
RESPIRATORY QUESTIONNAIRE

THE EQUITABLE L IFE INSURANCE COMPANY OF CANADA 1331 (2024/06/04)

Proposed Insured: 	 Date of Birth:	 Application/Policy #:

Please note: Equitable cannot ensure the privacy and confidentiality of any information sent through the internet because e-mail may be  
vulnerable to interception. As a result, Equitable is not responsible for any loss or damages you may incur if your information is intercepted and 
misused. If you would prefer to submit your information by another means, please contact us at 1 800 722 6615.

I declare that the above answers and statements are full, complete and true and shall form part of my application for insurance 
with Equitable®.

Date	      Proposed Insured

1.	 Do you suffer or have a history of: 
 
 
 
 
 
 
 

 

	

2.	 Have you ever been hospitalized or been seen in the emergency for the above?  	 £ Yes  £ No 
	 If Yes, state dates and duration of each episode: 

3.	 Indicate names and addresses of all Doctor’s and specialists consulted with applicable dates: 

4.	 Have you ever undergone any tests (Pulmonary Function Tests, Chest X-rays, other)?  	 £ Yes  £ No 
	 If Yes, state dates, types and results: 

5.	 Indicate all medications used (inhaled, oral, other):

At time of flare-up Maintenance Medications

Name

Dosage

Frequency

6.	 Have you ever taken time off work for this condition?		  £ Yes  £ No

	 If Yes, specify date and amount of time off for each episode:

Cause 
(allergic, occupational, 
tobacco-related, other)

Date of first episode Date of last episode Frequency
per month     per year

Asthma

Recurrent Bronchitis

Emphysema

Other:

Head Office
One Westmount Road North
P. O. Box 1603 Stn. Waterloo, Waterloo, Ontario N2J 4C7

TF: 1 800 722 6615  F: 519 883 7422 
indnewbus@equitable.ca | equitable.ca
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