
Family Medical History
Life Insurance Proposal
Proposer/Applicant Name

Details of Immediate Family Members

Relationship Age (or Age at Death) If Deceased, Cause of
Death

Current Medical Conditions (if
living)

Father

Mother

Sibling 1

Sibling 2

Has any immediate family member suffered from or died of any of the following? (Check all that apply)

Diabetes
Heart Disease
Stroke
Cancer
Kidney Disease
High Blood Pressure
Other Chronic Illness

If ‘Yes’ to any above, please give details (include relation, age at onset, diagnosis, etc.):
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