© QUICK QUOTE FOR SARCOIDOSIS

INFORMATION SATHERED WILL B USED IN THE EVALUATION OF THE iNSURARILITY OF THE APPLICANT. OFFERS ARE TENTATIVE AND ARE

SUBJECT 1O YERIFICATION OF THE SUBMITTED MEDICAL EYIDENCE AKD OTHER CRITERIA USED IN THE UNDERWRITING OF LIFE INSURANCE.

© COPYRIGHT C?S$

CLIENT: NAME

AMNT. REQUESTED § / MAX. ANNUAL PREMIUM $

TOBAGCO USE: [ 1NO [ ]YES, DETAIL

fLIMIL]F /DOB

AGE /HT wT / STATE

JTYPEOF INS.: [ JPERM [ ) TERM YRS. LEYEL

£ REPLAGEMENT? [ 1YES [ ] NO / CURRENT ANN. PREMIUM §

LAST LIFE INSURANCE AP?.: YEAR COMPANY ACTION
AGENT: NAME PHONE FAX
ADORESS 1144 L1) I

FOR USE BY CPS OFFIGE ONLY: ENTER OFFICE NAME/LOCATION

FAX

1. PLEASE LIST DATE OF FIRST DIAGNOSIS

2. WAS A BIOPSY DONET
[1YES [ 1m0

3. MLEASE NOTE STAGE DIAGNOSED

4. ROW WAS THE SARCOID TREATED?

[ T PREDNISONE
{ 1RO TREATMENT

DATE TREATMENT WAS COMPLETED

5. 18 THE CLIENT ON ANY MEDICATIONS FOR THIS IMPAIRMENT?

[ JYES [ ]NO IF YES, PLEASE DETAIL

6. PLEASE NOTE WHICH ORGANS WERE INYOLYED {CHECK ALL THAT
APPLY):

7. PLEASE GIVE RESULTS OF THE MOST RECENT PULMONARY FUNCTION
TEST:

F¥e FEYT

8. HAS THERE BEEN ANY EYIDENCE OF RECURRENCE/PROGRESSION?

[ JYES [ ]1NO IFYES, PLEASE DETAIL

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

{ 1YES [ INO 1F YES, PLEASE DETAIL

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

[ JYES [ 1NO IF YES, PLEASE DETAIL

1. CLIENT'S OGCUPATION

12. PLEASE LIST ANY OTHER ILLNESSES OR IMPAIRMENTS; ALONG WITH
AKY AND ALL MEDICATIONS CURRENTLY BEING TAKEN, INGLUDE THE
DOSAGE AND FREQUENCY OF EACH:




