© QUICK QUOTE FOR OTHER ILLNESSES

INFORMATION GATNERED WILL BE USED IN THE EYALUATION OF THE IMSURABILITY OF THE APPLICANT. GFFERS ARE TENTATIVE AND ARE

SUBJECT TO YERIFICATION OF THE SUBMITTED MEDICAL EYIDENCE AND QTHER SRITERIA USED IN THE UNDERWRITING OF LIFE INSURANCE.

© COPYRIGNT CPS

CLIENT: NAME

AMNT. REQUESTED $ £ MAX. ANNUAL PREMIUM &

TOBACCO USE: [ 1NO [ ]YES, DETAIL

JUIM[]1F /DOB

AGE /1 wT / STATE

JTYPE OF INS.:{ 1PERM [ ] TERM YRS, LEVEL

/ REPLAGEMENT? [ JYES [ ] NO / CURRENT ANN. PREMIUM $

LAST LIFE INSURANCE APP.: YEAR COMPANY ACTION
AGENT: NAME PHONE FAX
ADDRESS CITY 1) Fal g

FAX

FOR UISE BY CPS OFFICE ONLY; ENTER GFFICE NAME/LOCATION

1. PLEASE LIST ILLNESS{ES) AND DETALLS
(INCLUDE THE TYPE/SEVERITY, MONTH AMD DATE OF DIASNOSIS,
TREATMENT ANG DOSAGE OR AMOUNT OF TREATMENT, ON EACH}:

TYPE/SEVERITY

DATE OF DIAGNOSIS: MONTH YEAR

TYPE OF TREATMENT AND DOSAGE OR AMOUNT:

[1SURSERY [] MEDICATION []OTHER

TYPE/SEVERITY

DATE OF DIAGNOS1S: MONTH YEAR

TYPE OF TREATMENT AND DOSAGE OR AMOUNT:

£ SURGERY [] MEDICATION []OTHER

TYPE/SEVERITY

DATE OF DIAGNOSIS: MONTH VEAR

TYPE OF TREATMENT AND DOSAGE OR AMOUNT:

{1 SURGERY [) MEDICATION [] OTHER

TYPE/SEVERITY

DATE OF DIAGNOSIS: MONTH YEAR

TYPE OF TREATMENT AND DOSAGE OR AMOUNT:

[1SURGERY [] MEDICATION (] OTHER

2. DATE OF CLIENT'S LAST YISIT TO A PHYSICIAN:

[10T0 & MONTHS AGO

[1670 12 MONTHS AGD

{11270 24 MONTHS AGO

[ 1 OVER 2 YEARS AGO

3. LIST THE LAST CHOLESTEROL READING, IF KNOWN:

HDL RATIO

4. LIST THE LASY BLOOD PRESSURE READING, IF KNOWN:

systoLc/ DIASTOLIC

5. HAS A PARENT, BROTHER OR SISTER DIED PRIOR TO AGE 65, OTHER
THAN BY ACCIDENT?

[ 1YES [ 1NO IF YES, PLEASE DETAIL

6. DOES THE CLIENT EXERCISE THREE OR MORE TIMES PER WEEK?

( 1YES [ I1NO |IF YES, PLEASE DETAIL

7. CLIENT'S GGCUPATION

8. PLEASE LIST ANY OTHER ILLNESSES AND IMPAIRMENTS: ALONG WITH
ANY AND ALL MEDICATIONS CURRENTLY BEING TAKEN, INCLUDE
THE DOSAGE AND FREQUENCY OF EACH:




