
 

 

Call us at (800) 728-0994 or (330) 499-LTCi   --  You can fax this request to us at (330) 499-5829  

    

L 
 

Agent Name:________________________________   Phone Number_____________________ 

 

Client Name:_____________________________           Spouse:_____________________________________ 

D/O/B_____________ Ht._______ Wt.________            D/O/B______________ Ht._________ Wt._________ 

Smoker_______ Marital Status_______________            Smoker_________ Marital Status________________ 

 

Any Medical History of: 

__ Insulin dep. Diabetes __ Stroke/TIA   __ Memory Loss 

__ Osteoporosis __ Parkinson’s  __ Alzheimer’s 
   

Client Medical History Last 10 yrs: 
____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________

____________________________________________ 
   

Prescriptions / Dosage / Freq. / Onset:   
____________________________________________ 

____________________________________________

____________________________________________

____________________________________________ 

____________________________________________ 

Any RX Changes in Last 12 Months?  Yes  No  

Spouse/Partner Medical History last 10 yrs:    
______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________ 
 
Prescriptions / Dosage / Freq. / Onset:  
______________________________________________    

______________________________________________

______________________________________________

______________________________________________ 

______________________________________________ 

Any RX Changes in Last 12 Months?  Yes  No  
 

 Genworth 

 John Hancock 

 Med America 

 MetLife 

 Mutual of Omaha 

 Prudential 

 Transamerica 
 
 

 Partnership  

Facility Benefit: $_________________ 

Benefit Period: __________________ 

Elimination Period: __________Days 

Inflation Protection: _______________ 

 Couples Shared Benefit 

 Return of Premium 

 Nonforfeiture 

 Single Pay 

 10 Pay 

 20 Pay 

 Paid Up at 65 

 Reduced Pay at 65 
 

 

 
Method of Delivery: 

 E-Mail     Fax       Mail 
 

Fax Number: 
________________________________ 
 

E-mail Address: 
________________________________ 

Company (s) Policy Structure Limited Pay Options 

Any Medical History of: 

 Insulin dep. Diabetes  Stroke/TIA    Memory Loss 

 Osteoporosis               Parkinson’s  

 Sleep Apnea               Alzheimer’s 

Date:________________________  

 Notes / Special Requests:  
___________________________________________________________ 

___________________________________________________________

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

 

 

Any Medical History of: 

 Insulin dep. Diabetes  Stroke/TIA    Memory Loss 

 Osteoporosis               Parkinson’s  

 Sleep Apnea               Alzheimer’s 

 


