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Pre-Application Assessment
The information to be disclosed is regulated by HIPPA’s privacy laws.  By completing this form you the applicant consent to sharing your health information with E-Choice Insurance and its affiliates to meet your insurance need.
	Agent Information

	Name: 

	Applicant Information (Please use one form per applicant)

	Name: 
	DOB:
	Requested Effective Date:  

	Height: 
	Weight: 
	Gender: 

	Tobacco User? 
	Coverage Type Requested:

	Hospitalization or Surgery in the Past 10 years

	Reason:
	Date:

	Reason:
	Date:

	Ongoing Medications

	Medication 1.
Dosage per day:
	Taken for: 

Date Started:

	Medication 2.
Dosage per day:
	Taken for: 

Date Started: 

	Medication 3.
Dosage per day:
	Taken for:
 Date Started:

	Medical Conditions & Diagnosis (if not addressed above)

	Condition & Prognosis:
	Onset Date:

	Condition & Prognosis:
	Onset Date:

	Condition & Prognosis:
	Onset Date:

	Coverage concerns:    


*Decisions resulting from this inquiry are based solely upon the completeness and accuracy of the information provided, and are subject to change based upon additional information provided or not disclosed.  If you are submitting this case please be sure to include a copy of this inquiry and our response with the completed signed applications.  Thank You.
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