


“FAST-QUOTE”

FOR IMPAIRED RISKS



A SPECIAL SERVICE OF 

ORANGE COUNTY BROKERAGE


Complete the General Medical Questionnaire and
any additional questionnaires that pertain to
your client’s particular situation.



Fax to (714) 550-0869






* Be sure to include your name and phone number
and the client’s name on each page.


“FAST-QUOTE”

ORANGE COUNTY BROKERAGE

Fax Number
(714) 550-0869 
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Form # 1							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

GENERAL MEDICAL PROBLEMS

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name________________________________________________________________________

Address___________________________________________________________________________

City____________________________State__________Zip__________Phone #______/___________

(A)  Client______________________________________________Date of Birth_________________

(B)  Product Needed____________________________________Amount Needed $_______________

(C)  Smoker____________NonSmoker______________Male____________Female_______________

(D)  Type of Medical Impairment or Special Risk___________________________________________
__________________________________________________________________________________

	Family
History                   
	Age if
Living
	State of Health          
or Cause of death

	Age at
Death

	Father

	
	
	

	Mother

	
	
	

	Brothers
& Sisters

	
	
	


(E)  Height______’______” Weight________lbs.

(F)  Current Blood Pressure________/_________

(G)  Date Diagnosed________________________

(H)  Medications (Include Dosage)_____________
_________________________________________
_________________________________________

(I)  Currently under medical treatment?_________
__________________________________________________________________________________

(J)  Type of Surgery or Hospital Treatment?_______________________________________________

(K)  Dates of Surgery or Hospital Treatment?______________________________________________

(L)  Prior Company Action? (Including rating & premium)____________________________________
__________________________________________________________________________________

(M)  Currently Employed Full-Time?_________________

(N)  Any other medical problems?___________________

(O)  Additonal Information Client’s Impairment:____________________________________________
__________________________________________________________________________________

Form # 2							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

ALCOHOL / DRUG USE

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


ALCOHOL  USE

(A)  How long since client’s last drink?___________________________________________________

(B)  Member of AA or similar organization and if so, for how long?_____________________________
__________________________________________________________________________________

(C)  Any liver problems?_______________________________________________________________

(D)  Family Situation?_________________________________________________________________
__________________________________________________________________________________

(E)  Business Situation________________________________________________________________
__________________________________________________________________________________

(F)  Has blood profile (including liver function tests) been done by client’s physician within the last 12 months?___________________________________________________________________________

(G)  General Medical Problems-Form #1 (A through 0)

DRUG USE

(A)  Name of drug used?______________________________________________________________

(B)  How long since client last used drugs?________________________________________________

(C)  Family situation?_________________________________________________________________

(D)  Business situation?_______________________________________________________________

(E)  General medical problems - Form #1 (A through O)

Form # 3							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

AVIATION

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 
Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Total number of hours?____________________________________________________________

(B)  Type of aircraft flown?____________________________________________________________
__________________________________________________________________________________

(C)  Type of ratings (certificate) held and years issued?______________________________________
__________________________________________________________________________________

(D)  Personal or business use?__________________________________________________________

(E)  How many hours flown within last 12 months?_________________________________________
       (Specify personal/business use)______________________________________________________

(F)  How many hours expected to fly within next 12 months?_________________________________

(G)  If business use, specify type of business (commercial or charter) and to where the proposed insured flies:_________________________________________________________________________________________________________________________________________________________________

(H)  Does client fly any military aircraft?_____________________How often?____________________

(I)  General medical problems - Form #1 (A through O)










Form # 4							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

CANCER

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Type and location of cancer?________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(B)  Stage of cancer’s invasion or Clarks level (eg. 1, 2, 3 or 4)________________________________
__________________________________________________________________________________

(C)  Any chemotherapy or radiation treatment?_____________________________________________
__________________________________________________________________________________

(D)  Any metastasis?__________________________________________________________________
       Has cancer spread from primary organ or site?__________________________________________
__________________________________________________________________________________

(E)  General medical problems - Form #1 (A through O)



Form # 5							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

CARDIOVASCULAR PROBLEMS

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 
Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Type of problem?  (myocardial infarction, bypass, angina, heart murmur, irregular EGK, etc.)
__________________________________________________________________________________

(B)  Type of surgery or treatment?  (If bypass, how many vessels?)_____________________________
____________________________________________________________________________________________________________________________________________________________________

(C)  Does proposed insured currently have chest pains?  If yes, when do they occur?_______________
____________________________________________________________________________________________________________________________________________________________________

(D)  Does proposed insured carry a pill to place under tongue in case of chest pain?________________
__________________________________________________________________________________

(E)  Was a treadmill EKG done?  If yes, when and was it normal?______________________________
__________________________________________________________________________________

(G)  General medical problems - Form #1 (A through O)



Form # 6							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

DIABETES

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Date of Diagnosis_____________________________Age at onset?________________________

(B)  Type and amount of medication/diet?_________________________________________________
__________________________________________________________________________________

(C)  Is he/she under current control?_____________________________________________________

(D)  Any problems with eyes, circulation or diabetic coma?___________________________________
       If yes, date of problem or treatment and outcome?______________________________________

(E)  Does proposed insured check his/her blood or urine on a regular basis?______________________
       If yes, what are the usual results?____________________________________________________
       Date and result of last fasting glucose test?____________________________________________
       (Normal rage is less than 125, if reading is above 200, we need to have an A1C test done to better 
       evaluate control.  Well controlled diabetics will be in the 125 to 175 range.

(F)  Does client see a Doctor regularly?  If yes, what are the results of the Doctor’s blood work:______
____________________________________________________________________________________________________________________________________________________________________

(G)  Date and result of last Hemoglobin A1C test?__________________________________________
        (Normal rage is 4 to 6.  Anything above 9 is considered poorly controlled.  We can place insurance 
        even if the result is over 10.)

(H)  General Medical Problems - Form #1 (A through O).


Form # 7							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

HAZARDOUS SPORTS

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Type of Sport?____________________________________________________________

(B)  How often does proposed insured participate in sport?_____________________________
____________________________________________________________________________

(C)  How long has proposed insured been participating in sport?_________________________
____________________________________________________________________________

(D)  SKIN DIVING:  How deep?__________Number of dives in the last 12 months?________
       Number of expected dives in the next 12 months?_________________________________
       Any special certifications?___________________________________________________
____________________________________________________________________________

(E)  SKY DIVING:  How high?____________Number of jumps in the last 12 months?______
       Number of expected jumps in the next 12 months?________________________________
       Any special certifications?___________________________________________________
____________________________________________________________________________

(F)  RACING CARS, BOATS, MOTORCYCLES:  How Fast?__________________________
       If racing, what type of vehicle?________________________________________________
       What type of event?________________________________________________________
       Classification of vehicle and type of track?______________________________________
       Is race sanctioned by any association?__________________________________________

(G)  General medical problems - Form #1 (A through D, L through O)





Form # 8							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

HYPERTENSION

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 
Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________



(A)  Proposed insured’s previous high readings and approximate date of high readings?______
________________________________________________________________________________________________________________________________________________________

(B)  Current blood pressure readings?______________________________________________

(C)  How long has proposed insured been on present medication?________________________
____________________________________________________________________________

(D)  Has proposed insured ever had chest pains?_____________________________________
____________________________________________________________________________

(E)  General medical problems - Form #1 (A through O).
















Form # 9							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

BUILD (Height & Weight)

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 
Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________



(A)  Proposed insured recent high weights?________________________________________________
__________________________________________________________________________________

(B)  How much do immediate family members weigh?_______________________________________
____________________________________________________________________________________________________________________________________________________________________

(C)  Has any immediate relative (Mother, Father, Sister, Brother) died prior to age 60 of heart disease, diabetes or cancer?___________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________

(D)  General medical problems - Form #1 (A through O).





Form # 10							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

ULCERS

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 


Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Type of ulcer (duodenal, gastric, peptic)?_______________________________________

(B)  Has client had one episode or multiple episodes?_________________________________
____________________________________________________________________________

(C)  Date of episodes?__________________________________________________________
____________________________________________________________________________

(D)  Has proposed insured ever had bleeding from ulcers?______________________________
________________________________________________________________________________________________________________________________________________________

(E)  General medical problems - Form #1 (A through O).



Form # 11							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

ELEVATED LIVER FUNCTION/ENZYMES

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Date of last blood test?______________________________________________________

(B)  Results of GGTP?________________________(Normal 2-65, some say 85)

(C)  Results of SGOT?________________________(Normal 2-45)

(D)  Results of SGPT?________________________(Normal 2-50)

(E)  Does the insured currently drink?______________If yes, how often and how much?_____
________________________________________________________________________________________________________________________________________________________

(F)  Has the insured had Hepatitis or ever been tested for Hepatitis?______________________
       Result (+/-)?______________________________________________________________

(G)  Has the insured ever had a liver biopsy done?____________Result?__________________
____________________________________________________________________________
(Only ask this in severe cases of elevated liver enzyme elevations or if there is a known hepatitis history.)

(H)  Other insurance company action?______________________________________________
_________________________________________________________Date?_______________

(I)  General medical problems - Form #1 (A through O).



Form # 12							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

MORAL HAZARDS

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 


Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Type of problem? (i.e. criminal record, lack of applicant candor, criminal associates, convictions, etc.)______________________________________________________________
________________________________________________________________________________________________________________________________________________________

(B)  Dates associated with problems?______________________________________________
____________________________________________________________________________

(C)  Dates of last occurrence?____________________________________________________
____________________________________________________________________________

(D)  Was proposed insured ever convicted?_________________________________________
        If yes, has time been served or is case in appeal?_________________________________
____________________________________________________________________________

(E)  Is proposed insured on parole or probation?______________________________________
       If yes, how long is left on parole or probation?___________________________________
____________________________________________________________________________

(F)  General medical problems - Form #1 (A through D, L through O)
     


Form # 13							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

FINANCIAL JUSTIFICATION

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


(A)  Complete listing of client’s insurance in-force by company, amount and beneficiary_____
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(B)  Amount of insurance on others if business insurance?_____________________________
________________________________________________________________________________________________________________________________________________________

(C)  If insurance is for business purposes, what is the percentage (%) of proposed insured ownership?___________________________________________________________________
________________________________________________________________________________________________________________________________________________________

(D)  Explain how the sale was made and any special circumstances of the case?____________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(E)  If this is a replacement case, who is the present carrier?  Also, include a 5 year replacement history on the case:_________________________________________________
________________________________________________________________________________________________________________________________________________________

(F)  General medical problems - Form #1 (A through D, L through O).


Form # 13							____________________________________
									  Client’s Name/Date

“FAST-QUOTE”

RHEUMATOID ARTHRITIS

ORANGE COUNTY BROKERAGE
Fax Number
(714) 550-0869 

Agent Name__________________________________________________________________
Address______________________________________________________________________
City_________________________State__________Zip__________Phone #____/__________


When was the client diagnosed with Rheumatoid Arthritis?  ___________________________________


Rate the severity of the client's Rheumatoid Arthritis:  _______________________________________


Has the client ever taken immunosuppressants for Rheumatoid Arthritis? (ex: methotrexate, etanercept, etc.)  _____________________________________________________________________________


Explain how Is the client currently taking immunosuppressants for Rheumatoid Arthritis?  __________ __________________________________________________________________________________


Has the client ever taken Prednisone for Rheumatoid Arthritis?   _______________________________ 


Is the client currently taking Prednisone for Rheumatoid Arthritis? _____________________________


Please list any other medications the client is taking for Rheumatoid Arthritis.  ____________________


Has the client ever experienced any complications from the medications they're taking for Rheumatoid Arthritis? If so, please provide details.  ___________________________________________________


Is the client's functional ability being effected by their Rheumatoid Arthritis? (active, sedentary, currently uses walker/cane or wheelchair, etc.)  ____________________________________________


Does the client currently have any physical limitations or disabilties related to their Rheumatoid Arthritis? If so, please provide details.____________________________________________________
