Special Risk Evaluation For Anxiety Disorders

Section A: Client Information                                                                  Note: Press the tab key between fields

Name:                                                                       Birth Date:           Male   FORMCHECKBOX 
      Female  FORMCHECKBOX 
 

Build: ft:                in:                Weight:                 .
Nicotine use:       Never   FORMCHECKBOX 
       Cigarettes    FORMCHECKBOX 
       Cigars    FORMCHECKBOX 
       Other   FORMCHECKBOX 
    Date last used:      

Have you been Declined  FORMCHECKBOX 
 Rated  FORMCHECKBOX 
 or Postponed  FORMCHECKBOX 
 for life insurance during the past 2 yrs? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 


Company name:                                                               Give rating table                                 .

Amount of insurance desired: $               Term  FORMCHECKBOX 
   Permanent  FORMCHECKBOX 
  Resident State:               . 
Are you taking prescription medication?  Y   FORMCHECKBOX 
  N   FORMCHECKBOX 
  Provide exact name / dosage


Name:                                                                      Dosage:                       Reason:                                     .    

Name:                                                                      Dosage:                       Reason:                                     .   

Name:                                                                      Dosage:                       Reason:                                     .    

Lab Reports: If you have had any of the following, please check and give date and result

Resting EKG:       Date:            Result: Excellent  FORMCHECKBOX 
  Normal  FORMCHECKBOX 
  Abnormal  FORMCHECKBOX 

Treadmill EKG:     Date:            Result: Excellent  FORMCHECKBOX 
  Normal  FORMCHECKBOX 
  Abnormal  FORMCHECKBOX 

Echocardiogram:  Date:            Result: Excellent  FORMCHECKBOX 
  Normal  FORMCHECKBOX 
  Abnormal  FORMCHECKBOX 

Section B: Special Risk for Anxiety Disorders                                     Add additional information as needed

Date diagnosed          Date of last treatment              .


Diagnosis:  Generalized anxiety disorder  FORMCHECKBOX 
 Obsessive compulsive disorder  FORMCHECKBOX 
 Agorophobia  FORMCHECKBOX 


   Panic disorder  FORMCHECKBOX 
 Post traumatic stress syndrome  FORMCHECKBOX 
 Other anxiety disorder  FORMCHECKBOX 


 Number of episodes                    Date of last episode  FORMCHECKBOX 
                    Date of recovery  FORMCHECKBOX 
                    .

Have you been:  Hospitalized  FORMCHECKBOX 
 Seen in an emergency room for treatment of anxiety 

 or other psychiatric illness  FORMCHECKBOX 
? Give dates:                              Length of stay                                         .

Do you have any history of:   Substance abuse  FORMCHECKBOX 
 suicide attempts  FORMCHECKBOX 
 Other psychiatric disorder  FORMCHECKBOX 
?

Are you currently working ? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
  Occupation                                                                .

Have you lost time from work due to your disorder/  Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
  How many days              .
Remarks:                                                                                                                               .

                                                                                                                                              .

                                                                                                                                              .

Agent Information

Name:                                                                       License No: State:                    . 

Phone:                                                                       Email:                                                                      .

Agent Please Fax completed form to: Walliser Associates Insurance Agency, Inc.   

Phone: 408-243-8645 Fax: 408-243-5866  email: Wallisco@Walliserins.com Web: www.walliserins.com                                               


