Underwriting Questionnaire

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 [No
Frequency Date of last use Type
Date of diagnosis Date of last treatment
Type of cancer:
[JSeminoma [[INon-Seminoma [[INon Germ Cell [JSarcoma
Stage
(] L Clin Chv or  [UA LB Llc
How was the cancer treated (select all that apply)
[JSurgery [[JRadiation [JChemotherapy [JOther
How often does the client have a cancer screen to detect possible recurrence?
Any evidence of recurrence [JYes [INo If yes, provide details below
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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or strategy for any particular client or class of clients. For use with non-registered products only. Insurance products are offered through Truist
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