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Client Name: 
City:





State:

Proposed Death Benefit Amount:  

Date of Birth: 




Height: 


Weight:
Do you use tobacco products?  
Yes     
No

Type:


In past 12 months?  

Yes     
No 

How much?
 Last time used tobacco & type of tobacco:
Have you previously been declined for life insurance?    Yes     
No      

Reason for decline: 

Are you receiving Worker’s Compensation/Disability?   Yes    
No

Reason for the Disability: 

Actively working? Yes            No             If no, please explain? 



Does the client have any family history (parent, sibling) of death before age 70 due to cardiovascular,
cerebral vascular disease, diabetes, or cancer?  If yes, please explain: 



Within the last 5 years has the client had a moving violation, reckless driving, or DUI/DWI? If yes, please explain

Any prior convictions?  If so, please explain


Does the client participate in any dangerous activities/avocations (scuba diving, racing, skydiving, etc)? 

If yes, please explain

Is the client intending to travel to any foreign country (excluding Canada)? 

If yes, please explain including length of stay: 




List all prescription medications taken over the past 12 months.

1.   Medication:



Amount:



Currently Taking:
      How Long Taking:



Reason Prescribed:
2.   Medication:



Amount:



Currently Taking:

      How Long Taking:



Reason Prescribed:

3.   Medication:



Amount:



Currently Taking:

      How Long Taking:



Reason Prescribed:

4.   Medication:



Amount:



Currently Taking:

      How Long Taking:



Reason Prescribed:

5.   Medication:



Amount:



Currently Taking:

      How Long Taking:



Reason Prescribed:
Have you ever been diagnosed by a licensed physician as having any of the following conditions?   

(X all that apply) Yes

No

 If yes, please fill out third page.
AIDS/HIV Positive


Alzheimer’s Disease


Cancer (type) 



COPD (emphysema)


Strokes

Coronary Artery Disease

Multiple Sclerosis

Crohn’s Disease


Depression/Anxiety


Diabetes (type)

Parkinson’s Disease

Alcohol Abuse


Drug Abuse



Epilepsy (type & date of last)

Cirrhosis

Asthma




Hepatitis (type)



Irregular Heart Rate/ Palpitations

Kidney Disease/Failure

Lupus (type)

Peripheral Vascular Disease

Rheumatoid Arthritis

Sleep Apnea 

High Blood Pressure (readings)

High Cholesterol (controlled)

Heart Attack


Aneurysm (location, size, operated?)

Organ Transplants (type)

Cardiovascular Disease

If you answered “YES” to any of the previous questions, provide full details here. 

Diagnosis:





Date: 

Treatments:





Prognosis:
Medications (with dosage/frequency):
Diagnosis:





Date: 

Treatments:





Prognosis:

Medications (with dosage/frequency):
Give details on any surgery or procedure. (i.e., angioplasty, bypass surgery, pacemaker, defibrillator)

Procedure:





Date: 

Treatment or Therapy:







Residul Problems: 
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List additional medications, diagnosis, or procedures on a separate page and email as attachment.





Health Screening Questionnaire








TO BE ABLE TO GIVE YOU ACCURATE INFORMATION IT IS IMPORTANT THAT WE RECEIVE ALL FORMS BACK.
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