PRE-APPLICATION FORM 
	Full Name:           
State of Birth:
SSN:
Driver's Lic. #/State:
Street Address:
City /State/Zip:
Phone Home:
Cell:
Email:
Best Contact:
	Male/Female (circle)
Date of Birth:
Marital Status:
Employer:
Occ/Duties:
Years Employed:





Notes:








RISK EVALUATION  (NON MEDICAL)
	1) Do any of the family members listed on this application live outside the Primary Insured's household?.......... Yes  No  

2) Are any proposed Insureds not a U.S. citizen?..... If Yes, how long has(have) the proposed Insured(s) been in the United States?  Visa type?  Visa number?  Yes  No  

3) Have any of the proposed Insureds in the last 12 months, or do any of the proposed Insureds within the next 24 months, intend to travel or reside outside the continental U.S. or Canada? If Yes, explain below.....

4) In the last three years, has any proposed Insured: 
    a) been cited or convicted for any moving motor vehicle violations? If Yes, explain below.  
    b) had a driver's license suspended or revoked? If Yes, explain below. 
    c) flown as a pilot, co-pilot, or crew member of an aircraft? If Yes, complete the Aviation Q 
    d) engaged in sky or scuba diving, hang gliding, racing or any other hazardous sport or hobby? If Yes,     complete the Avocations Q
 
5) Has any proposed Insured ever been convicted of a felony? If Yes, explain below. 

6) For proposed Insured (a) and Other Insureds (b), is there any family history of diabetes, cancer, high blood pressure, heart or kidney disease, mental illness, suicide, or stroke? If Yes, explain below

Explanations:












Parents/siblings—age if living/age at death & cause:






Physical State
	Height:
Weight:
Significant change in weight over last year? 

	1) Do you take prescription medicine?
2)  Are you currently pregnant? Due date?   
3)  Have you ever received treatment from a physician or counselor regarding the use of     alcohol, or for the use of drugs except for medicinal purposes, or received treatment or    advice from an organization that assists those who have an alcohol or drug problem?...........  
4)  Have you used any form of nicotine/tobacco in the last 12 months (e.g. cigar, pipe, smokeless tobacco, cigarettes, etc.)?...  If cigarettes, how many packs per day?     
5)  Have you ever used heroin, cocaine, barbiturates, or other drugs, except as prescribed by a physician or other licensed practitioner?
6)  During the last five years, have you been hospitalized or had medical advice, diagnostic tests recommended, or treatment by a physician or other medical practitioner?

In the last 10 years, have you been diagnosed or treated for any disease or disorder of:   
7)  Brain and nervous system: Mental illness, epilepsy, seizures, stroke, paralysis?.  
8)  Sight or hearing?.  
9)  Blood: anemia or leukemia? . 
10)  Tumor or cancer?..  
11)  Heart/blood vessels: murmur, chest pain or pressure, palpitations, heart attack? . 
12)  Blood pressure? 
13)  Thyroid or glandular trouble?.  
14)  Lungs: asthma, emphysema, tuberculosis?. 
15)  Digestive system: ulcer, intestines or rectum, polyps, colitis? ... 
16)  Liver: elevated enzymes, cirrhosis, hepatitis?. 
17)  Diabetes, sugar in urine?.  
18)  Kidney, bladder or prostate: albumin, blood, or pus in urine?.. 
19)  Muscles, bones, or joints (e.g. arthritis)?. 
21)  Menstruation or pregnancy?.. 
Have you ever been diagnosed or treated for:   
22) A sexually transmitted disease?.. 
23) Acquired Immune Deficiency Syndrome (AIDS) or tested HIV positive as part of the   process of obtaining insurance?

Explanations:




Physician:
Address:
Phone Number:
Or  LAST VISIT/DR/DATE/REASON






Insurance History
	Insured
	Company
	Issue Year
	Insurance Amt
	ADB Amt








Financial Info
	Purpose of Info: Family Income Protection/Estate Planning/CollegeSavings/Mortgage protection/Retirement Savings/Final Expenses/Other


Annual Income: 
Personal:
Family:
Net Worth:

Bankruptcy: yes/no…..if yes, chapter 7,8 or 13

Spouse Occ. & income:





Beneficiary Info
	Primary:


Contingent:




	Relationship & DOB:





       




PLAN , FACE AND INITIAL PREMIUM DRAFT AMOUNT



PLAN OF INSURANCE 1				FACE AMOUNT 1		
PLAN OF INSURANCE 2				FACE AMOUNT 2
INITIAL PAC PREMIUM (MONTHLY )	PLAN 1:
INITIAL PAC PREMIUM (MONTHLY)         PLAN 2:


MEDICAL EXAM DATE AND TIME


   FAX THIS COMPLETED DOCUMENT TO COORDINATED CONCEPTS AT (916) 965-5418.
