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COVID-19 QUESTIONNAIRE TO BE COMPLETED BY LIFE ASSURED 

 
With regards to your hospitalization for COVID-19, we would appreciate if you could advise us on the following: 

Name of Life Assured :   NRIC/Passport No :   

Age:   Sex:   

 
1. Vaccination related information ( at time of tested positive for COVID -19) 
 
a) Status of vaccination (not vaccinated/vaccination for one dose/vaccinated for 2 doses) 

 
Vaccinated  :   Yes                         No 

 
      (If YES, please provide copy of Digital Vaccination Cert) 
 

Vaccination Dose 1 Dose 2 

Date of Vaccination (dd/mm/yyyy)     

Type of Vaccination (e.g Sinovac, Pfizer, 
AstraZeneca (AZ))     

 
 
b) Any adverse events following immunisation (AEFI) that requires hospitalization? 
 
    Yes  / No  (If Yes, please advise) 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
2. Please advise whether you have done any assessment at Covid-19 Assessment Centre (CAC). 
 
                   Yes                       No 
 
 
3.  Date of being tested positive with COVID-19: 
 
     _________________ (dd/mm/yyyy) 
 
 
4.  Do you have any comorbidities? 
      
     If Yes, please tick as below.   
 

Diabetes                                b  Hypertension                                   Asthma  
 
   
              Cancer                                      Autoimmune Disease                      Others: _________________ 
 
 
I declare that the answers I have given above are the best of my knowledge and true. 
 
 
____________________________                                     Name :  ____________________________ 
 
  (Signature of Life Assured)                                                NRIC Number:  ______________________ 


