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Arthritis Underwriting Questionnaire 
Agent Name________________________________                   Phone ____________________________

Email Address _________________________________________________________________________ 

Applicant Last Name ______________________________        Date of Birth _______________________ 

Sex:             male                female                     

          Height/Weight _________ / __________ 

Occupation ______________________________________     Ever use nicotine products?

If yes, check type and list date last used:                                        Other: ___________________________ 

Date last used ____________________________________    Frequency per month _________________ 

Product Applying for:                                                                        Face Amount ______________________ 

When were you diagnosed with arthritis? ___________________________________________________________

What type of arthritis do you have? ________________________________________________________________ 

What joints are involved? ________________________________________________________________________ 

Do you have to use any devices to assist you due to your arthritis? 

If yes, please provide details: _____________________________________________________________________

_____________________________________________________________________________________________

Are you able to take care of yourself?                                                    Are you able to work?
Details: ______________________________________________________________________________________ 

Have you had any type of surgery due to arthritis? 

Details: ______________________________________________________________________________________

_____________________________________________________________________________________________ 


Are you on any medication(s)? 

Name(s) and dosage(s):__________________________________________________________________________ 

_____________________________________________________________________________________________ 


Date you last consulted your physician: _____________________________________________________________ 
Please fax this form to Trawick Financial at 803.790.0212 or email to cmoore@tfsquotes.com

