Underwriting Questionnaire

Producer Name Phone Date

Client Name Date of Birth

[OMale [ Female Face Amount Max Premium $

OTerm [Permanent Has the client ever used any form of tobacco (cigarettes, cigars, pipe, snuff, etc.)? [JYes [No
Frequency Date of last use Type

HH Truist Life Insurance Services

Date of diagnosis

Select if the client has had any of the following
[IWeight loss [Fever [CLow blood counts [OHeart disease
[JLung disease  [JLiver enzyme abnormality [IKidney disease

What joints are involved

Select functional ability
[JFully active [ISedentary [JUses walker, cane, etc.  [JUses wheelchair

Date of last flare up Treatment

Is the client on disability [JYes [INo

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

Frequency Taken

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.
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