


Health Condition Information Form (Part B)
Name of Insured:___________________________________________________________________________

Address:__________________________________________________________________________________	

City: _ ________________________________________________  State:_________ Zip: _________________

Name of Horse:_ ___________________________________________________________________________ 

Exact Use: _ _______________________________________________________________________________

Our records indicate this horse has been treated for an injury, illness or disease during the policy year. For underwriting purposes 
please be as specific as possible when completing the information request below. A veterinarian narrative or report may also be 
included with this form. Please address each health issue with as much detail as possible.

Condition reported: _ _______________________________________________________________________
(example: bad breath 1 possible dental / tooth issue) 

Onset date of condition: _ ___________________________________________________________________

Diagnosis: _ _______________________________________________________________________________

Date(s) and treatment(s) required / provided: ___________________________________________________

_________________________________________________________________________________________

Current status:_ __________________________________________________________________________________

How / when condition resolved?____________________________________________________________________

Is this horse back to showing/ competition? _ ___________________________________________________	    	  Yes	  No

If yes please provide current show / competition records: _________________________________________

_________________________________________________________________________________________

Does the horse currently receive/require any medications/supplements/treatments to prevent reoccurrence?  	  Yes   No

If YES please provide type and frequency:_______________________________________________________

Additional details/ comments:________________________________________________________________

_________________________________________________________________________________________


____________________________ 	 ______________________________________________________
DATE SIGNED				    SIGNATURE OF PERSON COMPLETING THE FORM

Equine
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