Special Risk Evaluation For Hepatitis

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 Hepatitis                                                    Add additional information as needed

Date of onset:            Hepatitis Type:    A  FORMCHECKBOX 
    B resolved  FORMCHECKBOX 
    B carrier  FORMCHECKBOX 
   C  FORMCHECKBOX 
  (non –A/non –B)

Type of treatment:                                             Date of last treatment:       Virus eliminated? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
    
  

Were you diagnosed to have:      Chronic persistent hepatitis  FORMCHECKBOX 
  Chronic active hepatitis  FORMCHECKBOX 
 Cirrhosis  FORMCHECKBOX 
 


Did you have liver biopsy ?     Y  FORMCHECKBOX 
  N  FORMCHECKBOX 
,      Results: Good   FORMCHECKBOX 
      Fair  FORMCHECKBOX 
       Poor  FORMCHECKBOX 
   Date:      

Have you been diagnosed to have fatty liver?     Y  FORMCHECKBOX 
    N  FORMCHECKBOX 
,  

Do you drink alcohol?      Y  FORMCHECKBOX 
    N  FORMCHECKBOX 
,   Amount:                         frequency:                      .

Please check and give dates and readings if you have had any of the following tests. 

A/ST/SGOT:                       ALT/SGPT:                       GGTP:_                       ALK PHOS:                      .

BILIRUBIN:                       LIVER ULTRASOUND OR CT SCAN:                      .

Give results :( normal –abnormal) in remarks section (Provide copy of test if available) 


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 

