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Cancer Questionnaire

Agent Name

Email Address

Phone

Applicant Last Name

Sex O Male

Occupation

O Female

If yes, check type and list date last used: Select One

Date last used

Product Applying for:

[l Term [ universal

Date of Birth

Height/Weight /

. . Select One
Ever use nicotine prOdUCtS

L] other:

Frequency per month

Face Amount

1. Dates of your diagnosis:

2. Please give the name of the cancer and the location:

3. Please give the Stage and Grade of cancer:

4. What symptoms did you have prior to your diagnosis:

5. Number of Lymph nodes involved:

6. How was/is the cancer treated?

Medication

Radiation Therapy

7. Duration of treatment:

Hormonal

Surgery

Immunotherapy

Chemotherapy

8. Date of your last treatment:

9. Was there any indication of the cancer spreading?

If yes, date:

Details, including location(s):

10. Has there been any evidence of reoccurrence?

If yes, please provide details:

O No O Yes

O No O Yes

(continued on page 2)
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11. Is there any family history of cancer? O No O Yes
If yes, please provide details:

12. Are you on any medication(s)? O No O Yes

If yes, provide name(s) and dosage(s):

13. Date you last consulted your physician:

Additional Comments:

Please fax this form to MRW Financial Inc. 813-875-7331 or email to marie@mrwfinancial.com
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