Financial Security Associates

Risk Assessment— Crohnes Disease

Agent Name:

Address:

Email:

Phone:

Applicant Name:

Date Of Birth:

Sex:

Male Female

Height/Weight:

Occupation:

Death Benefit:

Type of Product:

Term UL Whole Life 2nd To Die

Has Client EVER Used To-
bacco? YES NO

Date of Last Use:

Specify All Types of Nicotine
Used:

Cigarettes
Other:

Cigar Pipe

Date of First Symptoms:

Date of Diagnosis:

BY History?

Yes No

BY X-Ray Studies?

Yes No




Current Symptoms:

Is Client on any Medication? |Name All RX:

Is Client on Steroids? Which Type:
YES NO
How Long:
Biopsy of Bowels? Date & Details of Results:

Has Client has Surgery for Date & Outcome of All Surgeries:
This condition?
YES NO

Additional Comments:

This Questionnaire Must Accompany Your Formal Application.

FSA Preliminary Assessment:




