
Travellers Medical Appraisal Form
 

 Enquiries: QBE Travel - Customer Service Centre on 1300 555 017 or (03) 8805 2777
Please Ensure You Read This Information Before Completing This Form                                        

You have indicated that you would like to apply for cover for your existing medical condition(s) or you answered yes to Question 4 on the application form. You do not have to take cover for your existing 
medical condition(s) however, if you do not there is no cover under our policy for any claims arising as a result of or exacerbated by an existing medical condition(s). To apply please ensure that the Application 
Form on the PDS and the appropriate section of the Travellers Medical Appraisal Form are ClEARlY CoMPlETEd In BloCk lETTERS. Return completed forms to our Authorised Representative.
Residents of Australia who are 80 years of age or over and travelling internationally must complete this form before the issue of the Certificate of Insurance, regardless of their state  
of health. Please contact QBE Travel Insurance on 1300 555 017 or (03) 8805 2777 if you have any questions.

An Existing Medical Condition is:
An existing medical condition is:
a.  any chronic or ongoing (whether chronic or otherwise) medical or dental condition, illness or disease of which you were aware or should reasonably have been aware, and which is medically 

documented or under investigation prior to the issue of the Certificate of Insurance; or
b.  any physical, mental illness or medical condition, defect, illness or disease of which you were aware or should reasonably have been aware, and for which treatment, medication, preventative 

medication, advice, preventative advice or investigation has been received or prescribed by a medical or dental adviser in the 60 days prior to the issue of the Certificate of Insurance and in the 
case of the Annual Multi Trip Travel Plan also within 30 days prior to booking a particular trip.

Note:
•  Where any condition is the subject of an investigation, that condition falls within this definition, regardless of whether or not a diagnosis of the condition has been made.
•  This definition applies to you, your travelling party, your relatives, your business colleague, or any other person you have a relationship with whose state of health could impact your travel plans.
The Following Existing Medical Conditions do not Require You To Apply For Cover 
Provided the following existing medical conditions are stable and you or anyone else to be covered are not waiting for treatment, on a hospital waiting list or awaiting results of medical tests or 
investigation in relation to any of these conditions cover is provided without medical application. 

 

 

 

 
 

 
AddITIonAl AMoUnT PAYABlE

InTERnATIonAl TRAvEl PlAnS SInglE PolICY FAMIlY oR dUo PolICY
ADDITIONAL AMOUNT PAYABLE 0 - 69 YEARS $75 $150
ADDITIONAL AMOUNT PAYABLE 70+ YEARS 
This amount is the minimum additional amount payable. Some applications  
may incur higher amounts payable than the amounts shown.

$100 N/A

AUSTRAlIAn TRAvEl PlAnS SInglE PolICY FAMIlY oR dUo PolICY
REGARDLESS OF AGE $27 $54

Once we have reviewed this form:
•	 We	may	offer	you	insurance;	and
•	 	We	may	provide	cover	for	an	existing	medical	condition	on	either	a	full	or	restricted	basis.		A	Travellers	Appraisal	Number	will	be	issued	and	you	will	be	advised	of	the	additional	

amount	payable;	or
•	 We	will	advise	you	that	we	are	unable	to	insure	for	an	existing	medical	condition;	or
•	 We	may	offer	altered	terms	and	conditions	to	the	policy.
IF APPRovEd, CovER FoR An EXISTIng MEdICAl CondITIon MUST BE TAkEn UP WITHIn 14 dAYS oF THE APPRovAl dATE.

Privacy
If you would prefer for your application and Travellers Medical Appraisal Form to be processed directly, mark the form "Confidential" and fax to our Medical Appraisal Department on (03) 8805 2961. 1

•  Acne
•   Allergies - such as allergic rhinitis, chronic rhinitis, hayfever, sinusitis, anaphylaxis, dermatitis,  

eczema, psoriasis, urticaria, food intolerance, latex allergy
•   Anaemia - including iron deficiency anaemia, B12 deficiency, folate deficiency,  

pernicious anaemia
•    Asthma - not requiring cortisone medication and no hospitalisation  

for the past 12 months including as an outpatient
•  Bell’s palsy
•  Benign breast or renal cysts
•  Bunions
•  Carpal Tunnel syndrome
•  Cataracts, dry eye syndrome, glaucoma, macular degeneration
•  Coeliac disease
•  Colonic polyps
•  Congenital blindness/deafness
•    Diabetes Mellitus Types 1 and 2 - where you have no known cardiovascular, hypertensive, 

vascular disease and no related kidney, eye or neuropathy complications
•   Epilepsy - you have been seizure free for the past 12 months and do not require  

more than 1 anti-seizure medication

•   Goitre, hypothyroidism, Hashimotos disease, Graves disease
•  Gout 
•   Hiatus hernia/Gastro-oesophageal reflux disease, Peptic ulcer disease 
•  High Cholesterol (Hypercholesterolaemia) 
•  High Lipids (Hyperlipidaemia) 
•  Insulin resistance, impaired glucose tolerance
•   Incontinence
•   Meniere’s disease, Tinnitus
•  Menopause
•   Migraines except where you have been hospitalised in the past 12 months
•  Nocturnal cramps
•   Osteoporosis - whereby there has been no fractures and you do not require  

more than 1 medication
•  Plantar fascitis
•  Raynaud’s Disease 
•  Sleep apnoea 
•		 Stable High Blood Pressure (Hypertension) 
•  Trigeminal neuralgia 
•  Trigger finger 
•   Routine screening tests where no underlying disease has been detected.

WHAT FoRMS do I nEEd To CoMPlETE To APPlY  
FoR EXISTIng MEdICAl CondITIon CovER?

APPlICATIon FoRM 
on PdS

 TRAvEllERS MEdICAl APPRAISAl FoRM
PART A PART C & d

InTERnATIonAl  TRAvEl InSURAnCE

0 – 69 YEARS REQUIRING COVER FOR EXISTING MEDICAL CONDITIONS 3
3

In some cases we may also ask 
for Part B to be completed

7

70 - 79 YEARS REQUIRING COVER FOR EXISTING MEDICAL CONDITIONS 3 7 3
80+	YEARS	REGARDLESS	OF	STATE	OF	HEALTH	(EXCEPT	NEW	ZEALAND	UNLESS	CRUISING) 3 7 3

80+	YEARS	TRAVELLING	TO	NEW	ZEALAND	(EXCEPT	CRUISING) 3
3

In some cases we may also ask 
for Part B to be completed

7

AUSTRAlIAn TRAvEl InSURAnCE

ALL AGE GROUPS REQUIRING COVER FOR EXISTING MEDICAL CONDITIONS 3
3

In some cases we may also ask 
for Part B to be completed

7

AnnUAl MUlTI TRIP TRAvEl InSURAnCE

0 – 69 YEARS REQUIRING COVER FOR EXISTING MEDICAL CONDITIONS 3
3

In some cases we may also ask 
for Part B to be completed

7

ANSWERED	YES	TO	QUESTION	4	IN	THE	APPLICATION	FORM	REGARDING	 
TESTS OR INVESTIGATIONS 3 3 7

non TRAvEllIng RElATIvE oR BUSInESS PARTnER EMC (oPTIonAl) 3 TRAvEllERS MEdICAl APPRAISAl FoRM PARTS E, F & g
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Travel Agent's Name & Address 
Name: 

Address: 

Part A  To Be Completed By You, The Traveller
Title  Full Name

  
I am applying for cover for an existing medical condition.         Yes    No
I have answered Yes to Question 4 in the application form  
regarding test or investigations.               Yes    No

Date of Birth           /          /      Postcode   

 Male   Female Height 	 Weight	  
Phone           Phone

 Home (          )  	Work	(										)

Email

Country/ies to be visited      

 

 Flights   Cruises   Skiing   Trekking Trip Value  $

Travel Dates                /                  /      to                    /                /

Consultant Name        Agency Name

  
Have you booked your travel arrangements through this Agency?    Yes     No 
Agency Phone         Agency Fax 

 (          )   (          )

Policy Selected       International     Australian     Annual     Single     Family/Duo  

Travel Plan Selected (Refer to the PDS)  
Have	you;		
Suffered from any form of heart condition?   Yes    No 
Suffered from any vascular condition, stroke or TIA?   Yes    No 
Suffered from any form of cancer or malignancy?  Yes    No 
Suffered from any respiratory conditions (including asthma)?  Yes    No 
Suffered from any psychiatric conditions including stress, anxiety, depression?  Yes    No 
Required admission to hospital in the past 3 years for any reason?              Yes    No
Date and Details including treatment

Are	you;

Currently pregnant?   Yes    No  Due Date             /          /    IVF   Yes    No
Travelling to obtain medical treatment?   Yes    No 
Suffering from a terminal condition or registered with palliative care?   Yes    No
Suffering from metastatic cancer or secondaries?   Yes    No
Awaiting any medical tests/investigations or treatment?   Yes    No

Details

Other than those conditions listed above what medical conditions do you currently have 
and/or have received treatment for in the last three years?

What	medications	are	you	currently	taking/carrying?

Do	you	require;
Oxygen for the trip?   Yes    No      A wheelchair for the trip?   Yes    No

Details   
Have	you;	
Been declined travel insurance or had special conditions imposed?   Yes    No 
Made any medical travel insurance claim over $1,000 in total?   Yes    No

Details   
declaration: I have read and retained a copy of the PDS. I consent to the collection, use and 
disclosure of my health information for the purposes outlined in the Privacy Policy section of the PDS. 
I agree that I will not be covered for any Existing Medical Condition unless the insurance company 
has agreed to insure those conditions. I agree that cover will not include replacement medication 
or maintaining a course of treatment commenced before the trip. I understand that should cover be 
given for any Existing Medical Condition, it will be for UNEXPECTED TREATMENT ONLY. 
Signature                Date

          /          /  
(The signatory must be 18 years of age or over and is authorised to sign on behalf of all named persons.) 
In most cases if you answer the questions fully and accurately we will be able to process 
your application for Travel Insurance on the information supplied. In certain circumstances 
we may ask you to have our Doctor’s Declaration completed by your usual Medical 
Practitioner before cover can be assessed. 

Part B doctor's declaration                     

Are you the patient’s usual Medical Practitioner?   Yes  If so, how long?  
List the nature and extent of any Existing Medical Condition (refer to front page) in the 
past 12 months.

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  
What	other	medication	has	this	patient	taken	in	the	last	12	months? 
(e.g. chemotherapy, Ab's etc)

Has	your	patient	had	ANY	history	of:	 	 •	Hypertension?	            /       .

•	Angina?		           /          /    Frequency of attacks  

•	Heart	Failure?				   CCF     LVF     Cardiomyopathy     IHD     Angiography 
  Stenting     C.A.G.S     Other 

•	Diabetes?		Type		

•	Respiratory	condition(s)?     Asthma     Bronchitis     COAD     COPD 

Details

Any other conditions or disease?   Details 

Are any of the conditions mentioned under review or unstable? If so, give details

In your opinion is your patient fit to undertake the trip without requiring any additional medical 
attention in connection with any condition currently under treatment?    Yes     No 
Have you provided a medical referral to any overseas medical practitioner or hospital?

  Yes  		No								Why?

Is your patient suffering from a terminal condition?    Yes     No 

Details   

Is your patient suffering from a malignant condition?    Yes     No 

Details   

Does your patient require oxygen or have other special requirements?    Yes     No 

Details   

Is your patient travelling to seek medical advice?   Yes     No 
Is your patient attending any specialists eg. cardiologist etc?  
If so, provide copies of recent review.   Yes     No 

Is there any planned surgery, tests or treatment?   Yes     No 

Details   
Any other comments/details you wish to add?

  

Doctor’s Signature         Phone

  (          )

Doctor's Name   

Address

 Postcode

Qualifications               Date

          /          /  22

Preliminary Travellers Medical  
Application and Appraisal Form

When complete fax Medical Appraisal Form to (03) 8805 2961
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Part C  To Be Completed By You, The Traveller
Title  Full Name

  

Date of Birth           /          /      Postcode    

 Male   Female Height 	 Weight	  
Phone           Phone

 Home (          )  	Work	(										)

Email

Country/ies to be visited            Date of Birth

          /          /  

 Flights   Cruises   Skiing   Trekking Trip Value  $

Travel Dates                /                  /      to                    /                /

Consultant Name        Agency Name

  
Have you booked your travel arrangements through this Agency?    Yes    No 
Agency Phone         Agency Fax 

 (          )   (          )  
Policy Selected       International     Australian

Travel Plan Selected (Refer to the PDS) 

Have you been hospitalised or attended an Emergency Department 
in the past 12 months?   Yes    No

Details

 Date           /         /

List	details	of	your	visit(s)	to	a	Doctor	including	a	Specialist	over	the	past	12	months;

(a) Reason

 Date           /         /

(b) Reason

 Date           /         /

Have you ever had Cancer?   Yes     No

Treatment

 Date           /         /

Have you ever had Heart Disease?   Yes     No

Treatment

 Date           /         /

Have	you;	
Been declined travel insurance or had special conditions imposed?   Yes    No 
Made any medical travel insurance claim over $1,000 in total?   Yes    No

Details

 

Are you  

eligible for Veterans Affairs Hospitals/Medical Benefits?   Yes    No
- If Yes, please send details
List any treatment or medication you have had in the past 12 months?

 

declaration: I have read and retained a copy of the PDS. I consent to the collection, use and 
disclosure of my health information for the purposes outlined in the Privacy Policy section of the 
PDS. I agree that I will not be covered for any Existing Medical Condition unless disclosed in this 
form and the Insurance company has agreed to insure those conditions.I agree that cover will 
not include replacement medication or maintaining a course of treatment commenced before 
the trip. I understand that should cover be given for any Existing Medical Condition, it will be for 
UNEXPECTED TREATMENT ONLY.
Signature                Date

          /          /  
(The signatory must be 18 years of age or over and is authorised to sign on behalf of all named persons.)

Part d doctor's declaration                      

Are you the patient’s usual Medical Practitioner?   Yes  No  If so, how long?  
List the nature and extent of Existing Medical Condition(s) (refer to front page) in the past 
12 months.

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  

Condition   First Consulted        /       /  

Medication   Last Consulted        /       /  
What	other	medication	has	this	patient	taken	in	the	last	12	months? 
(e.g. chemotherapy, Ab's etc)

Has	your	patient	had	ANY	history	of:	 	 •	Hypertension?	            /       .

•	Angina?		           /          /    Frequency of attacks  

•	Heart	Failure?				   CCF     LVF     Cardiomyopathy     IHD     Angiography 
  Stenting     C.A.G.S     Other 

•	Diabetes?		Type		

•	Respiratory	condition(s)?     Asthma     Bronchitis     COAD     COPD 

Details

Any other conditions or disease?   Details 

Are any of the conditions mentioned under review or unstable? If so, give details

In your opinion is your patient fit to undertake the trip without requiring any additional medical 
attention in connection with any condition currently under treatment?    Yes     No 
Have you provided a medical referral to any overseas medical practitioner or hospital?

  Yes  		No								Why?

Is your patient suffering from a terminal condition?    Yes     No 

Details   

Is your patient suffering from a malignant condition?    Yes     No 

Details   

Does your patient require oxygen or have other special requirements?    Yes     No 

Details   

Is your patient travelling to seek medical advice?   Yes     No 
Is your patient attending any specialists eg. cardiologist etc?  
If so, provide copies of recent review.   Yes     No 

Is there any planned surgery, tests or treatment?   Yes     No 

Details   
Any other comments/details you wish to add?

  

Doctor’s Signature         Phone

  (          )

Doctor's Name   

Address

 Postcode

Qualifications               Date

          /          /  3

Preliminary Senior Travellers  
Medical Appraisal Form

For international travellers aged 70 – 79 who wish to apply for cover for an Existing Medical  
Condition or an international traveller aged 80 years or over regardless of their state of health.

When complete fax the Application Form and this Medical Appraisal Form to (03) 8805 2961.  

Travel Agent's Name & Address 
Name: 

Address: 
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Preliminary non Travelling Relative/Business  
Partner Medical Appraisal Form

When complete fax the Application Form and this Medical Appraisal Form to: (03) 8805 2961

Travel Agent's Name & Address 
 
 
 

Part E  To Be Completed By You, The Traveller

Consultant's Name          

  

Phone   (        )      Fax   (        )

Name of persons travelling       Relationship

  

Phone  	Work	(								)    Home (        )

Country/ies to be visited

Travel Dates          /          /   to           /          /     Trip Value   

Policy Selected       International     Australian 

Travel Plan Selected (Refer to the PDS) 

Part F To Be Completed By non Traveller
Title  Full Name

  

Postcode    

Height 	 		Weight		    Date of Birth          /          /

Have you been hospitalised or attended an Emergency Department 

in the past 12 months?     Yes     No   

Details

 Date           /         /

List	details	of	your	visit(s)	to	a	Doctor	including	a	Specialist	over	the	past	12	months;

Reason

 Date           /         /

Reason

 Date           /         /

Reason

 Date           /         /

 
List any treatment or medication you have had in the past 12 months?

 

Have you ever had Cancer?   Yes     No

Treatment

 Date           /         /

Have you ever had Heart Disease?   Yes     No

Treatment

 Date           /         /

Do you smoke Cigarettes?   Yes     No      If Yes, how many per day? 

declaration: I consent to the collection, use and discolsure of my heath information for the 
purpose of assessment and provision of travel insurance to my relative or business partner. I 
authorise any hospital or medical adviser who has attended to, or examined me, to disclose 
any or all information regarding the treatment given for any condition related to the declaration 
Signature                Date

          /          /  
(The signatory must be 18 years of age or over and is authorised to sign on behalf of all named persons.)

Part g doctor's declaration                      

Are you the patient’s usual Medical Practitioner?   Yes  No   If so, how long?  
List the nature and extent of Existing Medical Condition(s) (refer to front page) in the past 
12 months.

 Condition  First Consulted          /           /

 Medication  Last Consulted          /           /

 Condition  First Consulted          /           /

 Medication  Last Consulted          /           /

 Condition  First Consulted          /           /

 Medication  Last Consulted          /           /

 Condition  First Consulted          /           /

 Medication  Last Consulted          /           /  

What	other	medication	has	this	patient	taken	in	the	last	12	months? 
(e.g. chemotherapy, Ab's etc)

Has	your	patient	had	ANY	history	of:	 	 •	Hypertension?	            /       .

•	Angina?		   Last Attack           /          /    Frequency of attacks  

•	Heart	Failure?				   CCF     LVF     Cardiomyopathy    
  IHD     Angiography     Stenting     C.A.G.S     Other 

•	Diabetes?		   Type  

•	Respiratory	condition(s)?     Asthma     Bronchitis     COAD     COPD 

Details

Any other conditions or disease?   Details 

Are any of the conditions mentioned under review or unstable? If so, give details

Is your patient currently in hospital/nursing home?    Yes     No 
Are you aware of any recent deterioration, changes, planned surgery, or reviews that may 
require the passenger to cancel the trip?   Yes    No

Details

Is your patient suffering from a terminal condition?    Yes     No 

Details

Is your patient suffering from a malignant condition?    Yes     No 

Details

Is there any planned surgery or treatment in the future?    Yes     No 

Details

  Any other comments/details you wish to add?

 

  

Doctor’s Signature         Phone

  (          )

Doctor's Name   

Address

 Postcode

Qualifications               Date

          /          /  4
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