Underwriting Questionnaire
Hodgkin’'s/Non-Hodgkin’s
Lymphoma

HH Truist Life Insurance Services

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

Type of Hodgkin’s lymphoma

[JLymphocyte predominance [INodular sclerosis
[IMlixed cellularity [JLymphocyte depletion
CJOther

Date of initial diagnosis Date of last treatment

How has the disease been treated (select all that apply)
[JChemotherapy [JChemotherapy with alkylating agents [JRadiation therapy [JBone marrow transplant
[stem cell treatment [CJOther

Hodgkin’s Stage ] i I v
Hodgkin's Subcategory [JA [: Je

Non-Hodgkin's Stage [l CJn Cm v
Non-Hodgkin’s Grade ~ [JLow [Jintermediate [JHigh
Non-Hodgkin's Suffix B [JE

Any evidence of recurrence? ClYes [INo If yes, provide details

Name of Medication (prescription or otherwise) Dates Used Quantity Taken Frequency Taken

List any other major health problems the client has:
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