A Resource for Financial Professionals

MEDICAL HISTORY QUESTIONNAIRE:
ANGIOPLASTY

Client Name

Date of Birth

Gender: [OMale

Tobacco Usage:

CNever

OFormer Date Stopped:
OCurrent Type:

Height

Weight

PROPOSED INSURED’S EXISTING INSURANCE

INSURANCE COMPANY

FACE AMOUNT

Coverage Information:

Type: OTerm OUL OIUL

OWL OUL OSurvivorship

Face Amount:

Premium Tolerance:

YEAR ISSUED

REPLACEMENT (YES/NO)

1. List the date(s) of the angioplasty (PTCA):
2. How many vessels required intervention?

3. Why was the angioplasty done? (Please provide specifc detail. Attach additional sheets as needed.)

4. Does client’s family have any history of heart disease? [INo [Yes
5. Has the client had either of the following?

[IHeart Attack: CNo [Yes; If Yes, date:

OBypass Surgery: [No [Yes; If Yes, date:
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Innovative Underwriters is a
wholly-owned subsidiary of
The Guardian Life Insurance
Company of America®



6. Has a follow-up stress test been completed since recovery?

CONo
OYes, Normal

OYes, Abormal

7. Has the client had any chest discomfort since the procedure?

If yes, please provide details:

ONo [OYes

8. Has the client had any of the following?

O Abnormal lipid levels

ODiabetes

Olrregular Heartbeat

9. Please list current medications (including aspirin):

NAME OF MEDICATION

[Carotid Disease

OElevated Homosyteine

OOverweight

DOSAGE

[OCerebrovascular Disease
[IHigh Blood Pressure

OPeripheral Vascular Disease

REASON

10. Are there any other health issues? (Additional Questionnaires may be required) [INo [Yes;

If yes, please provide details:
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