
AMP - Abridged Personal Statement

(PROPOSED) PERSON INSURED NAME: ______________________________________________________________ DATE OF BIRTH: _____/_____/_____

OFFICE USE: POLICY NUMBER: ______________________________________________________________________ ADVISER NUMBER: ______________

New Policy ●● Alteration to Cover ●● Reinstatement ●● Increase ●● Reassessment ●● Others ●● ______________________________

QUESTIONS FOR ALL COVERS

This statement is to be completed in the handwriting of the (Proposed) Person Insured. Please place a ✔ in the appropriate circle provided.

What is your present occupation and what industry do you work in?________________________________________________________________

In the last three years have you:
had any illness or medical treatment other than of a minor nature such as the common cold, flu, normal Yes  ●● No  ●●

pregnancy check-ups or contraception? 

engaged in, or do you intend to engage in, any hazardous activities, such as aviation, motor racing, underwater diving, Yes  ●● No  ●●
parachuting, hang-gliding, rock climbing, caving or mountaineering?

Have you ever suffered any serious illness or disability such as heart disorders, cancer or tumour, stroke, Yes  ●● No  ●●
diabetes or respiratory disease? f premium covers

Do you or any of your current or previous sexual partners have HIV/AIDS, or any sign of HIV infection? Yes  ●● No  ●●
(Some signs are: unexplained weight loss, swollen glands and persistent diarrhoea.) 

In the last three years, are you aware of any HIV risk situation to which you or any of your sexual partners Yes  ●● No  ●●
may have been exposed? HIV risk situations include, but are not limited to: 

● Sex with an intravenous drug user; ● Sex with or as a prostitute; ● Contact with someone else’s blood e.g. through injection or scratch with a used needle;
● Anal intercourse (except in a relationship between you and one other person only and neither of you had sex with anyone else for at 

least three years). If ‘Yes’, please indicate which, we will then write directly to you requesting additional information.

Have you smoked in the last twelve months (e.g., cigarettes, cigars, marijuana etc)? Yes  ●● No  ●●

QUESTIONS FOR LUMP SUM DISABLEMENT & CRISIS COVERS, REGULAR INCOME DISABILITY COVERS & WAIVER OF PREMIUM

In the last three years have you had, or do you currently suffer from, backstrain or any other disease or injury of the Yes  ●● No  ●●
spine (including the neck), occupational overuse syndrome (OOS/RSI), regional pain syndrome or joint or limb pain? 

In the last three years have you had, or do you currently suffer from, any mental illness, nervous disorder or stress Yes  ●● No  ●●
related disorder (e.g. depression, anxiety, burnout) that has required medical consultation or counselling?

If you have answered ‘Yes’ to questions 2a, 3, 6 or 7 please provide details in the health table overleaf. Depending on the details, a Full
Personal Statement may be required. If you have answered ‘Yes’ to hazardous activities (question 2b), asthma (question 3) or a back disorder
(question 6) you will need to complete a separate questionnaire, available from your adviser.

ADDITIONAL QUESTION FOR LUMP SUM CRISIS COVERS

Has your mother or father or any brother or sister suffered from diabetes, cancer*, epilepsy, high blood pressure, Yes  ●● No  ●●
heart disease*, stroke, mental disorder or depression, haemophilia, Huntington’s disease, polycystic kidney or any 
other hereditary disease? If ‘Yes’, please give details below.

ADDITIONAL QUESTION FOR REGULAR INCOME DISABILITY COVERS

What is your present annual salary or wage (before tax) including benefits or, if you are self-employed,        $ ________________________
what was your annual taxable income last year?
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ADDITIONAL QUESTION FOR REDUNDANCY COVERS

Have you ever been declared bankrupt or have you any reason to believe you may be made redundant or Yes  ●● No  ●●
become bankrupt? 

QUESTIONS FOR CHILDREN’S COVERS ONLY (UNDER AGE 10)

What is the present state of the Person Insured’s health? __________________________________________________________________________

Has the Person Insured had any illness or had any accident since the policy was taken out? Yes  ●● No  ●●
If you have answered ‘Yes’, please provide details in the health table below.

Has there been any other change in circumstances since the policy was taken out which may affect the Yes  ●● No  ●●
risk, apart from those noted in (12) above?

HEALTH TABLE 

If you have answered ‘Yes’ to questions 2a, 3, 6, 7 or 12 please provide further details here.

Question No: Date Name & address of institution or attending doctor/person:

Details (include condition, treatment, results and length of time off work):

Question No: Date Name & address of institution or attending doctor/person:

Details (include condition, treatment, results and length of time off work):

PRIVACY ACKNOWLEDGEMENT

This statement relates to the personal information that I am providing here and the personal information that may be held about me by
AMP already or in the future:

● The personal information collected will be held by AMP and will be used to process this application (including completion of any necessary medical tests) and to administer 

and service any product I have with AMP. If any of the information asked for is not provided, this application may be declined or the services may be withdrawn.

● The Policy Owner may be told of my health assessment.

● The information may also be used to identify other services or products available from or through AMP that may be suitable to my needs and to offer those products to me.

● AMP includes all the members of the AMP Group of companies and their subsidiaries, associated companies and agents.

● AMP holds information about me securely.

● I have the right to ask to see the information AMP holds about me. If I believe that the information is wrong I may ask that it be corrected. To request information about 

myself I can contact 0800 808 267.

You can choose whether you receive information from AMP. If you don’t want AMP to offer other products and/or services please let us know by ticking the circle.   ●●

DECLARATION

Please read each statement and sign below to show you understand and agree with them:
● I have answered all the questions in this personal statement truly and correctly regardless of whether or not they are in my own handwriting.

● I have read all the questions and answers. The information I have provided is full and complete and I have kept nothing back that might cause you to assess me as a greater 

risk to insure.

● I authorise AMP to obtain from and to provide to any other insurer or medical practitioner information relating to this insurance or to any insurance I have held and to any 

claim I have made or may make.

Location of signing ________________________________________________________________________________________________  on _____/______/_____
(town/city) (date)

Signature of (Proposed) Person Insured ____________________________________________________________________________________________________

Signature of Parent or Legal Guardian ____________________________________________________________________________________________________
(if signatory is under age sixteen)

In the presence of __________________________________________________________  __________________________________________________________
(name of witness) (signature)
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