
________________________________________________________________
Primary Insurance Company

________________________________________________________________
Insurance Policy Number

________________________________________________________________
Group Number

________________________________________________________________
Name of Policy Holder

________________________________          ___________________________
Policy Holder’s SSN                                         Policy Holder’s Date of Birth

________________________________________________________________
Policy Holder’s Employer

1. ______________________________________________________________
Secondary Insurance Company

______________________________________________________________
Insurance Policy Number

______________________________________________________________
Group Number

______________________________________________________________
Name of Policy Holder

________________________________          _________________________
Policy Holder’s SSN                                         Policy Holder’s Date of Birth

______________________________________________________________
Policy Holder’s Employer

2.

Race Ethnicity
 American Indian or Alaska Native  Hispanic or Latino
 Asian  Not Hispanic or Latino
 Black or African American  Refuse to Report
 More Than One Race  Undefined
 Native Hawaiian   
 Other Pacific Islander   
 Refuse to Report   
 Undefined   
 White



Check any of the following conditions which you have now or have ever had:

 High Blood Pressure  Asthma  Epilepsy  Arthritis (type) _________________________

 Previous Transfusion  Stroke  Claustrophobia  Cancer (type) _________________________

 Persistent Cough  Heart Attack  Hepatitis (circle)   A   B   C  Diabetes (how long) ____________________

 Kidney Disease  Heart Disease  STD  Dialysis (how long) _____________________

 Bleeding Disorder  Lung Disease  HIV/AIDS  Blood Clots (location) _________________

 Anemia  Thyroid Disorder  Atrial Fibrillation (A-fib)  No problems at all

 Acid Reflux (GERD)  High Cholesterol

Indicate family members with contributing illnesses such as heart disease, cancer, stroke, vascular disease, etc.

Relationship Disease
Present

Age
Age at
Death

No
History

Father

Mother

Brother(s)

Sister(s)



Medication Strength How Often Taken                                     What For

1

2

3

4

5

6

7

8

9

10
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