INDIVIDUAL MEDICAL PRE-SCREEN QUESTIONAIRE

Email to Karen@wrightinsurancegroup.com or fax to 231-922-0129

These questions are for pre-qualification purposes only.  No identifying information whatsoever will be released to any insurer
 without your prior written consent and the appropriate application to the insurer.

 Client Initials First: ______ Last: _______      Date: ______________Time: ________________ 

 Source: How did you hear about us? _______________________________________________ 

 Your Age:________Gender M/F:__ Height:_________ Weight: _________ 

   Any tobacco use in last 12 months?_________ 

 Spouse Age:______Gender M/F:__ Height:_________ Weight: _________ 

   Any tobacco use in last 12 months?_________ 

 # of Children to be insured: ________ 
 1.  Have you, your spouse, or any covered dependent received advice or treatment in the last 10 yrs. for:
	Yes
	No
	
	Yes
	No
	
	Yes
	No
	

	□
	□
	High Blood Pressure
	□
	□
	Immune System Disorder
	□
	□
	Congenital Disorder

	□
	□
	High Cholesterol 
	□
	□
	Cancer, Tumor
	□
	□
	Multiple Sclerosis

	□
	□
	Diabetes
	□
	□
	Kidney Disorder
	□
	□
	Systemic Lupus

	□
	□
	Cirrhosis/Pancreatitis
	□
	□
	Alcohol/Drug Disorder
	□
	□
	Arthritis

	□
	□
	Stroke
	□
	□
	Emphysema
	□
	□
	Nervous & Mental including

	□
	□
	Asthma or Allergies
	□
	□
	Back Disorder
	 
	
	Anxiety or Depression 

	□
	□
	Heart Disorder
	□
	□
	Digestive Track
	
	
	

	If answered yes to any above,give details:
	

	

	2. Is anyone in the immediate family currently pregnant whether they are to be insured or not?    Y/N_______

	3. (Only females under age 45) Have you (or your spouse) had any children delivered by C-Section? 

	    Y/N        If Yes, have you (or your spouse) been sterilized, or baby delivered subsequently          

	    by natural birth?  Y/N
	

	4. Has anyone been hospitalized in the last 5 years? Y/N____ If Yes, give details: 

	
	

	
	

	
	

	5.  Is anyone currently taking any prescription medication? Y/N ____  If Yes, give name,     

     medication,dosage and condition medication is taken for. Attach additional sheet if necessary
                                                             

	          RX Name: __________________Date Prescribed __________Daily Amount:_______Reason ________________

	      RX Name: __________________Date Prescribed __________Daily Amount:_______Reason _______________

	 RX Name: __________________Date Prescribed __________Daily Amount:_______Reason _______________


	 6. Has anyone to be insured received any other medical treatment or advice within the last 12

	     months?  Y/N____ If Yes, give details:
	

	
	

	
	

	7. Do you currently have Medical Insurance? Y/N____ If Yes, give details: 
	

	
	

	   Current Premium is: 
	

	  (*) Name, address, and phone optional. Zip code required
	

	
	


    Agent Name: ____________________ Phone # _______________Email______________________











