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| Agent Information - Must be completed |

Name: Phone: - - Fax: - - Email:

Business Address: City: State: Zip:

Client Information - Must be completed

Name: M F SS# - - Date of Birth: - - Age:

Address: City: State Zip: Height: Weight: __________

Tobacco/Nicotine Usage: 1. Have you ever smoked cigarettes: Y / N if yes, date of last usage: .-

2. Have you used other tobacco or nicotine containing products: Y / N (examples: cigars, pipe, snuff, nicotine gum or patch) If yes, provide types used:
Date last used:

| Medical History Details - Must be completed

Cardiac Related Maladies - check here if this section is not applicable

1. Diagnosis: 2. Date of diagnosis: - -

3. Dates/details of treatment/surgery (examples: Angioplasty, Bypass)

4. Date of last stress /EKG: - - Results:

5. Who would have the records? (provide doctor information):

Cancer Maladies - check here if this section is not applicable

1. Type of Cancer: 2. Date of diagnosis: - -

3.Stage & Grade: 4. Dates/details of treatment/surgery: (examples: Chemotheraphy, Radiation)

5.Who would have the pathology report? (provide doctor information):

Diabetes - check here if this section is not applicable

1. Date of diagnosis: - - 2. Treatment: (circle all that apply) Diet Only  Oral Medication Insulin
3. Do you regularly test your blood glucose? Y /N Results: ____________ Frequency: ___________ 4. Latest result of glycohemoglobin (A1C) test:
____________ mg% Date: - -

5. Have you been diagnosed with having protein and/or microalbumin in your urine? Y / N
6. Have you EVER had: a. eye trouble? Y/ N  b. kidney trouble? Y / N c. neuritis/neuralgia? Y / N d. high blood pressure? Y / N

7. Is there current alcohol use? Y/N if yes, provide details:

Cerebral Vascular Accidents (Stroke and/or TIA’s) - check here if this section is not applicable

1. Diagnosis: 2. Date of Diagnosis: - -

3. Dates/details of treatment/surgery:

4. Who would have detailed medical records? (provide doctor information):

Eamily History

Have any immediate family members (parents, siblings) been diagnosed or died from heart disease, cancer, diabetes, or cerebral vascular accidents? Y / N (If yes
provide details)

Relation: (mother, father ,sister, Diagnosis Age at Diagnosis Age at death
brother)




Physician Information- Must be completed

Who is your primary care Address and phone number? When last seen? Why?
physician?

What other physicians have you Address and phone number? When last seen? Why?
consulted during the past five

years?

List all current medications: Who prescribed? Reason for taking?

Travel Details - Must be completed

Please provide details for past (2 years) and future travel plans outside the US or Canada

Country: Reason:

Length of stay:

Avocation Details - Must be completed

Are you a private pilot? Y / N (If yes, provide details)

Total hours have you flown? __________ How many hours per year? _______ Do you have an IFR (instrument flight rating)? Y / N
Do you participate in the following activities? (Check those that apply)

Scuba Diving Bungee Jumping Ultralight Flying Sky Diving

Mountain Climbing Hang Gliding Auto/Motorcycle Racing Other

*Please note and additional form will be required to be completed for any activities by all insurance carriers before approval will be given.





