
DATE:___________________________  ADVISOR NAME: _________________________________________________________
PHONE:____________________________  FAX:_____________________________ EMAIL:______________________________
TYPE OF COVERAGE:    o TERM    o UNIVERSAL LIFE    o SECOND TO DIE    o OTHER:____________________________

CLIENT INFORMATION:                                                  
PROPOSED INSURED:_________________________________________________        DATE OF BIRTH:____/____/____

o MALE     o FEMALE     HEIGHT:____________     WEIGHT:____________     STATE OF SALE:_________________________

OTHER COMPANY ACTIONS:    o RATED TABLE____    o POSTPONED    o DECLINED - WHEN_______________________

OTHER COMPANY DETAILS:__________________________________________________________________________________

DATE OF DIAGNOSIS:____/____/____                    MOST RECENT BLOOD PRESSURE READING:__________/____________

ARE YOU CURRENTLY ON ANY MEDICATION?    o NO    o YES - GIVE DETAILS:____________________________________
__________________________________________________________________________________________________________

PLEASE CHECK IF YOU HAVE HAD ANY OF THE FOLLOWING (CHECK ALL THAT APPLY): 
o CHEST PAIN OR CORONARY ARTERY DISEASE
o DIABETES
o FAMILY HISTORY OF HEART DISEASE, HIGH BLOOD PRESSURE, STROKE
o ABNORMAL LIPID LEVELS
o TIA OR STROKE
o PERIPHERAL VASCULAR DISEASE
o ENLARGED HEART
o KIDNEY DISEASE
o ANEURYSM
o OVERWEIGHT

HAS A STRESS ELECTROCARDIOGRAM (TREADMILL TEST) BEEN COMPLETED WITHIN THE PAST YEAR?
o YES - NORMAL     DATE:____/____/____
o YES - ABNORMAL DATE:____/____/____
o NO

HAVE YOU EVER HAD AN ECHOCARDIOGRAM?    o YES - PLEASE INCLUDE A COPY    o NO

DO YOU HAVE ANY OTHER MAJOR HEALTH PROBLEMS?    o NO    o YES - PLEASE LIST:____________________________
__________________________________________________________________________________________________________

ADDITIONAL NOTES:________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

BLOOD PRESSURE QUESTIONNAIRE

Visit our website at www.pfnins.com  for additional sales tools.

800.887.7587

Please return via email at 

PlusMarketing@pfnins.com 

Julie Ligocki
Typewriter



Julie Ligocki
Typewriter



Julie Ligocki
Placed Image

Julie Ligocki
Typewriter
901 Wilshire Drive, Suite 140, Troy MI 48084

www.pfnins.com

	DATE: 
	ADVISOR NAME: 
	PHONE: 
	FAX: 
	EMAIL: 
	OTHER: 
	PROPOSED INSURED: 
	DATE OF BIRTH: 
	HEIGHT: 
	WEIGHT: 
	STATE OF SALE: 
	RATED TABLE: 
	DECLINED  WHEN: 
	OTHER COMPANY DETAILS: 
	DATE OF DIAGNOSIS: 
	MOST RECENT BLOOD PRESSURE READING: 
	YES  GIVE DETAILS: 
	ARE YOU CURRENTLY ON ANY MEDICATION: 
	DATE_2: 
	DATE_3: 
	YES  PLEASE LIST: 
	DO YOU HAVE ANY OTHER MAJOR HEALTH PROBLEMS: 
	ADDITIONAL NOTES 1: 
	ADDITIONAL NOTES 2: 
	ADDITIONAL NOTES 3: 
	ADDITIONAL NOTES 4: 
	ADDITIONAL NOTES 5: 
	ADDITIONAL NOTES 6: 
	Male: Off
	Term: Off
	Universal Life: Off
	Second to Die: Off
	Other1: Off
	DOB Day: 
	DOB Year: 
	Female: Off
	rated Table1: Off
	Postponed: Off
	Declined: Off
	Date Diag Day: 
	Date Diag Year: 
	Blood Pressure Under: 
	Current Meds No: Off
	Current Meds Yes: Off
	Chest Pain: Off
	Diabetes: Off
	Family History: Off
	Abnormal Lipid: Off
	TIA Stroke: Off
	Peripheral Vascular: Off
	Enlarged Heart: Off
	Kidney Disease: Off
	Aneurysm: Off
	Overweight: Off
	Yes Normal: Off
	Date 2 Day: 
	Date 2 Year: 
	Yes Abnormal: Off
	Date 3 Day: 
	Date 3 Year: 
	No: Off
	Echo Yes: Off
	Echo No: Off
	Major Health No: Off
	Major Health Yes: Off
	SUBMIT: 


