
M Ms Mss Family and first name

Maiden name

Date of birth Tel Mobile

E-mail address Fax

Address

Postal/Zip code City Country

Family status C Single M Married V Widowed D Divorced

DESIGNATION OF BENEFICIARIES FOR THE DEATH BENEFITS

EFFECTIVE DATE OF COVERAGE REQUESTED (if known) :

Signature preceded by "Read and approved"

Place date Please also complete the medical questionnaire overleaf

I may examineand correct any personal information maintainedon my behalf in the files of Helena Consultants Ltd's plan
administrator and of the insurer. (Computerized Data and Civil Liberties)

My spouse unless legally separated or divorced, otherwise divided equally among my surviving children. If there are no
children, divided equallybetweenmy surviving father and mother. If there are no parents, divided equallyamong my existing
heirs.

If the aboveallocationdoes not meet your requirements,or if at any time you decide to modify it, please cross the aboveand
use the space hereunder, or send us an hand-written letter to indicate another beneficiary or beneficiaries.

I have kept copy of this document for my records. I accept the terms and conditions of the coverages subscribed to by
Helena Consultants Ltd.

Year

I permit Helena Consultants Ltd to select organisms in my best interests and to eventuallyrepresent me to them. I permit
Helena Consultants Ltd to receive the reimbursements and indemnities falling due.

The coveragetakes only over the consequencesof these accidents and illnessess occuring during its validityperiod after its
effective date.

Benefits enrolment form
HELENA CONSULTANTS Ltd

Day

Day Month

Month Year



Name and first name Height Weight

1 Are you presently on sick leave? yes no 10 yes no
Since when?
Why ?

If yes, specify

2 Are you under medical treatment or on a diet? yes no 11 yes no
Since when?
Describe Since when?

Why ?
Disability rate ?

3 Are you under treatment for high blood pressure? yes no
Since when? 12 yes no
Prescribed treatment

Why ?
When ?
Consequences?

4 yes no

13 yes no
When ?
Total duration? Describe 
Why ? Since when?

5 yes no 14 yes no

Describe If yes, specify
When ?
Consequences?

15 For women -
6 yes no yes no

Describe When ?
When ? Why ?
Consequences? - are you pregnant ? yes no

For how many months ?

7 yes no
16 For men - Have you accomplished your military service ?

yes exempted unfit deferred
Describe If unfit: why ?

8 yes no 17 Do you smoke ? yes no
Daily quantity

Describe 
When ?
For which illness? 18 yes no

Which ?
How often ?

9 yes no
 

Where ? 19 Have you had any insurance proposal
When ? declined deffered cancelled
How long ? Dates ?
Why ? Why ?

I annex to this form sheet(s)

Place Date Signature preceded by "Read and approved"

- have you had a pregnancy that necessitated
special surveillance ?

Have you stopped work for more than 3 weeks
during the last 10 years because of illness or
accident?

Have you received one or more medical treatment
lasting at least 3 weeks during the last 10 years ?

Do you practice risky activity (such as diving,
microlighting, paragliding, bungee jumping) ?

Do you suffer from a chronic illness, a disability, or
the after-effects of an accident?

Have you stayed in a hospital, clinic or nursing
home during the last 10 years ?

RISK APPRAISAL QUESTIONNAIRE

Do you benefit from a disablement pension or
annuity ?

During the last 5 years, has a blood test revealed
an abnormal outcome (diabetes, cholesterol, HIV
infection, hepathitis, etc.?

To enable the insurer to appraise nthe risks he takes, you must accurately answer the questions below. The answers must be
clearly worded and legibly written out in full. All questions must be answered. Should you not have enough room to answer, please
add enclosure(s) on plain paper. Your answers to the medical questionnaire and the requested amount of insurance may lead to
medical formalities before the requested coverage become effective.

Have you sought medical advise in the last 6
months ?

Have you anything else to report about your health
?

Have you suffered from one or more diseases
during the last 10 years?

Have you undergone any surgical operation in the
last 20 years ?

Have you undergone medical examination,
hospitalisation or surgical operation during the last
6 months?


