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Asthma

Producer Name Phone Date

Client Name Date of Birth

[IMale [ Female Face Amount Max Premium $ .

OTerm [Permanent Has the client ever used any form of tobacco (cigarettes, cigars, pipe, snuff, etc.)? [JYes [INo
Frequency Date of last use Type

Date of diagnosis Type of asthma diagnosed

What leads to asthmatic attacks

During past year

During past 2 years

If the client has been hospitalized or had ER visits due to severe asthma attacks, complete the information below

What medications are being used to control asthmatic attacks

List any abnormal EKG, chest x-ray, or pulmonary function testing:

List any other major health problems the client has:

For Financial Professional Use Only. Not intended for use in solicitation of sales to the public. Not intended to recommend the use of any product or strategy for any particular client or
class of clients. For use with non-registered products only. Insurance products are offered through Truist Life Insurance Services, a division of Crump Life Insurance Services, Inc., AR
license #100103477. Products and programs offered through Truist Life Insurance Services are not approved for use in all states. Updated April 13, 2020

© 2020 Truist. All Rights Reserved. PAGE 1 OF 1



	Producer Name: 
	Phone: 
	Date: 
	Client Name: 
	Date of Birth: 
	Face Amount: 
	Max Premium: 
	Frequency: 
	Date of last use: 
	Type: 
	Date of diagnosis: 
	Type of asthma diagnosed: 
	What leads to asthmatic attacks: 
	Dates of hospitalizationER visitsRow1: 
	Length of hospital stayRow1: 
	Special circumstancesRow1: 
	Name of medication prescription or otherwiseRow1: 
	Dates usedRow1: 
	Quantity takenRow1: 
	Frequency takenRow1: 
	Name of medication prescription or otherwiseRow2: 
	Dates usedRow2: 
	Quantity takenRow2: 
	Frequency takenRow2: 
	Name of medication prescription or otherwiseRow3: 
	Dates usedRow3: 
	Quantity takenRow3: 
	Frequency takenRow3: 
	Name of medication prescription or otherwiseRow4: 
	Dates usedRow4: 
	Quantity takenRow4: 
	Frequency takenRow4: 
	Name of medication prescription or otherwiseRow5: 
	Dates usedRow5: 
	Quantity takenRow5: 
	Frequency takenRow5: 
	Number of attacks per year state if continuousDuring past year: 
	Number of attacks per year state if continuousDuring past 2 years: 
	During Past Year: 
	During Past  2 Years: 
	Male: Off
	Term: Off
	Yes: Off
	List any other major health problems: 
	List any other major health problems2: 


