
ANXIETY, DEPRESSION  
AND MENTAL ILLNESS QUESTIONNAIRE

1.	 YOUR DETAILS

Full Name (Mr/Mrs/Miss/Ms/Other)	

Date of birth (DD MM YYYY)	

Policy Number	

2.	 YOUR HEALTH DETAILS

Please confirm the name of your condition.	

When did you first suffer with your condition?	  (DD MM YYYY)

Please confirm the date of your last symptoms.	  (DD MM YYYY) / Ongoing

Please give details of your current treatment e.g. – 	  
type of medication, counselling, psychiatry etc.

Have you received inpatient/outpatient care?	  
If so please provide full details including dates.

Please confirm the number of episodes and the 	 Episodes	
length of symptoms you have had in the last 5 years. 

	
Length of symptoms

	

Please confirm the length of any time off work or when  
you have been unable to do your normal activities 
in the last 5 years.	   0 days	   1-14 days	   15-28 days	   More than 28 days

Have you had ever attempted suicide, self harm or 	  
had suicidal thoughts? If yes please provide brief 
details including dates.

Document Info Notes

Form 54771 PROJECT 7 BATCH 34
Job ID 054981

Size A4

Pages 2

Colour BLACK

Version DEC 15

Operator Info

1 CM 6/11/15

2

3

4

5

6

7

8

9

10

11

12

13

14

15

Proof number 1 2 3 4 5 6

Mandatory checks

New Brand - use approved template (check size) •

Footer/Form number/version date is correct •
Spell check •

If Spec changes — notify the Account Manager

Check version date matches DMS •
COMPARE ALTERATIONS TO MARKED UP PDF •

Layout/text
Remove bad line breaks/check paragraph returns not in text

Check all hyphenation/n-dashes
Quote marks/apostrophes appear correctly
Remove double spaces (except deliberate) •

Telephone numbers/dates/postcodes are not split

No full stop after URLs
Folio/page numbers are in correct order/position

Page headings/folios match contents
Fonts used (see INFO panel)”

Images/graphics
Tables/boxes/charts/graphs are on brand (Guidelines page 58)

Infographics Guidelines page 59) 
Graphs/charts match figures and axis correctly

Miscellaneous
Most recent logos and images are used

Check FSA replaced with FCA and “Services” to “Conduct”
Colour split (CMYK or spot) •

Forms can be completed
Envelopes/letters – check position

Operator info
BRAND CHECKED (INITIALS)

OPERATOR CHECKED Initials CM

Date 6/11/15



Scottish Widows Limited. Registered in England and Wales No. 3196171. Registered office in the United Kingdom at 25 Gresham Street, London EC2V 7HN. 
Authorised by the Prudential Regulation Authority and regulated by the Financial Conduct Authority and the Prudential Regulation Authority. Financial Services Register number 181655.

54771  12/15

3.	 DECLARATION

•	 I declare that the above information is true and complete to the best of my knowledge and belief.

•	 I understand that this shall form part of my application with my Scottish Widows plan as stated in Section 1 of this questionnaire.

Signature	

Date (DD MM YYYY)	  
	


