
Name of Proposed Insured: ______________________________________         Date of Birth: _____________________

  

1. Height: ______________________         Weight: ___________________         Weight one year ago: ________________

2. Date Diabetes first diagnosed: __________________________________         

  Name and address of physician making the diagnosis: 

  _____________________________________________________________________________________________

3. Name and address of physician giving treatment or medical supervision:

     ____________________________________________________________________________________________________

4. Was electrocardiogram made?  yes  no         Date: ____________      By whom? _____________________

  Was EKG normal?  yes  no         Date: ____________      By whom? _____________________

5. Was chest X-ray made?  yes  no         Date: ____________      By whom? _____________________

6. Treatment used:  

  diet only  yes      no

   Is diet weighed?  yes      no

        Name: ______________________________________    Number of units: _____________________________

  oral medication   yes      no

   Name: ____________________________________________________________________________________

  insulin   yes      no 

7. Do you ever stop the oral medication, insulin or go off diet?       yes      no        
  If “yes,” please explain: _________________________________________________________________________ 

8. Is urine regularly tested for sugar?       yes      no        
  Are results usually:      negative      trace      more than trace 
   Date of last test: ___________________________________     Results: __________________________________ 

9. Have you had blood sugar tests?       yes      no        
  Date of last test: ___________________________________     Results: __________________________________

10. Have you been unable to work due to complications of your diabetes?       yes      no        
  If “yes,” please explain: _________________________________________________________________________

11. Do you regularly drink alcoholic beverages?       yes      no     
  What amount?  _________________      How often? _________________      
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Diabetic Questionnaire (continueD)

Give details to any “Yes” answers for the following in the space provided below:

1. Have you been treated for: 

 a. Insulin reactions?   yes  no

 b. Diabetic coma?   yes  no

2. Have you ever had: 

 a. Eye trouble?   yes  no

 b. Heart trouble?   yes  no

 c. High blood pressure?   yes  no

 d. Kidney trouble (albuminuria)?   yes  no

 e. Poor circulation of toes, feet or legs?   yes  no

 f. Recurring or prolonged illness?  yes  no

 number date physician's complete name & mailing address and/or hospital

 _________________ _______________ ________________________________________________________

 _________________ _______________ ________________________________________________________

 _________________ _______________ ________________________________________________________

 _________________ _______________ ________________________________________________________

 _________________ _______________ ________________________________________________________

 _________________ _______________ ________________________________________________________

 _________________ _______________ ________________________________________________________

 _________________ _______________ ________________________________________________________

    I hereby represent that all of the above statements and answers to all the above questions are complete and true.

__________________________________________                                __________________________________________
Signature of Proposed Insured                                                        Date
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