
LIFE INSURANCE, KEY MAN, AND MORTGAGE PROTECTION APPLICATION 

LAST NAME _______________________ FIRST NAME _____________________ MIDDLE NAME __________________ 

DATE OF BIRTH _________________ STATE/COUNTRY BORN _________________ SS# _________________________ 

DL NUMBER ____________________ STATE ISSUED _________ ISSUE DATE ____________ EXP. DATE ____________ 

NICOTINE USE? (INCLUDING THE PATCH) Y N  NUMBER OF ALCOHOLIC BEVERAGES PER WEEK ________ 

HEIGHT __________ WEIGHT __________        PHONE NUMBER ________________________ MARRIED?    Y           N 

RESIDENCE ADDRESS __________________________________ CITY _________________ STATE _____ ZIP _________ 

PLEASE LIST ANY CURRENT MEDICATIONS, PURPOSE, FREQUENCY & DOSAGE: 
________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

BEEN HOSPILATIZED OR MISSED WORK (OVER 7 DAYS) FOR ANY REASON IN LAST 5 YEARS? WHY? 

________________________________________________________________________________________________ 

PLEASE LIST ANY DIAGNOSED (MEDICATED OR NON-MEDICATED) MEDICAL CONDITIONS (DIABETES, HIGH BLOOD 
PRESSURE, DEPRESSION, SLEEP APNEA, KIDNEY/BLADDER, LUPUS, CANCER, ETC.) AND YEAR DIAGNOSED? 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

PHYSICIAN NAME ______________________________ ADDRESS __________________________________________ 

PHYSICIAN PHONE _____________________________  __________________________________________ 

DATE OF LAST VISIT ___________________ REASON FOR VISIT ____________________________________________ 

EMPLOYER ___________________________________________________ CURRENT ANNUAL INCOME ____________ 

EMPLOYER ADDRESS _______________________________________________________ YEARS EMPLOYED ________ 

JOB TITLE & DESCRIPTION ____________________________________ CURRENT HOUSEHOLD INCOME ____________ 

FAMILY HISTORY: PARENTS AGE (IF DECEASED, NOTATE & AT WHAT AGE)  MOTHER __________FATHER __________ 

SIBLINGS AGE (IF DECEASED, NOTATE & AT WHAT AGE)  SIB 1 ___________ SIB 2 ___________ SIB 3 ___________ 

ANY FAMILY MEDICAL HISTORY? (DIABETES, CANCER, HEART DISEASE, ETC.) __________________________________ 

BENEFICIARY INFORMATION:  

1) NAME ______________________ RELATIONSHIP ______________ DOB ____________ SS# ___________________

2) NAME ______________________ RELATIONSHIP ______________ DOB ____________ SS# ___________________

ALL INFORMATION REQUESTED AND ANSWERED IS TRUTHFUL TO THE BEST OF MY KNOWLEDGE. 

X______________________________ DATE ___________________
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