
Taking Blood Pressure Medication? 
Taking Cholesterol Medication?  

If known, last reading
If known, last reading

LTC Pre-Screen Medical Questionnaire
Agent Name Phone Number _______________ Email

Name _____________________________

Date of Birth ____________Male/Female__________ State__________

OSBA Insurance Agency
dblackburn@osbaia.com

Phone:  614-572-0627*Fax:  614-572-0617  

Do you have a personal care doctor?

Name _____________________________

Date of Birth ____________Male/Female__________ State__________

Client #1 Client #2

Height Weight Height Weight

Significant Medical History & Medications

□ Abnormal Blood Pressure
□ AIDS/ARC
□ Alcohol Abuse
□ ALS
□ Alzheimer’s Disease
□ Amputa�on
□ Anemia
□ Aneurysm
□ Arthri�s     Osteo      R.A.
□ Asthma
□ Atrial Fibrilla�on
□ Bipolar/Manic Depression
□ Cancer*(see below)
□ Cardiomyopathy
□ Caro�d Artery Disease
□ Cerebral Vascular Disease
□ Conges�ve Heart Failure
□ COPD/Emphysema
□ Coronary Artery Disease
□ Crohn’s Disease
□ Demen�a
□ Depression/Anxiety
□ Diabetes
□ Dizziness/Ver�go
□ Drug Abuse
□ Eye Disease

□ Heart Attack
□ Hepatitis
□ Hodgkin’s Disease
□ Joint Replacement
□ Kidney Failure
□ Leukemia
□ Lupus
□ Lymphoma
□ Memory Loss
□ Mul�ple Sclerosis
□ Muscular Dystrophy
□ Myasthenia Gravis
□ Neurogenic Bladder
□ Neuropathy
□ Organ Transplant
□ Organic Brain Syndrome
□ Osteoporosis
□ Paralysis
□ Parkinson’s Disease
□ Peripheral Vascular
□ Receiving Physical or Occupational Therapy
□ Rheumatoid Arthri�s
□ Scleroderma
□ Seizures
□ Stroke or TIA
□ Tremor

Significant Medical History & Medications

□ Abnormal Blood Pressure
□ AIDS/ARC
□ Alcohol Abuse
□ ALS
□ Alzheimer’s Disease
□ Amputa�on
□ Anemia
□ Aneurysm
□ Arthri�s     Osteo     R.A.
□ Asthma
□ Atrial Fibrilla�on
□ Bipolar/Manic Depression
□ Cancer*(see below)
□ Cardiomyopathy
□ Caro�d Artery Disease
□ Cerebral Vascular Disease
□ Conges�ve Heart Failure
□ COPD/Emphysema
□ Coronary Artery Disease
□ Crohn’s Disease
□ Demen�a
□ Depression/Anxiety
□ Diabetes
□ Dizziness/Ver�go
□ Drug Abuse
□ Eye Disease

□ Heart Attack
□ Hepatitis
□ Hodgkin’s Disease
□ Joint Replacement
□ Kidney Failure
□ Leukemia
□ Lupus
□ Lymphoma
□ Memory Loss
□ Mul�ple Sclerosis
□ Muscular Dystrophy
□ Myasthenia Gravis
□ Neurogenic Bladder
□ Neuropathy
□ Organ Transplant
□ Organic Brain Syndrome
□ Osteoporosis
□ Paralysis
□ Parkinson’s Disease
□ Peripheral Vascular
□ Receiving Physical or Occupational Therapy
□ Rheumatoid Arthri�s
□ Scleroderma
□ Seizures
□ Stroke or TIA
□ Tremor

Yes No

Name Date of Last Visit
Do you have a personal care doctor? Yes No

Date of Last VisitName

If known, last reading
If known, last reading

Family History of diagnosed Alzheimer's Disease or Dementia Family History of diagnosed Alzheimer's Disease or DementiaYes No Yes No
Relationship Relationship

Receiving Meals on Wheels?
Use a Cane, Walker or Wheelchair?
Tobacco Use?  Form?
Marijuana Use?  Form?

Yes No

Receiving Meals on Wheels?
Use a Cane, Walker or Wheelchair?

Tobacco Use?  Form?
Marijuana Use?  Form? 

NoHave you Previously been Declined for LTC Coverage? Have you Previously been Declined for LTC Coverage? Yes

Requested Benefit Amount

Benefit Period

Requested Benefit Amount

Benefit Period

Taking Blood Pressure Medication? 
Taking Cholesterol Medication?  

jcornett
Line

jcornett
Line


	Name: 
	Phone Number: 
	Date of Birth: 
	MaleFemale: 
	Taking Blood Pressure Medication: Off
	If known last BP reading: 
	Taking Cholesterol Medication: Off
	If known last Cholesterol reading: 
	Text1: 
	Check Box55: Off
	Check Box56: Off
	Agent Name: 
	Text6: 
	Text8: 
	Text7: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Check Box42: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: Off

	Check Box51: 
	0: Off
	1: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off
	25: 
	0: Off
	1: Off


	Check Box52: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: Off

	Check Box53: Off
	Check Box54: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	22: Off
	23: Off
	24: 
	0: Off
	1: Off


	Text55: 
	Text57: 
	Text56: 
	Check Box59: Off
	Check Box60: Off
	Text61: 
	Text62: 
	Check Box63: Off
	Check Box64: Off
	Text65: 
	Text66: 
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Text71: 
	Text72: 
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 


