
Health Questionnaire

Name:
Date of Birth:
Present Height:
Present Weight:
Have you used tobacco in the past year?
Mailing Address :

Crty:
State: Zip code:
Email:
Home or Business Phone:

Gender Male Female
Marital Status:

Name of spouse or child(ren) :

Are they to be covered?
Date of Birth(s) :

Have any of the applicants used tobacco in the past year?

Insurance
Current Health Insurance Company:
Name of Responsible Person:
Type of Coverage;
Birthdate of Responsible Person: (self, spouse, parent, g1oup)

Health History
Please check if you've had problems with any of the following:

Heart
Lungs
Kidney
Stomach/Gastro inte stinal
Eyes/Ears
Blood
Anemia
Fainting/Dizziness
Rheumatic Fever



Arthritis
Tuberculosis
High Blood Pressure
Cancer
Epilepsy
Migraines
Mental Disorder/Illness

If you checked any of the above, please gwe details, including whether or not the
problem is chronic/on-going:

Are you taking any medications regularly? -K"j
If yes, please list name and dosage of medications:

Carla F. Martin
9910 Cedardale Drive
Houston, TX 77055

cmartin@carlamartininsure. com

Telephone: (71 3) 467 -0663
Mobile Number: (7t3) 253-2251

Fa>r Number: (713) 467-0663


