Underwriting Questionnaire

HH Truist Life Insurance Services

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
Date of diagnosis How diagnosed (e.g. x-ray)
Was the condition staged [JYes [No If yes, select appropriate stage [JStage Il [IStage Il
Describe current symptoms
Treatment
Has there been any organ involvement [JYes [No If yes, select all affected
[(Jlung [Cllymph nodes  [IKidney [JEyes [Heart [CLiver [CJCentral nervous system
[JOther
Any recurrence  [IYes [No  If yes, provide date(s)
Select degree of obstruction on most recent pulmonary function testing:
[INormal [CImild [[IModerate [ISevere
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.

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: 
	How diagnosed eg xray: 
	Describe current symptoms: 
	Treatment: 
	Date_2: 
	Lung: Off
	Lymph nodes: Off
	Kidney: Off
	Eyes: Off
	Heart: Off
	Liver: Off
	Central nervous system: Off
	undefined_3: Off
	Other: 
	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: 
	If yes provide dates: 
	List any other major health problems the client has:: 
	Term: Off
	cigarettes, cigars, pipe, snuff, etc: Off
	Male: Off
	Has there been any organ involvement: Off
	Was the condition staged: Off
	Any recurrence: Off
	Normal: Off
	Mild: Off
	Moderate: Off
	Severe: Off
	select appropriate stage222: Off
	select appropriate stage333: Off
	select appropriate stage444: Off


