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Annexure B-CVD_03.20 - Life Insurance

Name of the Life insured: Proposal/Policy No:

YOUR PARTNER FOR PROSPERITY

sociated win € Sanlam acue

COVID-19 (Coronavirus) Exposure Questionnaire for Health Care Professionals

AT AT ATFATAFR TS COVID-19 (FRIAATSRTAH) TEITEarel TAraet

(To be filled by Life Assured only)
(Fa StTa AHTETHRTETE 90gTd A1)

EIECREICIECIE T IEE JEaTE/I o

Please provide the following information with as much details as possible:

FIAT T faerT T8 quefiaiag @t ATfee It

10.

11.

Occupation

EERIRE

Medical Speciality (if applicable):
Farehrr Aforsey (AR] HeaT):
Exact nature of duties (including procedural or non-procedural duties):
FAAT (ST A0 T (THRarers fFar e-shrares wdearg):

Name and address of health care facility or facilities in which you work:
AT 72 T FIAT AT A AT giae AT giegi=r ara ooy a=m
Name of the health authority under which you are registered:
Does your health care facility have sufficient personal protective equipment (PPE)to provide to its work force

AT HSATSTE [LATATETS ATeAT AT JaT GiAerws 0 Jains SeeAvTes STl (PPE) Sed F17?

Have you been or do your work duties involve close contact with anyone who has been quarantined or who has been diagnosed
with novel coronavirus (SARS-CoV-2/COVID-19)? If yes, please provide details including nature of work for patients with novel
coronavirus (SARS-CoV-2/COVID-19).

ST FAHIAT T FILATETIEH (SARS-CoV-2/COVID-19)He 3T SATAT (FIHL HLUATA) At 31 Fohat S 71 Trmrerg fHwm svvara st
AT, AT HTUTATAT ATHIST ST fHaT STTOT ST FTH FF STEATAT T SATAT A F1? - IAL S 1T AGATH, FAAT T FILATeRTAH (SARS-
CoV-2/COVID-19) SIEAAT TTHLIAT HIHT=AT Ta=qTag quefier I2aT.

Have you ever been on voluntary leave, or placed on compulsory leave of absence/sick leave, due to a possible exposure

to novel coronavirus (SARS-CoV-2/COVID-19)? If yes, please provide relevant dates and details

(1 Health care Workers shall mean all registered health care professionals (doctors, nurses, allied health professionals

including physiotherapists, pharmacists, phlebotomists etc.) involved in direct patient care)

THT FATE T (SARS-CoV-2/COVID-19)=aT TWTeT ST ST FefTet Ui wora, e achi=ar Tras/sseauir=Ar T& ToT sTerd
FT? IAL G ATATH, FOAT Faferq faeiar awfor qusfier qear

Yes No

CREIL

(1 ST HAT FHTHITL FZUIST el TO=AT HA0ed AT 99 Aiaviihd serg a1 =Araaras (e, smiftee, wereiee samdiby sies,

afe=aTieRT, SEied s sATaHTaT))
Have you ever tested positive for, or are you awaiting the rest results of novel coronavirus (SARS-CoV-2/COVID-19)?
If yes, please provide relevant dates and details, including the results of any test(s) where known.

o o

ATEAT TH T FIATRTEH (SARS-CoV-2/COVID-19)=aT A== FeflEr ThTrcHa Agare AT g [ShaT S T ATA0=aT Ja T MEArei=l are

RIERIE I NN

I G AEATH, FUAT 5 qIRT T8 T AT A= =a1/=r=vii=ar Aerarag g e faais arfor aasfier qear.

Have you experienced any of the following symptoms within the last 14 days?

Any fever, cough, shortness of breath, malaise (flu-like tiredness, rhinorrhoea (mucous discharge from the nose), sore throat,
gastro-intestinal symptoms such as nausea, vomiting and/or diarrhoea

(If yes, to any of these, please indicate which and provide full information.

AT 14 fRaaid ArqorTe Wy AT A0 STHATH AT Sed F17?

FIUATET AT, GIFAT, TH AR, TETEITT (FIHT@T AHAT), ATRFTLS (ATHRIIT CATAT &), TET Ga@aoy, (T 9 sasdi (Feer-deedqa) ot

Freprer=h steror S it Aowe, IereT snfuy/fFaT sfem
(ATHHT FTITAET ITAL ST STHATH, T HIIT 3 T Grora FT AT FOT AT [T,
Are you currently in good health and actively at work?

ST SThel T FEAT AT AT T ST SATTOT AIHRT07 SHTHTEE AT H17?

Please provide the details below if any of above question is answered as “Yes”

FOTAHT FIATET AT ST "SI FA ¥ I a1, FIAT GreAT qaefier 7.
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Travel Declaration

12 FEIGHERR iR IR

Please provide your travel patterns over the last 5 months (please provide copy of all pages of passport of life assured showing
entry and exit of below travel dates):

mﬁvs%mmﬁ(mwﬁ)ﬁnﬁ%ﬁm (FAT GTAT FATEAT=AT faiawT= gaer afor e
Aot sfia FATeeRT=aT e T wA):
COUNTRY CITY | DATE ARRIVED DATE DEPARTED

12a £ qET | AnTHA T fortas R

Please detail your intended future travel plans for the next 6 months:

FIAT TR 6 AIeA T AT ATedT qAsATd e Siad Tarar=ar A== aaefier g2

COUNTRY CITY Proposed date of Travel Planned duration of stay
126 EG MET FEICIE IR I E R CGIED LEIRIEIRERIE IR
If you have been screened at the airport, please provide copy of report
12. I
¢ ATt FrmTaeTaT Feft oot (RFRfERT) et T Sraeare, FIAT Agarar=t 9q a1

| confirm that the answers | have given are true to the best of my knowledge and that | have not withheld any material information that may influence
the assessment or acceptance of this application.

HY T FAN/FLT A AT Rt 3T, ATET HATH ATEd ET T SArgd ST HY AT SASAT=AT eAtwhATaY fhar wigdiaT aRumH F% ey
FIoTEr Wifa ATt Traedt ATer.

| agree that this form will constitute part of my application for insurance(s) and that failure to disclose any material fact known to me may invalidate

my insurance(s) contract.

HT 77 Srefielt TgHa oy g7 Wi, AT o=/ A=At SIS AR S AT §AT ATl STt hIvdiar Aiided aEqreddt S T F0ITT
SATITSAT THLOTT, ATAT/ATH FormT/fas 0% T2 21 rhet/erehe 1.

Date:

EGIED

Place: Signature of Life Assured
T Strae fawTeTeaRT=T ey
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