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Depression 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 ______________________ 

1. Have you been diagnosed with:                                                    

2. Describe your condition: _______________________________________________________________________
 

3. Date of first symptoms: ________________________________________________________________________ 


4. Please indicate the number of episodes: ________________ Date of last episode: _________________________ 


5. Have you been hospitalized for psychiatric treatment?                           Please provide dates and length of stay:
_____________________________________________________________________________________________ 


6. Do you have a history of any of the following associated conditions? 

Personality Disorder

Suicidal thought/attempt 

Psychotic Disorder

Substance abuse (alcohol or drugs)- complete respective questionnaire 

Other psychiatric disorder: ________________________________________________________________ 


7. Is the client currently working?

 Please list occupation: ______________________________________ 


8. Has any time been lost from work as a result of this condition?

Details: _____________________ 

_____________________________________________________________________________________________

9. Are you disabled?      

10. Please list all medications and the last time you saw your doctor relating to this condition:
_____________________________________________________________________________________________
Please fax this form to Trawick Financial at 803.790.0212 or email to cmoore@tfsquotes.com

