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Client Qualification Form 

General Information

Client								        Spouse/Other

Name ________________________________________________		  Name ________________________________________________

Date of Birth ____________________	 Age _____________ 	 Date of Birth ____________________	 Age _____________

Height ____________________ 	 Weight _______________		  Height ____________________ 	 Weight _______________

Tobacco Use?	  Y	 N	 Tobacco Use?	  Y	 N

Medical Problems

High Blood Pressure | Heart Condition(s) | Sleep Apnea | Stroke | Cancer | Diabetes (Oral/Insulin) | Diseases

Client								        Spouse/Other

_______________________________________________________	 _______________________________________________________

_______________________________________________________	 _______________________________________________________

_______________________________________________________	 _______________________________________________________

Medications

Client								        Spouse/Other

_______________________________________________________	 _______________________________________________________

_______________________________________________________	 _______________________________________________________

_______________________________________________________	 _______________________________________________________

Occupational Information

Client								        Spouse/Other

Occupation ___________________________________________	 Occupation ___________________________________________

Do you currently have life insurance?	  Y	 N	 Do you currently have life insurance?	  Y	 N

If yes, how much coverage? $___________________________	 If yes, how much coverage? $___________________________

Mortgage Information

Loan Amount $________________________________________	 Mortgage Company $__________________________________

Mortgage Term $______________________________________	 Monthly Payment $____________________________________

Primary Concern

What do you want this coverage to do for you? What made you want to send this form back to us?

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________
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