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Cast Medical Form 
Cambrian Special Risks Insurance Services 

130 Paris Street Sudbury ON P3E 3E1 
Phone: (888) 339-6069 Fax: (866) 308-2784 

Email: quotes@cambrianspecialrisks.com 

You are either being considered for or have agreed to participate in the above production Insurer has agreed to insure. So 
we may better evaluate you and our risk, please answer each question below truthfully and carefully and sign the 
acknowledgement below. Please note that nothing within this medical should be construed as granting or providing 
coverage under any policy. 

We agree that we will not disclose to any third parties (except as may be required for underwriting and claims adjustment 
purposes as described below) any information pertaining to your past or present physical or mental condition including, 
but not limited to, diagnosis, treatment, or prognosis of any condition or any other proprietary information. 

Name: Role: 

 Actor   Director Specify: 

Production Name: Production Company: 

Number of Working Days: Start Date: Completion Date: 

I declare and affirm that I am the person named above, that the statements made hereon are true, correct and complete, 
and that I have withheld no information known to me which might alter or otherwise conflict with the statements made by 
me. 

I understand that an insurance policy may be issued to the production company based upon these statements made by 
me. If a policy is issued and if a claim is paid there under, I understand that the Insurer will seek recoupment from me or 
my estate if it is thereafter determined that the statements I made hereon are not true, correct and otherwise complete, or 
that I have withheld information known to me which might alter or otherwise conflict with these statements I have made, in 
which case the Insurer will hold me or my estate personally liable and will seek recoupment from me for such payment. 

I further agree to cooperate with any claim investigation and to be examined by doctors approved by the Insurer. 

I also declare and affirm that during the period of time for which I am participating in the above production, I will continue 
to take any medications or follow any course of treatment currently prescribed to me. 

I authorize any physician, licensed practitioner, hospital, clinic, other medical or medically related facility, insurance or 
reinsurance company, or production company having information available as to diagnosis, treatment and prognosis with 
respect to any physical or mental condition and/or treatment of me to give to the Insurer or its legal representative, any 
and all such information. I understand that the information will be used by the Insurer and its affiliates, agents or brokers 
for underwriting or claims settlement purposes. I know that I may request a copy of this authorization. I agree that this 
authorization shall be valid until the above production has been completed or until all claims relating to my services in 
connection with such production have been settled, whichever is later. I also consent to the release of any information 
gathered by the Insurer to any production company which may be considering me for a role. 

Examinee Name: 

Signature of Artist: 

Birth date: Sex: 

Print Artist Name: Date: 

SECTION 1: MEDICAL CERTIFICATE AND AFFIDAVIT 

SECTION 2: AFFIDAVIT AND AUTHORIZATION 

mailto:quotes@cambrianspecialrisks.com
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Guardian Signature and Relationship: 

Print Name: Date: 

Please advise if you, to the best of your knowledge and belief, have ever been diagnosed with or treated for 
anything related to the following conditions. Please answer “yes or “no” to each question below and provide full 
details of any “yes” answers on page 3 (identify the number of the question with your answer). PLEASE ANSWER 
ALL QUESTIONS: 

1. Neurological system, including but not limited to convulsions, fainting attacks, paralysis or stroke, severe headaches
or disease of the brain or the nervous system;         Yes   No

2. Cardiovascular system, including but not limited to high blood pressure, heart attack, chest pain, irregular rhythm, or
disorders the circulatory system;           Yes   No 

3. Respiratory system, including but not limited to tuberculosis, asthma, emphysema, chronic bronchitis, persistent
cough, or other disorders of the lungs;          Yes  No 

4. Gastrointestinal system or digestive tract, including but not limited to ulcer, colitis, or any other disease or abnormality
of the stomach, intestines, rectum, liver, pancreas, gall bladder or hernia;      Yes   No

5. Disorders of the urinary tract, including but not limited to sugar, albumin, blood or pus in urine, kidney stones, or any
other disorder to the bladder, kidney; or disorders of the genito-urinary system, including but not limited to the
reproductive organs or prostate glands;          Yes   No 

6. Endocrine or metabolic system, including but not limited to diabetes, or any disease or abnormality of the thyroid,
pituitary or adrenal glands;            Yes  No 

7. Muscular-skeletal system, including but not limited to any disease, disorder or injury of the bones, joints (including
gout), muscles, back, spine or neck;  Yes   No 

8. Skin, lymph glands, cyst, tumor or cancer;  Yes   No 

9. Cold sores (if appearing on camera, please list history, medication used and treatment method)  Yes   No 
If “Yes” please answer the following:
a) I currently have a cold sore (describe cold sore locations):  Yes   No 
b) I have had the cold sore since:
c) My last cold sore was approximately (date):
d) My cold sores usually last (length of time):
e) I have had _________________cold sore breakouts over a period of ___________________ years.
f) My cold sore breakouts are often triggered by (check all that apply):

 exposure to sun  cold  stress  other (describe): 
g) To prevent or treat my cold sores, the medication I take is (provide name and dosage):
h) I use the above medication under the following circumstances:

 first “tingle”  at onset of sore  before and during filming as a preventative measure 
 not taking any medication  other (describe): 

i) Name and phone number of prescribing physician:
j) My role is:  lead or  supporting
k) I am scheduled to be on camera _________________________ days over a period from:

_________________________ to _________________________.

10. Eyes, ears, nose or throat; chronic rhinitis, frequent cold or upper respiratory infections, allergies;  Yes   No 

11. Hematology, including but not limited to anemia or any other disorder of the blood;  Yes   No 

12. Mental health conditions including but not limited to depression, phobias, eating disorders, anxiety attacks, substance
or alcohol abuse;            Yes   No

SECTION 3: MEDICAL INFORMATION 
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13. Significant weight loss or gain (with or without medical assistance) other than pregnancy in the last twelve months;
 Yes   No 

14. Do any of your family members currently have a life threatening disease and/or illness;  Yes   No 
If so, who and what is the illness?
If yes, when were they diagnosed?

15. Do you use controlled (prescribed or illegal) substances of any kind:  Yes   No 

16. I smoke _____________cigarettes/cigars per day.  I don’t smoke. 

17. I drink ___________ alcoholic drinks per day.  I don’t drink. 

18. Within the last year (up to the present) I have taken or am taking the following prescription medications (name and
dosage), whether prescribed to me or not: _________________________________ or  None

19. My last complete physical (other than for Cast Insurance) was: _________________ or  Never Had One

20. My personal physician is (include city, province and phone number): or  None 

21. I have been unable to render services in any production due to a medical incapacity on the following occasions
(identify each production, the year(s) and the nature of each incapacity):
______________________________________________________________________ or  Does Not Apply

22. Within the last five years, I have been hospitalized and/or confined to a treatment center for the following reasons (list
year and length):
______________________________________________________________________ or  Does Not Apply

23. I am pregnant now:  Yes   No 
Number of Months:
Expected Due Date:
Any complications:

24. Within the last 21 days, I have been exposed to the following infectious or contagious disease:
______________________________________________________________________________ or  None

25. I am currently performing or scheduled to perform or participate in the following other professional engagements
during the period while I will be rendering services in this production (state names, dates and locations):
______________________________________________________________________________ or  None

26. During my performance in this production or any production noted in the question above, I am expected to participate
in the following stunt activity:
______________________________________________________________________________ or  None

27. During the period of my engagement for the production I have identified in this application, it is:
 unlikely or  likely that I will pilot an aircraft or watercraft, ride a motorcycle, race any type of vehicle or watercraft, 

or participate in any individual or group sporting , recreational or athletic activities (describe): 
______________________________________________________________________________ or  None 

28. I completed work on my last production on (date): __________________________________ or  None

29. I have used LSD, heroin, cocaine, or any other narcotic, depressant, stimulant or psychedelic, whether or not
prescribed by a physician, within the last five years:         Yes  No 

30. Within the last five years, I have been advised to have the following medical procedure(s), which to date I have not
done: _____________________________________________________________________ or  None

31. Please list each question letter/number and your answer. Include all diagnoses, treatments, dates, results, degree of
recovery, name(s), city and phone number(s) of attending physicians, and any other comments you would like to
make.
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I confirm that I am currently taking the following medication(s) prescribed for the condition(s) below by the physician(s) 
indicated below: 

Medication Condition Prescribed By * 

* Please include name and city of prescribing physician(s) (or phone numbers, if available) 

I declare and affirm that I am the person named above and during the period of time for which I am participating in the 
above production I will continue to take any medications or follow any course of treatment currently prescribed to me. 

I understand that an insurance policy may be issued to the Production Company based upon the above representation. In 
the event that a claim is paid relating to the above and it is determined later that the above representation was not 
followed, the Insurer, and its insurance company affiliates (hereinafter collectively referred to as " the Insurer ") will seek 
recoupment  from me or my estate for such payment. 

Signature of Artist: 

Print Artist Name: 
Date: 

Guardian Signature and Relationship: 

Print Name: 
Date: 

1. General Appearance:

2. Height:

3. Weight:

4. Temp:

5. Pulse:

6. BP:

7. EENT:

8. Heart:

9. Lungs:

10. Abdomen:

11. Back:

12. Face:

13. Comments:

SECTION 4: MEDICAL WARRANTY (to be completed by the personal named above) 

SECTION 5: PHYSICAL EXAM (to be completed by Examining Physician) 
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In my professional opinion the artist examined today:  is or  is not in sound health, free from disease and is in a fit 
condition subject to the comments herein. 

Signature of Physician: 

Date Signed: 
Print Name: 

Phone: 
Fax: 
Mailing Address: 
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