obtained and as required by law.
· Right to Withdraw: I understand that I have the right to withdraw this consent at any time. To withdraw, I must send a written request to the Insurers. I understand that withdrawing my consent will not affect any collection or sharing of my Information that took place before the withdrawal, and that if I do withdraw consent, the Insurers may be limited in their ability to underwrite or service my insurance policy.
· Privacy Notice Acknowledgement: I acknowledge that I have read the Notice above. I understand that I can access the full details of the Insurers’ privacy policies by requesting them via my agent or broker that is arranging, or has arranged, this insurance, websites indicated in the Notice. 
I confirm that I am 18 years of age or older and that I have read, understood, and agree to the above Notice and authorization and consent. I consent to the collection and sharing of my Information as described directly above and in the Notice. 

PRINT NAME……………………………………….............  Signed…………………………………….………………..…
Date Click here to enter a date.



Guidance Notes
Please ensure this form is completed by you with your Doctor in attendance.
Please ensure all questions are answered fully and correctly and that all the Declarations are signed and dated.
Every question must be answered fully (a dash is not sufficient). Please write clearly and refrain from using abbreviations as these can be misunderstood.
If there is insufficient room to provide a complete answer to any question(s), please write the answer on a separate sheet and sign and attach it to the form.
When detailing medication, please give the following information
· The name of the medication,
· What medical condition it treats
· The daily dosage,
· For how long the medication has been prescribed and whether it has changed over the last 5 years. 
If blood tests are being supplied, these should be in the form of a Full Blood Profile/Full Blood Count Test. You must ensure the doctor comments on any high or low readings and what these may mean.
You must ensure the doctor’s comments are completed, including the final paragraph which requires a declaration as to whether or not the person is in sound health and free from disease and is in a fit condition to fulfil the performance(s).
You shall solely be responsible for the accuracy and completeness of all information that you provide to Insurers. If any information is incomplete, incorrect or illegible this could affect your insurance policy. 
You should disclose all material facts and/or circumstances clearly, whether or not they are the subject of a specific question in this questionnaire. Failure to disclose or the misrepresentation of any material facts and/or circumstances, even if such was negligently or innocently done, may result in the insurance not operating fully or invalidation of the insurance. If there is any doubt whether the information is material, you should disclose it. 	Comment by David Powell: Does this go beyond the CIDRA rules? Or perhaps the questions are sufficiently specific that it doesn’t really apply?

I think we are tweaking the equivalent bit in the declaration to limit disclosure to honest answers to the questions asked, in line with CIDRA?




Name of Examinee:Click here to enter text.				DOB:Click here to enter a date.    

Age:Click here to enter text.  						Sex:  Click here to enter text.

Name and location of medical facility: Click here to enter text.		Date of medical: Click here to enter a date.

Name and address of your regular doctor/GP: Click here to enter text.

Is the examining doctor today your regular doctor? Click here to enter text.

Event/Tour Title: Click here to enter text.

Duration of Event/Tour: (days/weeks) Click here to enter text.

Examinee’s role: (e.g. singer, musician, other) Click here to enter text.

Start & End Date of Event/Tour: Click here to enter a date.  to Click here to enter a date.

Approximate no. of shows: Click here to enter text.
 



















EXAMINEE HEALTHGeneral Health
Would you consider yourself to be in good health?Click here to enter text.
If no, why? Click here to enter text.

When was the last time you visited a doctor and why? Click here to enter text.

Please give details, including the names and addresses, of any current treating doctors, physicians, specialist, or any other type of health care professional : Click here to enter text.

Are you awaiting results for any tests / investigations / doctors or specialist appointments?  Choose an item.	
If yes, please give details: Click here to enter text.

Please list all medications currently being taken (prescription and over the counter) and reason for taking them:
Click here to enter text.

Are you currently receiving any treatments? Choose an item.
If yes, please provide details  Click here to enter text.

Do you smoke? Choose an item.
If yes, how many per day and for how many years? Click here to enter text.

Have you ever smoked? Choose an item.
If yes, please provide details Click here to enter text.

Do you have any allergies? Choose an item.
If yes, please provide details Click here to enter text.


Current Symptoms & Medical History
At any time in the past FIVE years, have you received a diagnosis from any healthcare professional and/or suffered symptoms and/or sought or received treatment or advice from any healthcare professional for or in connection with any of the following:
1. Cardiac / heart problem(s), including heart disease, heart attack, chest pain or tightness, high or low blood pressure, palpitations, heart irregularity, heart failure, aneurysm or any other condition of the heart or blood vessels such as deep vein thrombosis, or blocked artery?	
 Choose an item.  	
2. Asthma, emphysema, persistent cough, coughing up of blood or sputum, lung fibrosis, pulmonary emboli, pneumonia, bronchitis, sleep apnoea or any other disease or abnormality of the lungs or respiratory system?	
 Choose an item.	
3. Throat problem(s) including sore throat (to the extent that it prevented you from rehearsing or performing), hoarse voice, laryngitis, vocal cord issues, polyps, or any other condition of the throat?
Choose an item.				
4. Ear or nose problem(s) including ear pain, loss of hearing, deafness, tinnitus or any other condition of the ear or nose?	
 Choose an item.		
5. Problem(s) relating to the abdominal system including peptic ulcer, recurrent indigestion, appetite loss, unplanned weight loss, vomiting, blood, rectal bleeding, recurrent diarrhoea or constipation, colitis or inflammatory bowel disease or any other abnormality of the stomach, intestines, appendicitis, rectum, liver, pancreas, gallbladder or any hernias?
 Choose an item.	
6. Problem(s) relating to the neurological system including persistent headache, migraine, dizziness, stroke or mini stroke, convulsion, numbness, paralysis, or any other condition of the brain or nervous system? 

7. Insomnia or any sleeping disorders.
Choose an item. 	
8. Arthritis, swollen joints, joint pain, gout, back pain, muscle pain, soft tissue problems including ligament or tendon problems or any other condition or injury of the bones including fractures, joints, muscles, back, spine or neck?  
Choose an item.	
9. Dermatological problem(s) relating to the skin including rashes, irritation, skin lesions -benign or malignant, eczema, psoriasis, cellulitis, dermatitis, infection, bleeding, cold sores, or allergy?
Choose an item.		
10. Any abnormality of the blood including, but not limited to, anaemia? 
Choose an item.	
11. Any abnormalities of the endocrine system including diabetes, thyroid, or issues relating to the glands and/or pancreas?
Choose an item.	
12. Any abnormalities of the urinary or urogenital system including pain on passing urine, discharge, passing urine more frequently than normal, discoloured urine, blood in the urine, or issues relating to the bladder or kidneys, including kidney stones?
Choose an item.	
13. Any X-ray, CT, MRI or PET scans, or ultrasound scans?  
Choose an item.	
14. Any other medical treatment or investigations, such as laryngoscopy or stroboscope or, blood tests, not mentioned above?  Choose an item.	
15. Any illnesses that would have prevented you from working or would have, if you had been engaged to work at the relevant time? Choose an item.	
16. Any hospital admissions, including outpatient visits?
Choose an item.

	
If yes to any of the above, please provide further details including any medication(s) you have or are currently taking.
Click here to enter text.



Current Symptoms & Medical History (continued)
Have you EVER received a diagnosis from any healthcare professional and/or suffered symptoms and/or sought or received treatment or advice from any healthcare professional for or in connection with any of the following:
1. Treatment for cancer including surgery, radiotherapy, chemotherapy, immunotherapy, stem cell transplant, targeted therapy and/or hormone therapy? Choose an item.
If yes, please provide full details. 

Click here to enter text.

2. Treatment for any issues relating to alcohol and/or drug use and/or addictions? Choose an item.
If yes, please provide full details. 

Click here to enter text.

3. Any mental health condition(s) or symptom(s) including depression, anxiety, substance abuse disorder, PTSD, borderline personality disorder, bipolar disorder, schizophrenia, generalized anxiety disorder and eating disorder, whether or not such condition(s) resulted in taking of medication, therapies, visits to a psychiatrist, or admission to any psychiatric facility?
Choose an item.

If yes, please provide please provide further details

Click here to enter text.

If yes, please provide please provide further details and answer the following questions
1. When was the first time you noticed or experienced any of the above? 

Click here to enter text.
1. Was there a particular trauma, event or period that led to the condition(s) or symptom(s)?
Click here to enter text.
1. Have you ever been admitted to hospital or medical facility for mental health reasons?
Click here to enter text.
1. Are you currently or have you ever been under a doctor or mental health professional’s care for the above?
Click here to enter text.
1. When did you last have an appointment? Were there any changes to your treatment or regime?
Click here to enter text.
1. Has any medication been prescribed, or a specific regime recommended? 
Click here to enter text.
1. How long have you been taking medication or following a specific regime?
Click here to enter text.
1. Has your medication or recommended regime been changed in the last 3 years? 
Click here to enter text.
1. Have you had any problems with the medication?
Click here to enter text.
1. Have you lost any time from work or have any shows been affected due to the condition?
Click here to enter text.


ADDITIONAL QUESTIONS

[bookmark: _Hlk152765912]
1. Do you have any other medical conditions that might affect your ability to perform your 
duties on this production?
	Choose an item.									
2. Will you be participating in any hazardous activities before or during this event/tour including, but 
not limited to: 
a) Ballooning; hang- gliding; gliding; parasailing; flying as a pilot or co-pilot; skydiving? 
     	
b) Auto or motorcycle racing; or taking part in speed trials either as a driver or as a passenger?
 Choose an item.
c) Surfing; scuba diving; deep sea diving; skiing; ski jumping or luge; base jumping; water skiing; 
equestrian activities; mountain or rock climbing; bungee jumping?
Choose an item.	
d) Participation in (or training for) any contact sport?
Choose an item.	
3. Have you put in place any special support arrangements during this event/tour, including travelling with family members and/or a chaperone (or any other form of support network), access to dietician/nutritionist, life coach and/or personal trainer?
 Choose an item.
If ‘yes’ to any of the above, please provide details Click here to enter text.


Click here to enter text.

















#



	Family history (Parents and Siblings)
Are you aware of any significant medical conditions including but not limited to cancer, heart disease / 
defects or stroke in your family (parents and siblings)?  Choose an item.

If yes, please provide details: Click here to enter text.


	








Female Examinees only
1. Have you had any abnormalities of your periods in the past 5 years?  Choose an item.	
2. Have you experienced complications during pregnancy in the past 5 years?  Choose an item.	
3. To the best of your knowledge are you now pregnant; if so how many months?  Choose an item.	

If yes to any of the above, please provide further details: Click here to enter text.




	EXAMINEE’S DECLARATION


I DECLARE that I am the person named above and that the statements made in this form are true, accurate and correct. 
I understand that the information and statements provided by me to complete this form may be used by Insurers to assess whether or not to issue a policy of insurance. 
I confirm that I have not withheld or misrepresented any facts, circumstances or suspected circumstances that might be material to Insurers’ assessment of whether or not to issue a policy of insurance. 
If any statement I have made is fraudulent, not true or inaccurate or I have misrepresented or withheld material facts and/or circumstances, I understand that any claim arising under any related policy of insurance issued may be rejected or not paid in full, the policy may become void, or if a claim is paid, Insurers may be entitled to seek reimbursement from me and the premium may not be returned. 
I agree to undergo an independent medical examination in the event of a claim.

PRINT NAME……………………………………….............  Signed…………………………………….………………..…
Date Click here to enter a date.
	DD / MM / YY

PHYSICAL EXAMINATION (TO BE COMPLETED BY THE EXAMINING DOCTOR)
General appearance Click here to enter text.
Height Click here to enter text.	Weight Click here to enter text. 	Blood Pressure Click here to enter text. 
Pulse (rate and regularity) 	 	Temperature Click here to enter text.

Please detail and provide comment on any abnormalities:
Ear, Nose, Throat and Neck Click here to enter text.

Eyes Click here to enter text.

Musculoskeletal (back, neck, limbs) Click here to enter text.

Cardiovascular System Click here to enter text.

Heart Sounds / Carotid Bruits Click here to enter text.

Peripheral Pulses Click here to enter text.

Ankle Swelling Click here to enter text.

Respiratory System Click here to enter text.

Breath Sounds Click here to enter text.

Trachea and Percussion Note Click here to enter text.

Central Nervous System Click here to enter text.

Pupils and Fundi Click here to enter text.

Peripheral Nervous System Click here to enter text.

Reflexes Click here to enter text.

Abdominal System Click here to enter text.

Tenderness Click here to enter text.

Liver/Spleen Click here to enter text.






Kidneys Click here to enter text.

Masses Click here to enter text.

Hernias Click here to enter text.

Bowel Sounds Click here to enter text.

Skin Click here to enter text.

Lymph Nodes Click here to enter text.

Urinalysis: ProteinClick here to enter text.  SugarClick here to enter text.  Blood  Click here to enter text.	
Other abnormalities Click here to enter text.
Electrocardiogram (ECG): Choose an item.
Lung function: Choose an item.
Bloods: Choose an item.

Mental Health: If the answer to Question 3 of the Current Symptoms and Medical History is Yes or if there are any signs of any mental health issue, please arrange for the completion of the attached PHQ9 and GAD7 forms and provide comment on the results Click here to enter text.

General comments on fitness to fulfil Event / Tour obligations
Click here to enter text.





								EXAMINER’S DECLARATION
I have today examined the above named artist/performer and in my opinion, he/she is in sound health, free from disease and is in a fit condition, subject to any qualifications mentioned above, to fulfil his / her production / performance / engagement. Choose an item.	

If you are the examinee’s personal doctor, please confirm if this has been completed after reference to the examinee’s notes.  Choose an item.

Do you recommend further investigations or referral to a specialist(s)? Choose an item.

If yes, please provide details: Click here to enter text.


Doctor’s Name Click here to enter text. Signature…………………………………..   Date Click here to enter a date.

Practice Name Click here to enter text.  Practice Address Click here to enter text.
Telephone No Click here to enter text. Email Click here to enter text.





PRACTICE / DOCTOR’S STAMP (if available)





Abdominal System Click here to enter text.

Tenderness Click here to enter text.

Liver/Spleen Click here to enter text.

Kidneys Click here to enter text.

Masses Click here to enter text.

Hernias Click here to enter text.

Bowel Sounds Click here to enter text.

Skin Click here to enter text.

Lymph Nodes Click here to enter text.

Urinalysis: ProteinClick here to enter text.  SugarClick here to enter text.  Blood  Click here to enter text.	
Other abnormalities Click here to enter text.
Electrocardiogram (ECG): Choose an item.
Lung function: Choose an item.
Bloods: Choose an item.

Mental Health: If the answer to Question 3 of the Current Symptoms and Medical History is Yes or if there are any signs of any mental health issue, please arrange for the completion of the attached PHQ9 and GAD7 forms and provide comment on the results Click here to enter text.

General comments on fitness to fulfil Event / Tour obligations.
Click here to enter text.



