
PRE ENROLL FORM STATE OF CALIFORNIA ENROLLING AGENT __________________rev 1-23-2022

Name ________________________ Phone __________________ (EIN) ___________________
SS # _________________________ Email __________________@________
DOB______________ _________________ Age for Quoting ______________________
Street Address _____________________________ City _______________ Zip _______
Job title ____________________________________ Date of Hire _________________
Annual Income ___________________________ Height ___________ Weight__________
Beneficiary Name _________________________ DOB_______ RELATION ______________
NAMES AND AGES OF PEOPLE TO BE INSURED
1) NAME _________________________ DOB _________ AGE ____ HT/WT ______ ______
2) NAME _________________________ DOB _________ AGE ____ HT/WT ______ ______
3) NAME _________________________ DOB _________ AGE ____ HT/WT ______ ______

SIGNATURE X __________________________________________
(HEALTH QUESTIONS) Within the past 12 months, other than colds, flu or normal pregnancy, have you been off work (vacation or
sick leave) for 10 or more consecutive work days due to an illness or injury, including back, neck, knee, joint or muscle? (YES/NO)
Within the past 12 months, have you received medical advice or sought treatment (includingmedication) for: (YES/NO) Circle all
items that are “yes”
Heart Attack (MI) / Heart Surgery Congestive Heart Failure / Stroke
Transient Ischemic Attack/ Blood Pressure Reading of 160/100 or Above
Kidney Disease except Stones/ Insulin Dependent Diabetes
Diabetes Diagnosed Prior to age 40 /Cancer Other than Skin Cancer
Hepatitis B, C /Cirrhosis / Hodgkin’s Disease Leukemia (THERE ARE ADDITIONAL QUESTIONS FOR ALL COVERAGES OTHER THAN
ACCIDENT, DISABILITY INCOME, AND MEDICAL BRIDGE)




