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PRI%LIMINARY INQUIRY — NOT AN APPLICATION FOR LIFE INSURANCE
PERSONAL HISTORY

Name [0 Male [ Female Social Security Number
Address City State Zip
Date of Birth Age Height Weight Monthly Earned Income
Occupation What are your duties?
When last used tobacco? Cigarettes Cigars Other
Hazardous Activities: Private Pilot: [J Yes [ No Scuba Diving: [ Yes [0 No Sky Diving: O Yes I No
Family Health History: Age (if deceased, History of heart disease or

age at death) circulatory disorder History of cancer, all types
Mother » O ves O No O ves O No
Father O ves O No O ves O No
Sister(s) O ves O No O ves O No
Brother(s) O ves O No O ves O No

REQUESTED PLAN OF INSURANCE - MUST BE COMPLETED

U Universal Life O whole Life O Term O survivorship
Face amount desired $ Premium amount desired $ O Annual O Monthly
What will be the purpose of the insurance? , Name of beneficiary Relationship

WHAT ADVERSE REACTION OR TABLE RATING WAS OFFERED BY ANOTHER COMPANY?

Did your primary company work this case? O ves O No

Company Date Amount Action Current Premium Total

Is this case being considered by another Impaired Risk Agency? [1 Yes [ No

OTHER INSURANCE ON PROPOSED INSURED

Total amount in force Date of last application Is this insurance applied for to replace insurance? [1Yes [1No

Name of Company If so, premium being replaced

AGENT INFORMATION
Name Firm Name SS# Phone #

Address City State Zip

MEDICAL HISTORY - THIS SECTION MUST BE FULLY COMPLETED

1. Who is your personal physician? Doctor’s name, address and phone number Date Illness

When did you last consult him/her?
2. What other physicians have you consulted during the past five years? (Do not include
insurance examinations)

3. In what clinics, hospitals, or sanitariums have you ever been treated?

4. Please list all current medications

Please be specific with above information & include phone numbers. It will expedite processing.




Surgery Date:

(

1. Location of cancer: 4. Number of adjacent lymph nodes with abnormal cells:

2. Exact name of cancer (Sarcoma, Carcinoma, Epithelioma, etc.):

3. Who would have the pathology report?

Stage/Grade:
5. Any radiation or chemotherapy? O ves ONo
Date of last treatment: - -

6. Has there been any reoccurrence of cancer? O ves OnNo

7. If skin cancer, was it melanoma? O Yes ONo

If yes, who?

CHEST PAIN --C
1. Have you ever had a heart attack of “MI”? [ Yes [0 No

Where were you treated?

2
3
4. Where were you treated?
5

ORONARY

Have you ever had Bypass or Angioplasty? O yes L No

Are you followed by a cardiac specialist? O ves No

6. If not, who treats your heart condition?

7. Have you had a stress or other cardiac study since you heart attack,

8. Bypass or Angioplasty? Oves O No
Who?
When?
Where?
9. Date of last episode of chest pain: Describe:

Date of diagnosis:

1. Treatment
Diet Only

Results:

Oral Medication Insulin
Name: Type:
Dosage: Number of Units:
= N
o

2. Do youregularly test your blood glucose? O Yes

Frequency:

3. Ifglycohemoglobin or hemoglobin or A1C test done, give latest
result: mg% Date: - --
4. Have you EVER had:

a. Any eye trouble? Ovesl No d. Kidney trouble? Hyedd No

0 Protein? 0 Yes= No
b. Heart trouble? DYc;‘:s No e. Neuritis/neuralgiaD Yes— No
c. High blood pressure?D Ye:!j No f. Insulin reactions? YesD No

5. Weight one year ago? Present weight?

1. Have you ever sought medical treatment because of alcohol usage 5. If glycohemoglobin or hemoglobin or AIC test done, give latest

or has alcohol usage ever been a problem? [J Yes [1No

2. Do you presently use alcoholic beverages? 0O ves O No

If “no”, approximate date of last drink: - --
Quantity: Beer Wine Liquor
Daily

Weekly

Quantity:
Daily

Beer

3. Did you ever drink substantially more than at present?D YesEONo

If “no”, approximate date of last drink: -- -

Wine Liquor

Weekly

groups?

Yes l:‘No How long?

4. Are you active and attending meetings in A.A. or othér recovery

result: mg% Date: - -

6. Have you ever been arrested for driving under the influence of
alcohol? [ Yes CINo  If “yes,” give details and drivers

license number.

7. Have you ever had:

a. Blackouts O Yes[dNo d. Liver disorder O ves No

b. Convulsions  [] Yes[INo e. Esophageal varicesL] Yes[1No

c. Delirium Tremen{ ] YesL ] No f. Depression or O Yesd No
emotional disorder

8. Have you ever sought medical treatment Ecause Edrug usage or
has drug usage ever been a problem? Yes No

9. If“yes” answer in 8, please give details.

Type Usual Quantity requency of Use|] Date: From - To




