
Family Medical History Form
Term Life Insurance Evaluation
Applicant Name

Date of Birth

Phone Number

Email Address

Family Medical History

Family
Member

Age (or Age at
Death) Living/Deceased Major Illnesses (e.g. Heart

Disease, Cancer, Diabetes, etc.)
Age
Diagnosed

Father

Mother

Sibling 1

Sibling 2

Sibling 3

Additional Family History/Details:

Other Hereditary Conditions (if any):

Applicant Signature:

Date:
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