Applicant  Name:*
Male / Female*
Applicant Date of Birth:*
 
Spouse Name:
Male / Female
Spouse Date of Birth:

Children.     Name / Bday

Number and Street:*
Zip:*
City:-Select City-*
County:*
State:*

Phone Number:*
 
Applicant Email Address:*
Beneficiary Full Name:*


1. Has a medical professional EVER diagnosed or treated anyone to be insured under the cancer policy for:
CANCER in any form?
Yes / No*
If “YES,” check the type of cancer and record name(s) of person(s) below:
non-melanoma skin cancer. Name(s) of person(s):
any melanoma cancer. Name(s) of person(s):
non-melanoma internal cancer. Name(s) of person(s):

2. Has anyone to be insured under the cancer policy:
Received an elevated PSA (Prostate-Specific Antigen) test result (4.0 ng/mL or greater)?
Yes / No*

3. In the past 90 days been advised by a medical professional to have a biopsy for cancer that has not been performed or for which results have not been received?
Yes / No*

4. Has a medical professional EVER diagnosed or treated anyone to be insured for:
Any heart disease; a heart condition; angina; heart attack; disorder, disease, or abnormality of the coronary arteries; arteriosclerosis; chronic disease of the pericardium; TIA (mini-stroke); or stroke?
Yes / No*

5.  Has any person to be insured under this policy ever tested positive for:
Exposure to the HIV virus or been diagnosed as having ARC or AIDS caused by the HIV infection or other sickness or condition derived from such infection?
Yes / No*

6. Has a medical professional EVER diagnosed or treated anyone proposed to be covered under this policy (heart and ICU, if selected) for any of the following? A Heart Murmur or Mitral Valve Prolapse is allowable.
	

	Atherosclerosis
	Coronary Bypass
	Ischemic Heart Disease
	Stroke, Mini-stroke

	Atrial Fibrillation (A-fib)
	Coronary Heart Disease
	Kidney Failure
	Tachycardia

	Bradycardia
	Coronary Occlusion
	Malignant Hypertension
	Thrombosis

	Cardiac Arrest
	Disorder of the Heart
	Mitral Valve Disorder
	Tricuspid Valve Disorder

	Cardiomyopathy
	Embolism
	Myocardial Infarction (MI)
	Ventricular Fibrillation 




7. . In the past 12 months has a member of the medical profession diagnosed or treated anyone proposed to be insured under this policy for any of the following: Back pain or injury; neck pain or injury; joint pain, injury or disorder; or shoulder pain or injury?
If “YES,” record the name(s) of person(s) below and check the appropriate box(es): The person(s) named below will not be insured under the policy for the first 12 months for any loss resulting from the part of the body indicated.



PREMIUM PAYMENT MODE:
Monthly / ACH    or      Semi-Annual       or    Annual



          Cancer                            ICU                            Cardi                          Accident                   Indemnicare
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




INITIAL PAYMENT AND ACH AUTHORIZATION

Draft Day

Draft From: Checking or Savings*
Is the Applicant the Account Holder? Yes / No*

Account in the name of:*
(Print Name as Shown on Bank Document)
ACH Routing #:*
Name of Bank and Branch: -Select Bank Name-*
City:*
State:*
Account #:*

Do you have similar types of coverage? 
 
Medicare or Medicaid?  

Permission to use your name for marketing?

Will this coverage replace any other accident and sickness insurance presently in force?
Yes / No*


Do you give Family Heritage permission to show your name for marketing purposes?
Yes / No

Do you currently own a Family Heritage policy of this same product type? If ‘YES’, a 2nd Policy Disclosure will be included with this application.
Yes / No

