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Client Name

Sex

Nicotine Usage

Date of Birth (Yes or No & Type)

Height | Weight
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Health Status & History

In the past 10 years, provide information about ALL conditions for which you have received advice, treatment, diagnosis, or consultation?

Cancer, Cardiac, A-Fib, Diabetes *

O

Alzheimer's / Parkinson's / MS / Memory

Limited Mobility / Assistive Device / Falls

High Blood Pressure (Hypertension)

Provide details for all conditions, including physician(s),
surgeries, treatments, therapy, planned follow-ups, or meds
taken (including over-the-counter), with the drug name,
reason, dosage, and frequency.

Chronic Back or Joint Conditions

Depression / Mental Health Condition

Chronic Pain / Inflammation

Sleep Apnea / COPD / Breathing Issues

Autoimmune / Rheumatoid / Lupus

Osteoporosis / Osteopenia / Bone Loss

Strokes / TIA / Vascular Events

Joint Replacement Surgery / Amputation

Frailty / Balance / Weakness

Severe Vision or Hearing Impairment

OTHER:

Oiggiggogooooog

* Provide Cancer, Cardiac, and Diabetic details below

Stage/Grade/Metastasis:

Type, location, and date of diagnosis:

Cancer

Dates/details of treatment and/or surgery:

Any recurrence and date of last follow-up:

Cardiac,
A-Fib &
Coronary

Date of diagnosis/Onset of chest pain:
Dates and details of treatment and/or surgery:
Date, type, and results of last testing:

Any symptoms since treatment/surgery:

Number of involved vessels:

Type: O 1 or O 1

Treatment: [ Insulin

Diabetes

[ Retinopathy

O Diet

[ Kidney Disease

Date of diagnosis:

0 Medication

[0 Neuropathy

Date/result of last Alc:

Type and dosage:

Which of the following conditions have also been diagnosed?

O Insulin Reaction [ Protein in Urine




Personal Wellness and Family History

Describe Your Support System: (select all that apply)
Spouse/Partner =1 Lives Alone =2 No Local Children = 3 Socially Isolated = 4 Caregiver Health Issues = 5

Do you receive recommended medical and dental checkups and preventive screenings?
Always =1 Usually=2 Sometimes=3 Rarely=4

How many times do you exercise for 30 or more minutes in a given week?

How would you describe your diet & overall eating habits? Excellent=1 Good=2 Fair=3 Poor=4

Do you regularly consume alcohol or THC products? No=1 Alocohol=2 THC=3 Both=4

How many falls requiring medical attention have you experienced during the past 12 months?

History of Cancer? None=1 Self=2 Family=3 Type:

History of Alzheimer's or Dementia? None=1 Self=2 Family=3

History of Diabetes? None=1 Self=2 Family=3

History of Heart Disease? None=1 Self=2 Family=3

History of Stroke? None=1 Self=2 Family=3

Planned/Actual Age of Retirement

Planned Retirement Location / Metro Area

Which best describes your parents/grandparents' longevity?
1 = Most died before age 75 2 = Most lived into their late 70s or 80s 3 = Several lived to age 85 or older 4 = Unsure

Potential Funding Sources:

[ Non-Qualified $ O OneTime O 5-Pay [ 10-Pay O 20-Pay O 15-Pay O Lifetime / Annual
] Qualified $
[1 Cash Value from an Annuity: $

[] Cash Value from Life Insurance: $

Authorization To Collect and Use Health Information

Under applicable federal and state privacy laws, including the Health Insurance Portability and Accountability Act (HIPAA), and for the
purpose of preparing my CARE Profile™ (Cost Assessment & Risk Evaluation) and evaluating my projected Long-Term Care Planning
exposure, | authorize INERTIA / Advisor Services Group, and its authorized representatives, to collect, review, use, and maintain my
protected health information and other relevant personal information

| understand that my information will be used solely to develop a personalized planning assessment and related recommendations based
upon the CARE Profile methodology. This assessment is intended to support financial planning and Long-Term Care risk evaluation and is
not an application for insurance, a medical diagnosis, or an underwriting decision. My information will be maintained in accordance with
applicable privacy laws and will not be disclosed to insurance companies, underwriters, or other third parties without my separate
authorization, unless otherwise required or permitted by law.

| understand that if | later choose to explore insurance or other risk-transfer solutions, a separate authorization may be required to permit
the release of my information to insurance carriers and their authorized underwriters. This authorization will expire six (6) months from
the date of my signature. | understand that | may revoke this authorization at any time by providing written notice; however, any action
taken in reliance upon this authorization prior to receipt of my revocation will remain valid. | understand that | am entitled to receive a
copy of this authorization and that an electronic or digital copy shall have the same force and effect as the original.

Signatures of the insured, applicant, or legal representative Date Applicable State(s) Phone Number
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