
Proposed Life Insured Date of Birth dd/mm/yyyy

Application Number

Have you ever been treated or counselled for alcohol consumption or abuse, or 
has someone ever recommended that you seek treatment or counselling for alcohol 
consumption or abuse or reduce your alcohol consumption? 

q YES           q NO
If “YES”Provide dates, names and addresses of 
any doctors, hospitals and treatment centers:   

When and why did you change your drinking habits?

Have you ever consumed more alcohol than you do currently? q YES           q NO  
if “YES” complete Past use chart below

Product
Past use Current use

Amount
consumed Frequency Amount

consumed Frequency

Beer           bottles   q daily    q weekly    q monthly           bottles q daily    q weekly    q monthly

Wine           glasses   q daily    q weekly    q monthly           glasses q daily    q weekly    q monthly

Liquor
 q oz      q ml

  q daily    q weekly    q monthly
 q oz      q 
ml q daily    q weekly    q monthly

  

Are you now or have you ever been a member  
of Alcoholics Anonymous (AA)? 

q YES           q NO
If “YES” provide dates:     From:      dd/mm/yyyy       To:     dd/mm/yyyy

Have you ever been charged with impaired  
driving, lost your job or arrested due to your 
alcohol use? 

q YES           q NO
If “YES” provide dates and details:

Since you stopped drinking have you had 
any relapses? 

q YES           q NO     q NA
If “YES” provide dates and duration:

drinking habits questionnaire

Head Office
One Westmount Road North 

P.O. Box 1603 Stn. Waterloo, Waterloo, Ontario N2J 4C7
TF 1.800.668.4095  T 519.886.5210  F 519.883.7422

I declare that the above answers and statements are true, complete and correctly recorded and shall form part of my Application for 
Insurance with The Equitable Life Insurance Company of Canada.

Date				    Witness						     Proposed Life Insured

1325(2013/04/12)
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