
How to complete  
this form
Complete one form for  
each person applying  
for insurance.

1   Complete the application
 • answer all questions on the form

     •  if you’re unsure about your answers, please  
talk to your physician first

2   Make sure it’s complete
  This is an important form that will tell us whether  

or not we can insure you.

 Make sure you:
 • complete each section
 • sign and date the form

  If your application is missing information or isn’t  
signed and dated, we’ll have to follow up with you  
and it will take longer to process your application.

3   Mail or fax it back to us 
  TIC Travel Insurance Coordinators Ltd. 

Underwriting Department 
438 University Avenue, Suite 1200  
Toronto, ON M5G 2K8

 fax  1-866-256-2377 or  
416-340-0790

Detailed application and medical questionnaire

5T011MQ-0707

 If you have any questions 
about this form, you can  
reach us toll-free at:  
1-888-298-8151

Ready to begin?  
Please go to the next page to get started.



Only complete this section if you have an agentInformation about your agent

  male  
  female

Last name (please print) First name
 

Date of birth (mm/dd/yyyy) Government health insurance # Previous TIC policy #’s (if known)

Your mailing address
 

Street   Apt #
 

City  Province Postal code
 

Phone Fax  E-mail

Who should we contact? 
 you   
 your agent, or

 

Last name  First name
 

Phone Fax  E-mail

Information about you

 
Agency name   Agency code
 

Agent’s name
 

Phone Fax  E-mail

Details about your travel plans

 
Destination (city, state or country) Departure date (mm/dd/yyyy) Return date (mm/dd/yyyy) 

What type of coverage do you want? 
  single trip    visitor’s insurance   top-up or extension 
   multi-trip   global expatriate      company name and policy number: 

number of days per trip:
 __________

       
_______________________________

 

In this questionnaire, you and your mean the person to be insured.  
We, us and our mean TIC Travel Insurance Coordinators Ltd.

More details about you

 

Name of the last physician or medical clinic you visited Phone number
 

Date you visited (mm/dd/yyyy) Reason for visit
 

Results (medications prescribed, follow-up appointments, investigations or treatments, surgery recommended or scheduled) 

Height  Weight
  

 ft   in 
 cm

 lbs 
 kg

Applicant’s name (please print)  Date (mm/dd/yyyy) 
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Mykhaylo Arbetov

604-875-8878 1-866-249-5260 michael.arbetov@gmail.com



1   Do you need help eating, bathing, using the toilet, changing positions, dressing or doing other daily tasks?

   no      yes –  please provide details
 

2   Do you need to use a cane, walker, wheelchair or other mobility device?

   no      yes –  please provide details
 

3   Have you been advised by a physician to have a test, investigation or surgery that you haven’t had yet?

   no      yes –  please provide details
 

4   In the last five years, have you been declined life, health or travel insurance or refused renewal of coverage?

   no      yes –  please provide details
 

5   Have you smoked in the last 12 months?

   no      yes

General medical questions

Hospitalizations and surgery Attach a separate sheet if necessary

Have you ever been hospitalized or had surgery?

  no     yes –  please give details below
Medical condition  Date (mm/yyyy)

    |
    |
    |
    |

 hospitalization 
 surgery
 hospitalization 
 surgery
 hospitalization 
 surgery
 hospitalization 
 surgery

• appendectomy
• cataract removal
• circumcision

•  dental repair or treatment
•  gall bladder removal
•  hernia repair

•  hysterectomy
•  normal or caesarean  

section childbirth

•  tonsillectomy
•  tubal ligation
•  vasectomy

Don’t include these unless they were in the last six months

Medications

Are you taking any prescription medications?

  no     yes –  please tell us about your prescription medications below
   Date first prescribed Date of last dosage change
Name of medication Condition being treated (mm/yyyy) (mm/yyyy)

 | |  | 
 | |  | 
 | |  | 
 | |  | 
 | |  | 
 | |  | 
 | |  | 
 | |  | 

 increase 
 decrease
 increase 
 decrease
 increase 
 decrease
 increase 
 decrease
 increase 
 decrease
 increase 
 decrease
 increase 
 decrease
 increase 
 decrease

Applicant’s name (please print)  Date (mm/dd/yyyy) 
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