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19000 MacArthur Boulevard, Suite 450 
Irvine, CA 92612 

P: 800-592-6080 • F: 310-819-9512 
E:  Cases@LifeRocCapital.com 

 

INSURED HEALTH QUESTIONNAIRE 

About the Insured 

First Name:  Last Name:  

DOB:  Power of Attorney In Effect?: ☐ YES or ☐ NO 

Marital Status: Total face value of all in-force life insurance:   $ 

Insured Health Profile 

Height: Weight: Ever applied for disability? ☐ YES IN YEAR _______ or ☐ NO 

Do You Still Drive?:   ☐ YES   or   ☐ NO Have you had any fall(s) in past 5 years? ☐ YES or ☐ NO 

Tobacco Use in the past 5 years  (If none, write “None” to indicate that)  

Check Product Type (below) Date Last Used Amount / Frequency 

☐ 
Cigarettes 

☐ 
Cigars 

☐ 
Other 

  

Current Medication(s)                  (If none, write “None” to indicate that) 

Medication Name Reason Taking Length / Frequency / Dosage 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Has the Insured ever been treated for or diagnosed with any of the following? 
Answer with “Yes” or “No” as applicable; provide details in the “Additional Comments” section below. 

Alcohol/Drug Abuse …..…........….. ☐ Arthritis …..…...……………....…. ☐ Anemia/Blood Disorder …....…. ☐ 

Brain Disorder …..…...………….…. ☐ Breathing Problems …..….....…. ☐ Broken Bones …..…………....…. ☐ 

Cancer …..…...………………......…. ☐ Chronic Pain …..…...………...…. ☐ Dementia/ Alzheimer’s …..….…. ☐ 

Depression/Anxiety …..…...…...…. ☐ Diabetes …..…...……….…......…. ☐ Dizziness/Vertigo …..…..........…. ☐ 

Heart Attack …..…...………….……. ☐ Heart Disease …..….........…...…. ☐ High Blood Pressure …..…....…. ☐ 

High Cholesterol …..…....……...…. ☐ Immune Disorder …..…...…...…. ☐ Kidney Issues …..…...............…. ☐ 

Liver Issues …..……………..…..…. ☐ Neurological Issues …..…..……. ☐ Osteoporosis ………………...…. ☐ 

Pancreas Issues ……….…….....…. ☐ Sleep Apnea …....…...…….....…. ☐ Stomach/Digestive/Colon …...... ☐ 

Stroke/TIA …..……………...........…. ☐ Tumors/Cysts …..…....……....…. ☐ Thyroid Issues …………….....…. ☐ 
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Major surgeries or illnesses in the past 10 years (If none, then write “None” to indicate that) 

Date Type Reason / Cause Current Status of Condition 

 
 
 
 
 
 
 
 
 
 
 
 
 

 Additional Comments / Other Health Issues (add additional page(s) as necessary): 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


