INDEPENDENT EQUINE AGENTS

10234 SHELBYVILLE RD #2A (502) 245-6878
LOUISVILLE, KENTUCKY 40223 (502) 245-9698 FAX
1-800-346-8880

INSURED’S STATEMENT OF HEALTH

(Valid if received by the Company within 15 days of completion)

NAME OF ANIMAL:

Has your horse exhibited, been diagnosed or been treated for:

YES NO

Anyblood disorder? ...........iit ittt eeaas
Any abnormal pulse? . . ... ... ittt ittt it it e e

Any bleedingon exercise? .. ... ... ...ttt it
Navicular disease (neurectomy)? . . . . ... ..ottt ittt tnneeennns
10. Any condition requiring blistering? . ............ ... ... . ...
11. Colicordigestiveupset? . . . . . ... .. i it i i i
12. Is there any lameness, unsoundness of limb or faulty conformation?. .
13.Anyaccident? . .. ... ... i i i it i e i e i e
14. Any condition that required surgery? ............c0iiiinen
15. Any arthritic jointconditions? . . ... .......... ... o i i,

e R e

24. Explain any “yes” answers:

I declare the above animal is owned by me, and I declare the above animal to be in good health and
condition, and warrant the truth of the above statements. I agree that the application, if accepted
by the Company, shall be the basis of the contract, and if anything be falsely stated or information
withheld to influence the Company’s decision, the insurance contract shall be null and void.

Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement is guilty of insurance
fraud.

APPLICANT’S SIGNATURE: DATE:

AGENT’S SIGNATURE: DATE:




