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Member Name     Date of Birth  

   
 
Height:      Weight: 

Spouse Name    Date of Birth  
 
 
Height:     Weight: 

1. Do you currently use a wheelchair, 
walker, crutches or a cane? 

  
2. Have you been treated for  
 Parkinson’s Disease, Alzheimer's or 

memory loss? 
 
In the past three years, have you...            
3. Been hospitalized?  

If so, why? 
___________________________________________
___________________________________________ 
 

4. Had a stroke?   
 
5. Non-gastric bypass surgery?  
    
6. An angioplasty?  
   
7. Been diagnosed or treated for  
 cancer?     
 
8. Have you used any tobacco  
 products within the last three years 

(including stop-smoking aids)? 
  
9. Are you a diabetic?    
     
10. Do you have high blood pressure?   
   
11. Do you have high cholesterol?  
   
12. Please list all medications and dosage you are  
      currently taking for any medical condition. 

__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________  

 

13. Do you have any medical condition that you have 
been or are being treated for that is not listed above?  
If so, please provide details below. 

 ___________________________________________
___________________________________________
___________________________________________
___________________________________________ 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

CAP PHYSICIANS INSURANCE AGENCY, INC.  • PROTECTING YOUR PRACTICE AND YOU 
333 S. Hope St., 8th Floor • Los Angeles, CA 90071 • Phone 213-473-8643 • Fax 213-576-8563 • License No. 0F97719 

www.capphysiciansinsurance.com 

1. Do you currently use a wheelchair, 
walker, crutches or a cane? 

  
2. Have you been treated for  
 Parkinson’s Disease, Alzheimer's or 

memory loss? 
 
In the past three years, have you...            
3. Been hospitalized?  

If so, why? 
___________________________________________
___________________________________________ 
 

4. Had a stroke?   
 
5. Non-gastric bypass surgery?  
    
6. An angioplasty?  
   
7. Been diagnosed or treated for  
 cancer?     
 
8. Have you used any tobacco  
 products within the last three years 

(including stop-smoking aids)? 
  
9. Are you a diabetic?    
     
10. Do you have high blood pressure?   
   
11. Do you have high cholesterol?  
   
12. Please list all medications and dosage you are  
      currently taking for any medical condition. 

__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________  

 

13. Do you have any medical condition that you have 
been or are being treated for that is not listed above?  
If so, please provide details below. 

 ___________________________________________
___________________________________________
___________________________________________
___________________________________________ 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 

Yes       No 


