310 S. Dale Mabry Hwy, Ste 210
Tampa, FL 33609

Phone (813) 875-6331

Fax (813) 875-7331

FINANCIAL SBROKERAGE Diabetes Underwriting Questionnaire
Agent Name Phone

Email Address

Applicant Last Name Date of Birth

Sex L] male L] Female Height/Weight /

Occupation

Ever use nicotine products?

If yes, select type : [Cigarettes [] Cigar [] Chewingtobacco [] Other:

Date last used

Product Applying for: (] Term [ universal

Frequency per month

Face Amount

1. Date diagnosed:

2. Classification: [] Insulin [] Non-insulin

3. Do you test your own blood sugar and urine?

If yes, how often:

[ ] Diet [ ] Gestational

Yes

4. Do you follow a diabetic diet or exercise?

O Yes

5. Have you been diagnosed with or treated for any of the following:

[ ] Retinopathy L] Kidney Disease
[ ] Neuropathy* L] Laser Surgery

[] Protein in urine [] Hypertension
[ ] Heart Conditions

*If neuropathy is present please complete the Peripheral Vascular Questionnaire

6. Please provide date and result of your last glycohemoglobin (A1C)test:

7. Do you have any other major health problems? O No

If yes, please explain:

O Yes

8. Please list name and dosages of any medications currently taking:

9. Have you experienced any adverse reactions? O No

If yes, please explain:

O Yes

10. How often do you visit your physician? When was the last time you saw him/her?

11. Please provide name, address, telephone number for your physician:

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