
CONFIDENTIAL  CLIENT  FACTS          
DATE: 




                      
NAME_____________________________________   SPOUSE/PARTNER _______________________________
ADDRESS____________________________________    APT _________               Special Information:

CITY_____________________________________ STATE_____  ZIP___________   ________________________
TEL # (        )____________  CELL (      )_____________  E-mail address __________________________________
Do you Have LTC Ins. Now:    Yes___No___           If Yes, Details__________________________________________
Have you ever applied For LTC Ins. Or Have Quotes Yes____  No____  If Yes, Explain____________________________ _____ 

WHY ARE THEY LOOKING INTO LTC INSURANCE?_______________________________________________
	
	APPLICANT
	SPOUSE/PARTNER

	Date of Birth
	
	

	Height and Weight
	
	

	Last 5 Yr Tobacco Use – Yes or No – if Yes, what type?
	
	

	Any restriction of Walking/Bathing/Dressing/Continence/Toileting/Eating?
	
	

	Any Driving Restrictions or Issues?
	
	

	Any Memory Issues?   If yes, explain.
	
	

	History of  Artery or Heart Disease,  Stroke,  TIA,  Diabetes, Cancer,  Depression,  or  Mental Disorder
If yes, see add’l questions below and on next page

	
	

	           1. If yes on above question, explain.  

           2. Was hospitalization required?
	
	

	Date of Last Physical Exam with Blood Work
	
	

	Last Date Hospitalized or Outpatient Surgery
	
	

	                     Give details
	
	

	Describe Your Health  ( ie. “Excellent”, “Good”, “Poor”)
	
	

	What’s the worst health condition you have been treated for in the past 10 years                     
	
	

	                     Explain
	
	

	                     Outcome
	
	

	Blood Pressure – Normal,  High  or  Low   Exceeds 140/90?
	
	

	Do you qualify for payment/receiving payment under Social Security Disability, Medicaid, disability income plan, workers’ comp, or any type of federal or state disability plan? 
	
	

	Have you been prescribed any narcotic medications in the past five years?
	
	


Applicant





Spouse/Partner
Prescription             Dosage    Freq   For What     
  How long used      Prescription           Dosage    Freq     For What       How long used
____________  _____   ___   __________    _______      ___________  ______   ___   _________    ______

____________  _____   ___   __________    _______      ___________  ______   ___   _________    ______

____________  _____   ___   __________    _______      ___________  ______   ___   _________    ______

____________  _____   ___   __________    _______      ___________  ______   ___   _________    ______

	Cancer

Also see Breast, Prostate and Colon below
	Age at Diagnosis


	Type
	Stage
	Type of Treatment and Date of Last Treatment


	Any recurrence?

	     Breast Cancer
	Age at Diagnosis


	Size of Tumor
	Stage
	Lymph Node Involvement?

	Type of Treatment

	     Prostate Cancer
	Age at Diagnosis and Pre-treatment PSA


	Gleason Score
	Stage
	Type of Treatment
	Post-treatment PSA

	     Colon Cancer
	Age at Diagnosis


	Duke Staging
	Lymph Node Involvement?


	Type of Treatment
	

	Diabetes
	Age at Diagnosis

Type I or II
	Fasting Blood Glucose
	Blood HgA1C
	Any complications with neuropathy, retinopathy, nephropathy?

	Type of Treatment

	Coronary heart disease
	Age at Diagnosis


	Bypass surgery?
If yes, how many vessels?


	Angioplasty with or without stent?
	Heart attack?
	Last Stress Test Results

	Stroke or TIA
	Date of Occurrence

	How many episodes?
	Any ongoing limitations?

	Type of Treatment
	Fully recovered, released from Dr’s care?
When?

	Depression or Mental Disorder
	Age at Diagnosis


	Any related Emergency Room visits?


	If ER visit, when and how many?


	Was hospitalization required?


	How many hospital stays?

When?




PREFERENCE FOR BENEFITS:
LTC Insurance Benefits quotations for Comprehensive Plan ____   OR   Facility Only ________

Daily or Monthly Benefit $ __________   # Yrs ________   Elimination Period # of days _______
Inflation COLA ____________   Other Rider(s)____________________________
Asset-Based plan – sum to reposition  $______________  Qualified or Non-Qualified? ______________
CONFIDENTIAL FINANCIAL DATA (FOR SUITABILITY)      *** MUST HAVE TOTAL INCOME & TOTAL ASSETS***  
ANNUAL INCOME: $_______________***                   Approx Residence Value: $_________________
Approx Savings: $__________________                      Total Net Worth  $__________        _____ ***
FERNEDING   INSURANCE   5540 Far Hills Avenue  Dayton, OH 45429-2227

Phone   (937) 294-1755     Fax  (937) 294-5662    Email    johnr@fernedinginsurance.com


