© QUICK QUOTE FOR RHEUMATOID ARTHRITIS

INFORMATION GATHERED WILL BE USED IN THE EVALUATION OF THE INSURABILITY OF THE APPLICANT. OFFERS ARE TENTATIYE AND ARE
SUBJECT TO YERIFICATION OF TME SUBMITTED MEDICAL EIDENGE AND OTHER CRITERIA USED (N THE UNDERWRITING GF LIFE (NSURANGE.
© COPYRIGHT &3S ’

CLIERT: NAME f[IW [ 1F /DOB ABE /AT wT / STATE

AMNT. REQUESTED ¢ / MAX. ANNUAL PREMIUM $ / TYPE OF INS.: [ T PERM [ ] TERM YRS. LEVEL

TOBAGEO USE: [ ] NO [ ] YES, DETAIL J REPLACEMENT? [ 1YES [ ] NO / CURRENT ANN. PREMIUN $

LAST LIFE INSURANCE AP?P.: YEAR COMPANY ACTION

AGENT: NAME PHONE FAX

ADDRESS cITy §7 ZIP

FOR USE BY CPS OFFICE OMLY: ENTER OFFICE NAME/LOCATION FAX

1. PLEASE LIST THE DATE OF FIRST IAGNOSIS 7. GLIENT'S QCCUPATION

2. 1S THE CLIENT OK ANY MEDICATIONS FOR THE DISEASE? 8. PLEASE LIST ANY OTHER ILLNESSES OR IMPAIRMENTS; ALONG WITH ANY
AND ALL MEDICATIONS CURRENTLY BEING TAKEN, INCLUDE THE DOSAGE

[ JYES [ INO IFYES, PLEASE DETAIL AND FREQUENCY OF EACH:

3. HAS YOUR CLIENT EXPERIENCED ANY OF THE FOLLOWING [PLEASE
CHACK ALL THAT APPLY):

[ ] WEIGHT LOSS

[ ]FEYER

[ 1LOW BLOOD COUNTS
[ ] MEART DISEASE
{
[
[

] LUNG DISEASE
] LIVER ENZYME ABNORMALITY
] XIDNEY DISEASE

4. PLEASE LIST FUNGTIONAL ABILITY:
[ ]FULLY ACTIVE

[ 1 SEDENTARY

[ 1 USES WALKER, CANE, ETC.

[ ] USES WHEELCHAIR

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

[ 1YES [ I NO IF YES, PLEASE DETAIL

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

[ TYES [ 1NO IF YES, PLEASE DETAIL




