Questionnaire
beneva Musculoskeletal disorders

First and last names of insured

Date of birth Policy/application number

1. a) What is the nature of the musculoskeletal disorders?

[ Tendonitis [ sprain [J Ligament/Meniscus tear [J carpal tunnel Syndrome
[ Bursitis [J Epicondylitis [ Fracture [ Arthrosis

O Arthritis [ Joint replacement [ Osteoporosis/ Osteopenia [ Fibromyalgia

[ other (specify):

[ Muscular dystrophy: date of diagnosis: | | | and type: (step to question 6)

b) What is the affected body part?

Area Right Left Condition Date of first symptoms

Shoulder O O \ | |
Elbow O O \ | |
Wrist O O \ \ |
Hand O O \ \ |
Hip O O \ \ |
Knee O O \ \ |
Ankle O O \ | |
Foot O O \ ‘ |
Other, specify: O O \ \ ‘

2. Is there a known cause? [] Yes [] No
If yes, specify:

Condition Cause

[J Accident [J Sports practice [ Repetitive movements [] Other (specify):

[J Accident [ Sports practice [ Repetitive movements [ Other (specify):

[J Accident [ Sports practice [ Repetitive movements [ Other (specify):

3. Have you consulted or will you consult doctors or therapists for any of the conditions mentioned above?
[0 Yes [ No

If yes, complete the information below:

Condition:

Profession:

Name and specialty:

Address:

Date of first consultation: | | |

Date of last consultation: |~ | | ' | " | || Results:

Frequency of the consultations: (11 [J2 (03 [O4 Os5 Oe6 7 Os 9 010 by [dweek [ Month [ Year

Date of next consultation: | | | or [ No more consultation to come
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3. Have you consulted or will you consult doctors or therapists for any of the conditions mentioned above?
(continued)

Condition:

Profession:

Name and specialty:

Address:

Date of first consultation: | | |

Date of last consultation: | | * | ' | ' | ' || Results:

Frequency of the consultations: (11 02 03 O4 Os5 Oe6 7 Os8 9 010 by [dweek [ Month [ Year

Date of next consultation: | | | or [ No more consultation to come

Condition:

Profession:

Name and specialty:

Address:

Date of first consultation: | | |

Date of last consultation: |~ | | ' | " | || Results:

Frequency of the consultations: [11 [J2 (03 [O4 Os5 Oe6 7 Os8 9 010 by [dweek [ Month [ Year

Date of next consultation: | | | or [ No more consultation to come

4. Have any tests or examinations been done? [ Yes [1 No
If yes, specify:

Test/examination Condition Results Date

MR \ | |

O X-Ray | | |

[J Scan | | |

[ Blood test | | |

[ Other: \ | |

5. Have any tests, examinations or treatment been recommended that have not yet taken place? [J Yes [J No

If yes, specify the condition, type of test, examination or treatment and anticipated date. |
Date: T

Date:\\\\\\\

6. Are you taking or have you taken medication(s) for any of the conditions mentioned above? [] Yes [ No
If yes, specify:

Condition:
Medication: Dosage:
Start date: | | End date: | | or [ still using
Condition:
Medication: Dosage:
Start date: | | End date: | | or [ still using
Condition:
Medication: Dosage:
Start date: | | End date: | | or [ still using
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7. Have you undergone or have you been advised to undergo surgery for any of the conditions mentioned above?
0 Yes [ No

If yes, specify:
Type of surgery Condition Date

8. Do you have limitations in your activities of daily living, in your work schedule or in your leisure time because
of any of the conditions mentioned above? [ Yes [ No

If yes, specify the condition and limitations:

9. Have you had to take time off work/school because of any of the conditions mentioned above? [J Yes [J No
If yes, specify:

Condition Start date Duration (in weeks)

10.What is your current state?
Specify:

Condition Current state

[J Completely recovered: date of last symptoms | | |
[ sequelae, specify:

[ Completely recovered: date of last symptoms | | |
[ sequelae, specify:

[0 completely recovered: date of last symptoms | | |
[ sequelae, specify:

[J Completely recovered: date of last symptoms | | |
[ sequelae, specify:

11. Additional information

12.Declaration

| acknowledge having fully understood all of the questions above and that the answers given are true and complete. In addition, | consent
to having them as an integral part of the requested insurance policy.

X Y Y Y Y M,

Signature of insured (signature of the father, mother or legal guardian if the insured is a minor) Date of signature

FINDO135A (2023-01)



	First and last names of insured: 
	Tendonitis: Off
	Bursitis: Off
	Arthritis: Off
	Other specify: Off
	Muscular dystrophy  date of diagnosis: Off
	Sprain: Off
	Epicondylitis: Off
	Joint replacement: Off
	Ligament Meniscus tear: Off
	Fracture: Off
	OsteoporosisOsteopenia: Off
	Carpal tunnel Syndrome: Off
	Arthrosis: Off
	Fibromyalgia: Off
	and type: 
	Condition: 
	Condition_2: 
	Condition_3: 
	Condition_4: 
	Condition_5: 
	Condition_6: 
	Condition_7: 
	Condition_8: 
	Condition_9: 
	ConditionRow1: 
	ConditionRow2: 
	ConditionRow3: 
	Condition_10: 
	Address: 
	No more consultation to come: Off
	Condition_11: 
	Profession_2: 
	Y_4: 
	Y_5: 
	No more consultation to come_2: Off
	Condition_12: 
	Profession_3: 
	Address_3: 
	Y_6: 
	Y_7: 
	No more consultation to come_3: Off
	MRI: Off
	ConditionMRI: 
	ResultsMRI: 
	XRay: Off
	ConditionXRay: 
	ResultsXRay: 
	Y_8: 
	Scan: Off
	ConditionScan: 
	ResultsScan: 
	Blood test: Off
	ConditionBlood test: 
	ResultsBlood test: 
	Other: Off
	undefined_19: 
	ConditionOther: 
	ResultsOther: 
	If yes specify the condition type of test examination or treatment and anticipated date 1: 
	If yes specify the condition type of test examination or treatment and anticipated date 2: 
	Condition_13: 
	Medication: 
	Dosage: 
	Still using: Off
	Condition_14: 
	Medication_2: 
	Dosage_2: 
	Still using_2: Off
	Condition_15: 
	Medication_3: 
	Dosage_3: 
	Still using_3: Off
	Type of surgeryRow1: 
	ConditionRow1_2: 
	Type of surgeryRow2: 
	ConditionRow2_2: 
	Type of surgeryRow3: 
	ConditionRow3_2: 
	of any of the conditions mentioned above: 
	If yes specify the condition and limitations: 
	ConditionRow1_3: 
	Duration in weeksY Y M Y Y M: 
	ConditionRow2_3: 
	Duration in weeksY Y M Y Y M_2: 
	ConditionRow3_3: 
	Duration in weeksY Y M Y Y M_3: 
	ConditionRow1_4: 
	ConditionRow2_4: 
	ConditionRow3_4: 
	ConditionRow4: 
	11 Additional information 1: 
	11 Additional information 2: 
	11 Additional information 3: 
	11 Additional information 4: 
	11 Additional information 5: 
	11 Additional information 6: 
	Date of birth: 
	Other specify_2: 
	Diagnosis Date: 
	Other 1: 
	Date of symptoms 1: 
	Date of symptoms 2: 
	Date of symptoms 3: 
	Date of symptoms 4: 
	Date of symptoms 5: 
	Date of symptoms 6: 
	Date of symptoms 7: 
	Date of symptoms 8: 
	Date of symptoms 9: 
	Yes-No 1: Off
	Cause Row1: Off
	Other Row 1: 
	Cause Row2: Off
	Other Row 2: 
	Cause Row3: Off
	Other Row 3: 
	Yes-No 2: Off
	Profession: 
	Y_3: 
	Y_1: 
	Y_2: 
	Frequency 1: Off
	Frequency 1A: Off
	Address_2: 
	Name Specialty_2: 
	Frequency 2: Off
	Frequency 2A: Off
	Name Specialty: 
	Name Specialty 2: 
	Text39: 
	Text40: 
	Text41: 
	Yes-No 3: Off
	Frequency 3: Off
	Frequency 3A: Off
	Test date 1: 
	Test date 2: 
	Test date 3: 
	Test date 4: 
	Test date 5: 
	Yes-No 4: Off
	Yes-No 5: Off
	Y_13: 
	Y_14: 
	Y_15: 
	Y_16: 
	Yes-No 6: Off
	Yes-No 7: Off
	Yes-No 8: Off
	Y_9: 
	Y_10: 
	Y_11: 
	Y_12: 
	Y_17: 
	Y_18: 
	Y_19: 
	Y_20: 
	Y_21: 
	Y_22: 
	Y_23: 
	Y_24: 
	Y_25: 
	Y_26: 
	Y_27: 
	Date Signature: 
	Current state 1: Off
	Current state 2: Off
	Current state 3: Off
	Current state 4: Off
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	NO_CONTRAT_PROPOSITION: 
	EPAULE_DROITE: Off
	EPAULE_GAUCHE: Off
	COUDE_DROIT: Off
	COUDE_GAUCHE: Off
	POIGNET_DROIT: Off
	POIGNET_GAUCHE: Off
	MAIN_DROITE: Off
	MAIN_GAUCHE: Off
	HANCHE_DROITE: Off
	HANCHE_GAUCHE: Off
	GENOU_DROIT: Off
	GENOU_GAUCHE: Off
	CHEVILLE_DROITE: Off
	CHEVILLE_GAUCHE: Off
	PIED_DROIT: Off
	PIED_GAUCHE: Off
	AUTRE_PARTIE_DROITE: Off
	AUTRE_PARTIE_GAUCHE: Off


