SEIZURE DISORDER QUESTIONNAIRE

Full Hams Digte of Birth

Residencs Address

1. Have you sver had selurss or fainting spalls? _
Tngicate type {Patit Mal Grang Mal, ete) and detes:

2. what did your doctor @il you was 1he problam or
cause (8.4 epiepsy, tetany)?

3 3 Howofer 60 you have SHEcks (weedly,
mony, yearty)?
b, On whik cccasions?
c. During the day andior night?

4 Hhow o to the aftacks usualy last?

5 Wihan was 1% st attack?

T T o e L S —————
{myardical andéor surgical)? Give Wil particulars
and dates.

0. Wit madicines ary you fow taking?

& Hawe you sver heen hospitalized for seinures?

7. Do you have any other diseasas, symptoms or
complains? 1t so, give full particigars.,

8. 3. Do you recaive or have you ever recaived any
wing of disability compensstion?
b. Incicats Cayse of gisabiliy.

9. Name and address of vour atnding physician.

I roprasnit that o staternente srd Rristers'to the questions ste complete snd e fo-the best of mykmowiedge and heliet.

Datedat e - dayof

Wingss - Signature of Proposed insured

PH:(800) 645-4700 SRR
FAX: (847) 965-8586



