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ISN “Global Care”  
Application Guidance Notes 

 
 
 

Thank you for downloading the ISN “Global Care” application pack. 
 
In order to proceed with your application please :- 
 
1.Complete 
2.Sign and  
3.Date your application forms. 
 
Once completed please forward these documents to us together with a clear and 
current copy of your passport(s) 
 
Once received, an e-mail notification will be issued to confirm safe receipt. 
 
CSM Ltd will then commence the processing of your application and keep you 
advised of all progress. 
 
Should you have any questions or queries at any stage during the application 
procedure please contact us using the following e-mail address info@csmltd.com 
 



 
 

 

 
American Home Assurance Company 
ARBN 007 483 267 
(Incorporated with Limited Liability in USA) 
A Member Insurance Company of American International Group 

 

EXPATRIATE CARE 
HEALTH QUESTIONNAIRE 
(If insufficient space please attach additional sheets) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Full Name Nationality Date of birth 

Insured Employee  
 

       /      / 

Spouse          /      / 

Children 1.          /      / 

 2.          /      / 

 3.          /      / 

 4.          /      / 

 

Details of Insured Employee  occupational duties : 

 

 
Details of Expatriate Posting : Period of Posting :    From        /     /           To       /     /   

Country of Assignment : 
 

TO BE COMPLETED FOR EACH INSURED PERSON, INCLUDING ACCOMPANYING SPOUSE 
AND DEPENDANT CHILDREN WHERE APPLICABLE 

 Give details to “YES” answers here. Refer to question 

 

Name of Insured Employee 

 

 

State : Postcode : 

Name of Employer 
 
  Insured Person(s) Medical History
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1
 
 
 
 
 
 
 
 
 
 
 

 
Address of Insured Employee
Telephone : 
Fax            : 
AS THE EMPLOYEE OR 
CCOMPANYING SPOUSE OR DEPENDANT  
HILD:-       

.   a)  had medical or surgical advice or treatment,    
     or been confined to hospital during the past  
     3 years? 

b)  ever had abnormal blood pressure, ulcers,  
     diabetes, tuberculosis, cancer, paralysis,  
     arthritis or rheumatism, any disorders of 
     the respiratory, genito-urinary, digestive or 
     circulatory system or, of the back, spine, 
     eyes or heart? 

     

nu
an
Email :
Yes / No

mber and show name of Insured Person. Include name 
d address of Doctor or Hospital. 



 
 
 
 
 
 
 
 c) ever suffered anxiety state, nervous  
 exhaustion or breakdown, psychosis 
 or any form of mental disorder, or  
 any physical impairment or deformity? 
 
 
 d)   taken prescribed medication during the past  
       12 months, or been advised to take or  
       continue prescribed medication in the future? 
 
2.  Is any Insured Employee or accompanying  
  Spouse or accompanying Dependant  
  children: 
  

• Pregnant 
 

• Required to have a medical examination  
 prior to leaving for overseas assignment 

 
• On a waiting list for medical treatment 

 
 
3.  Are there any activities connected with any  
  Insured Person(s) occupation or leisure  
  activities which may be considered  
  hazardous or render him/her susceptible to injury or illness  
  (eg. Welding, bulldozer driving, football, scuba diving,  
  climbing - mountaineering, motor-sport and the like)? 
 
 My Usual Doctor is Dr. 
 
Address :         Telephone: 
 
Are you a member of a registered Health Fund in Australia?        Yes              No 
 
If Yes please supply the Fund Name: 

 
Optional Benefits Required 
 
Personal Accident and Disablement Benefits Sum Insured $ 
 Expatriate Worker  
 Spouse / Partner  
 Children  
 
Weekly Accident Benefit Per week 
Weekly Illness Benefit Per week 
 
Travel Cover Family Single 
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 DECLARATION

 
ican Home Assurance Company will treat all medical information concerning this application and any subsequent or 
onal information as strictly confidential. 

 have read the duty of disclosure notice on this application and understand its meaning. 

 hereby declare that the information given above is true and correct and I authorise American Home Assurance Company 
ain, if necessary confidential reports from any hospital, physician or other person whom I have referred to above or that I 
efer to in the event of a claim arising under this policy. 

ture of Insured Person        Date 

ture of Insured         Date 

duty of disclosure 

 you enter into a contract of general 
nce with an insurer, you have a duty, under 
urance Contracts Act 1984,  to disclose to 
urer every matter that you know, or could 
ably be expected to know, is relevant to the 
r's decision whether to accept the risk of the 
nce and, if so, on what terms. 

 
You have the same duty  to disclose those matters to the 
insurer before you renew, extend, vary or reinstate a 
contract of general insurance. 
 
Your duty however does not require disclosure of matter 
-  that diminishes the risk to be undertaken by the insurer 
-  that is of common knowledge 
-  that your insurer knows or, in the ordinary course of 
   its business, ought to know,  
-  as to which compliance with your duty is waived by  
   the insurer. 
 

 
Non-disclosure 
 
If you fail to comply with your duty of disclosure, the 
insurer may be entitled to reduce its liability under the 
contract in respect of a claim or may cancel the contract. 
 
If your non-disclosure is fraudulent, the insurer may also 
have the option of avoiding the contract from its  
beginning. 
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