A Resource for Financial Professionals

MEDICAL HISTORY QUESTIONNAIRE:
PROSTATE CANCER

Client Name: Date of Birth:

Gender: [OMale [Female Height: Weight:

Tobacco Usage: Coverage Information:

CONever Type: OTerm OuL OI1uL
OFormer Date Stopped: OwL OVUL  OSurvivorship
COCurrent Type: Face Amount:

Premium Tolerance:

PROPOSED INSURED’S EXISTING INSURANCE

INSURANCE COMPANY FACE AMOUNT YEAR ISSUED REPLACEMENT (YES/NO)

1. Date of diagnosis:
2. What stage was the cancer?

0o H) m) 11 amwv

3. What was the Gleason score?

4. What was the pretreatment PSA?

5. What is the date and result of the most current PSA test?

6. How was the cancer treated? (check all that apply)
OObservation Only OTURP ORadical prostatectomy ORadiation Therapy

7. Date treatment was completed?

Innovative Underwriters is a

wholly-owned subsidiary of
INNOVATIVE The Guardian Life Insurance

UNDERWRITERS Company of America?®




8. Has there been any evidence of recurrence? [INo [IYes

If yes, please provide details:

9. Is there a family history of cancer? [ONo [Yes

If yes, please provide details:

10. Please list current medications:

NAME OF MEDICATION DOSAGE REASON

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

If yes, please provide details:

Innovative Underwriters is a
wholly-owned subsidiary of
INNOVATIVE The Guardian Life Insurance
UNDERWRITERS Company of America.




	Client Name: 
	Date of Birth: 
	Height: 
	Weight: 
	Date Stopped: 
	Type: 
	Face Amount: 
	Premium Tolerance: 
	INSURANCE COMPANYRow1: 
	FACE AMOUNTRow1: 
	YEAR ISSUEDRow1: 
	REPLACEMENT YESNORow1: 
	INSURANCE COMPANYRow2: 
	FACE AMOUNTRow2: 
	YEAR ISSUEDRow2: 
	REPLACEMENT YESNORow2: 
	INSURANCE COMPANYRow3: 
	FACE AMOUNTRow3: 
	YEAR ISSUEDRow3: 
	REPLACEMENT YESNORow3: 
	1 Date of diagnosis: 
	3 What was the Gleason score: 
	4 What was the pretreatment PSA: 
	5 What is the date and result of the most current PSA test: 
	7 Date treatment was completed: 
	8 Has there been any evidence of recurrence: 
	If yes please provide details 1: 
	If yes please provide details 2: 
	9 Is there a family history of cancer: 
	If yes please provide details 1_2: 
	If yes please provide details 2_2: 
	NAME OF MEDICATIONRow1: 
	DOSAGERow1: 
	REASONRow1: 
	NAME OF MEDICATIONRow2: 
	DOSAGERow2: 
	REASONRow2: 
	NAME OF MEDICATIONRow3: 
	DOSAGERow3: 
	REASONRow3: 
	If yes please provide details 1_3: 
	If yes please provide details 2_3: 
	If yes please provide details 3: 
	Gender: Off
	TobaccoUsage: Off
	CoverageType: Off
	Chkbox2: Off
	Chkbox6: Off
	Chkbox8: Off
	Chkbox9: Off
	11 Are there any other health issues Additional Questionnaires may be required: 
	Chkbox11: Off


