
Name: _____________________________________________________________   Telephone: ________________________   Fax: _______________________
Email: ______________________________________________________________

Name: _____________________________________________________________   Date of Birth: ___________________       Age___________
Resident State: ___________________________________   Marital Status: _______________________________________________
Height: __________________   Weight: ______________   Gender:         Male         Female
Smoker:           Yes No      If client has quit smoking, how long has it been since last use?: ______________________________
Medical Condition: ________________________________________________________________________________   Date of Onset: ___________
Medical Condition: ________________________________________________________________________________   Date of Onset: ___________
Medical Condition: ________________________________________________________________________________   Date of Onset: ___________
Medical Condition: ________________________________________________________________________________   Date of Onset: ___________

Please send this completed Medical History Form in an encrypted email to ltcsales@lwtsolutioncenter.com.
If you have additional questions, please contact LWT LTC Solution Center Sales Desk at

800.998.3382, option 2, option 3

CLIENT INFORMATION

AGENT INFORMATION

CURRENT MEDICATIONS AND HOSPITALIZATION HISTORY

Medication: _____________________________ Taken For: __________________________ Dosage: ________________ Frequency: ________________
Medication: _____________________________ Taken For: __________________________ Dosage: ________________ Frequency: ________________
Medication: _____________________________ Taken For: __________________________ Dosage: ________________ Frequency: ________________
Medication: _____________________________ Taken For: __________________________ Dosage: ________________ Frequency: ________________
Medication: _____________________________ Taken For: __________________________ Dosage: ________________ Frequency: ________________
Medication: _____________________________ Taken For: __________________________ Dosage: ________________ Frequency: ________________
Medication: _____________________________ Taken For: __________________________ Dosage: ________________ Frequency: ________________

Date of Hospitalization: _________  to _________   Reason: __________________________________________________________________________________
Result: _____________________________________________________________________________________________________________________________________
Date of Hospitalization: _________  to _________   Reason: __________________________________________________________________________________
Result: _____________________________________________________________________________________________________________________________________
Date of Hospitalization: _________  to _________   Reason: __________________________________________________________________________________
Result: _____________________________________________________________________________________________________________________________________
Date of Hospitalization: _________  to _________   Reason: __________________________________________________________________________________
Result: _____________________________________________________________________________________________________________________________________
Special Notes: _____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________

Please print legibly. If spouses are both applying, please complete a form for each client.  
Should you need to provide more details on any medical conditions, please attach additional sheets.                       Date: __________

Long Term Care Insurance Medical History Form

For Insurance Professional Use Only. Not intended for use in solicitation of sales to the public. Not intended to recommend the use of any product or strategy for any 
particular client or class of clients. For use with non registered products only. Tellus operates under the license of Tellus Brokerage Connections, AR license #100107713. 
Products and programs offered through Tellus are not approved for use in all states. Policy riders are available at an additional cost and may not be available for all prod-
ucts or in all states. Terms and conditions apply. 0121 SOLC21-7595-A 1222  

© 2021 Tellus Brokerage Connections
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