en SONS OF
¥ NORWAY

SEIZURE (QUESTIONNAIRE

1455 West Lake Street
Minneapolis, MN 55408-2666
Phone (612) 827-3611

Toll Free (800) 945-8851

Fax (612) 827-0658
www.sonsofnorway.com

Name of Proposed Insured: Date of Birth:

1. Date of last seizure:

2. Cause of seizures:

3. Number of seizures the first year:

4. Are the seizures:

* GRAND MAL (GENERALIZED TONIC-CLONIC) SEIZURES? Ovyves OnNo
® PETIT MAL (GENERALIZED ABSENCE) SEIZURES? Ovyes UnNo
® JACKSONIAN (SIMPLE PARTIAL) SEIZURES? Uyes WnNo
® PSYCHOMOTOR (COMPLEX PARTIAL OR TEMPORAL LOBE) SEIZURES2 Ovyves OnNo
5. Have you ever been hospitalized for a seizure disorder? Uyes Uno

= If “yes,” please provide number of hospitalizations and date of last hospitalization:

6. How long do your seizures last?

7. How many seizures three years ago?

8. How many seizures two years ago?

9. How many seizures during the last year?

10. Please list all medications that you presently take:

I hereby represent that all of the above statements and answers to all the above questions are complete and true.

Signature of Proposed Insured Date

#434 (05/13) Seizure Questionnaire



	Name of Proposed Insured: 
	Date of Birth: 
	Q1:: 
	Q2:: 
	Q4A:: Off
	Q4B:: Off
	Q4C:: Off
	Q4D:: Off
	Q5:: Off
	Q3:: 
	Q5: Hospitalizations: 
	Q6:: 
	Q7:: 
	Q9:: 
	Q8:: 
	Q10:: 
	Date: 


