Discovery Financial Brokerage
888-891-3692 – Toll Free Fax

Life Insurance Medical Fact Finder
Agent Name:____________________________________ E-MAIL___________________________________

Please thoroughly complete this form.  In order to provide an accurate quote we need specific detail.  This information is the first step in the risk assessment and quoting process.  


· Client Name: __________________________________________
· Date of Birth: ____________________
· Have you ever used tobacco or nicotine products?  No ______  If yes (list all): ______
Type:____________ If not currently using date that you stopped: ____________   Qty: __________
· Gender: ___________

· Height: __________
Weight: ____________    Change in Past 12 months _____________
Any weight loss in the past 12 months?  If yes, how many pounds? _____________
· State application will be signed in: ____________________
· Face Amount: __________________
· Length of Term: 
10
15
20
25
30
Other: ________________
· Has the client ever applied for Life Insurance (which carrier, when, rating):

_____________________________________________________________________________
Is life insurance needed to secure a loan?  If yes:

· Loan Amount: __________________
· Loan Closing Date: __________________
· Please submit an amortization schedule 
Please list any medical concerns discussed with a doctor in the past 5 years:

Medical Issue:
 _________________________________________

Medical Issue:
_________________________________________

Medical Issue:
_________________________________________

Medical Issue:
_________________________________________

Medical Issue:
_________________________________________

Key Questions
Please thoroughly complete this form.  In order to provide an accurate quote we need as much detail as possible.  This information is the first step in the assessment and quoting process.  

Have you been to the doctor or hospital in the past 5 years?  

	Name of doctor , contact information


	When?
	Reason for visit?                      

	Name of doctor , contact information


	When?
	Reason for visit?                      

	Name of doctor , contact information


	When?
	Reason for visit?                      

	Name of doctor , contact information


	When?
	Reason for visit?                      

	Name of doctor , contact information


	When?
	Reason for visit?                      


Please list any medications taken in the past 12 months (even those not currently taking):
	Name of medication


	Dosage
	Taken for how long
	Frequency
	Reason Prescribed

	Name of medication


	Dosage
	Taken for how long
	Frequency
	Reason Prescribed

	Name of medication


	Dosage
	Taken for how long
	Frequency
	Reason Prescribed

	Name of medication


	Dosage
	Taken for how long
	Frequency
	Reason Prescribed

	Name of medication


	Dosage
	Taken for how long
	Frequency
	Reason Prescribed


Have you ever had any motor vehicle tickets or fines in the past 5 years (including DUIs)?
	Infraction


	Date

	Infraction
	Date



	Infraction
	Date




1. Have you had any parents or siblings with a history of cancer, heart issues or any deaths prior to age 70? Provide details (who, when, type of incident, age at death/occurrence of incident): 

____________________________________________________________________________________
2. What positive lifestyle activities do you perform?  Please circle:

a. Drink in moderation (1-7 servings per week)

b. College Degree

c. Routine Medical doctor visits (healthy results; two visits in the past four years)

d. Life-time non-smoker (or quit tobacco use more than 30 years ago)

e. Favorable cardiac tests (echocardiogram, treadmill, etc.)

f. Regular exercise (tracked over the past two years, ex. 30 minutes four times per week)
g. Other: ________________________________________________________________
3. Do you have documented plans for the future or have you done any foreign travel outside the U.S.?
____________________________________________________________________________________
4. Do you engage in any risky activities (scuba diving, flying, parachuting, racing, etc.)?  Provide relevant details that help assess risk  (Type of activity, Frequency, Amount of time annually, Depth, Height, Type of equipment, Lifetime hours with activity):


____________________________________________________________________________________
Additional Information for Specific Medical Conditions

Coronary Artery Disease

Date of Occurrence: ______________ 
Heart Attack? : _____________
Damage? :  Yes      or     No


Circle:  Bypass/stent/angioplasty – how many vessels: _______
Which part of the heart: _____________

When were the last comprehensive coronary exams/tests (Date, type of test, follow-up):  _______________________________________________________________________________________

Were the results:  Normal         or        Abnormal

Ejection Fraction: _________________

Cancer – attach a copy of all post surgical pathology reports
Type and location of tumor: _____________________
Date of diagnosis: __________________

Tumor size: _____________
Tumor stage: __________
Tumor grade: ______________

Treatment: ________________________________________________________________________________


Diabetes
Age diagnosed: ____________
Circle Type:  Juvenile
  Type 2
Current A1C reading: __________

Depression
Date of diagnosis: ___________
Type of treatment: _________________________________

Dates of any hospitalization: ______________
Dates of any suicidal thoughts/attempts: ______________

Any missed work/inability to perform functions of daily living: _______________________________________
Other  (Please provide similar details or contact Tripp for specific questions)
__________________________________________________________________________________________
