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AMERICA (800) 346-4773

Quick Quote for Sleep Apnea

GA/Broker:

Proposed Insured: O Male [O Female Date of Birth

Family History: Age if Living Age at Death Cause of Death
Mother

GA Case #:

(Assigned by GA)

Father

Siblings

Date of sleep apnea diagnosis:

Was sleep StUAY AONE? ... it e e e e e e e e e e e nneneees O Yes 0O No
If yes, date
How is sleep apnea being treated?
CPAP MASK...cc ittt O Yes 0O No
If yes, dates used (from-to)
LY=o | L[ 1= O PPR O Yes 0O No
Current height weight
S TU o =T o PP PPPPPPPPPPPPRP O Yes 0O No
If yes, please list
1O LT PP PP PT PP OPUPPRP O Yes 0O No
If yes, please list
Has client been diagnosed with any of the following?
HIgh DIOOA PrESSUIE ...ttt e e e e e e e e e e e O Yes 0O No
[T gTo o [ EST=T= T O PEPERURRR O Yes 0O No
Chest pain or coronary artery diSEase...........oovuuiiiiiiiiiiii i O Yes 0O No
DEPIESSION ... et aaaaaaaaaaas O Yes 0O No
OVEIWEIGNT . et e e e e e O Yes 0O No
AFTRYENMIA e e e e e e e e e e e e O Yes 0O No
11 o) (= TP PP PTPPPPPPPPPRP O Yes 0O No
List all medications including aspirin and vitamins:
Has client ever used tobacco or nicotine-based products?..............ccccooviiiiiiiiiiiccnn, O Yes 0O No

If yes, last date used

List any other health problems:

RETURN TO YOUR GENERAL AGENCY FOR PROCESSING
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