
Confidential HealtH Questionnaire

1. Basic information and prescription medications

appliCant a appliCant B

name: name:

doB:    doB:    

applicant  
a or B prescription(s) dosage Medical reason and treatment dates

applicant: a B

do you currently have a long term care insurance policy?   

Used tobacco in the past 36 months?

Been hospitalized in the last 10 years? if yes, why?

Had any type of cancer? if yes, type, course of treatment and dates:

Had any type of stroke or mini-stroke? if yes, when and any residual effects?

Had any major injuries, falls or broken bones in the last 5 years? if yes, details:

is there a family history of cognitive impairment? (i.e., alzheimer’s, dementia)

do you have any form of diabetes? if yes, date of onset, type and treatment:

do have any other chronic illnesses? (i.e., heart disease, arthritis, sleep apnea, hypertension, osteoporosis)

do you have any pending or recommended surgeries or are you currently in physical therapy?

is there longevity in your family?

Have you previously been denied for long term care insurance coverage? 

/ // /

2. HealtH History and otHer information please check all that apply.

Height:   Weight: Height:   Weight:

S ince 1975

referred by:

send completed form to:

attn:

MAGA Limited
2610 lake cook rd, #250  
riverwoods, il  60015
800.533.6242
fax: 847.940.8870
maga@magaltc.com

peter r. florek, cltc
peter@magaltc.com

Brian i. Gordon, cltc
brian@magaltc.com

Contact information:

name:

email:

phone: 

address:

city:

state: Zip:
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