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The Stamm Agency
Informal Insurability Inquiry

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 

states. Updated February 4, 2022

CLIENT HISTORY (this section must be completed)
Client Name State

       Male           Female Date of Birth Age Height Weight

Occupation

Is the client a Foreign National?            Yes        No If yes, list country of citizenship

outside the United States?            Yes        No
Green Card?            Yes        No
Type of Visa

PRODUCER INFORMATION (this section must be completed)
Name Producer Number

Phone Email Address

REQUESTED COVERAGE (this section must be completed)

Face amount desired?

Has the case been submitted to other companies in the last 12 months?          Yes        No     If Yes, list companies, dates, and action taken

MARIJUANA & CBD OIL USAGE (this section must be completed)

Purpose       Recreational/Social      Medicinal               Frequency             times per        Day       Month       Year

Frequency             times per        Day       Month       Year

TOBACCO/NICOTINE USAGE (this section must be completed)
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MEDICAL HISTORY (this section must be completed)
Date Illness/Reason

When did your client last consult him/her?
Any ongoing medical treatment?

In what hospitals, clinics, drug/alcohol treatment centers, or other health facilities has your client 

DRUG AND ALCOHOL USAGE        check here if this section is not applicable
Does your client currently drink alcohol?           Yes        No

Date of last consumption

How much per week

If yes, when?

          Yes        No

CORONARY          check here if this section is not applicable

Date of last stress EKG Results By whom?
Any pain since treatment/surgery?

FAMILY HISTORY (this section must be completed)

Diagnosis Approximate age of disease onset

The Stamm Agency
Informal Insurability Inquiry
The Stamm Agency
7200 W. Camino Real, Suite 102, 3
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CANCER         check here if this section is not applicable
Exact name and location of cancer Stage and grade

Date/details of treatment/surgery

DIABETES check here if this section is not applicable
Date of diagnosis Treatment          Diet only          Oral medication          Insulin Details
Does your client regularly test his/her 
blood glucose?                Yes        No

Results Frequency

HAZARDOUS ACTIVITIES         check here if this section is not applicable
How many total hours has your client 

per year?

Mountain Climbing Hang Gliding Auto/Motorcycle Racing Other

DRIVING HISTORY           check here if this section is not applicable
DUI/DWI Suspensions

years?

Date of Diagnosis

MENTAL DISORDERS/DEPRESSION/ANXIETY         check here if this section is not applicable
Date of diagnosis

Hospitalization            Yes         No Currently employed       Yes         No

Medications

SLEEP APNEA        check here if this section is not applicable
Date of diagnosis

Date of last sleep study

Was surgery done            Yes         No       If yes, type of surgery

The Stamm Agency
Informal Insurability Inquiry
The Stamm Agency
7200 W. Camino Real 1 2 3

       9-23-2025



THE STAMM AGENCY
AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

 

THIS IS NOT AN APPLICATION FOR THE ISSUANCE OF LIFE INSURANCE

Witness · Agent Signature
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AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

Patient Name:        DOB:  

I,   , authorize 
   (Name of physician/ health care provider releasing records)(Patient or Legal Representative)

To disclose to: 

The Stamm Agency / Express Imaging Services. Inc .

Express Imaging Services, Inc. 
PO Box 778 
Torran Cce, A 90508
(888) 846-8804

The Stamm Agency
7200 W. Camino Real 
Suite 102 
Boca Raton, FL 33433
(561) 368-6666

The following protected health care information: 
Entire medical record (NOTE: This may include records from other health care providers, patient history forms, insurance information, 
correspondence, etc. It is NOT strictly limited to records generated by the physician/health care provider indicated above. 

   Entire medical records for specific date(s) of service: From:      To:  

   Only the following specific information: 

I understand that information disclosed pursuant to this authorization may include information relating to the following, unless
specifically restricted below:                         please initial 

- Psychological/ Psychiatric Conditions     - Drug and/or Alcohol Abuse diagnosis and/or treatment
- HIV/AIDS diagnosis and/or testing - Sexually transmitted disease(s) diagnosis and/or testing
- Genetic testing

List any restrictions

This protected health information is to be disclosed under this Authorization so that The Company may: 1) underwrite my application for coverage, make eligibility, 
risk rating, policy issuance and enrollment determinations; 2) obtain reinsurance; 3) administer claims and determine or fulfill responsibility for coverage and provision 
of benefits; 4) administer coverage; and 5) conduct other legally permissible activities that relate to any coverage I have or have applied for with The Company. 

Redisclosure of Information: I understand that once information is disclosed pursuant to this authorization that the Health Insurance Portability and Accountability
Act of 1996 (HIPAA). 45 C.F.R. Parts 160 and 164, protecting health information may not apply to the recipient of the information and, therefore, may not prohibit the 
recipient from redisclosing it. Other laws, however, may prohibit redisclosure. 

Right to Refuse to Sign this Authorization: I understand that generally the person(s) and/or organization(s) listed above who I am authorizing to use and/or disclose 
my information may not condition my treatment, payment, or eligibility for health care benefits on my decision to sign this authorization. 

Right to Revoke: I understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in reliance on it or unless this 
authorization is given as a condition of obtaining health insurance coverage and the insurer has legal right to contest the policy or claim under the policy. To revoke this 
authorization, I will provide the Privacy Officer at the above listed physician/health care provider’s office with a written revocation. 

Right to Inspect:  I understand that I have the right to inspect the health information I have authorized to be used or disclosed by this authorized form. 

Right to Receive a Copy of Authorization: I understand that if I agree to sign this authorization, I must be provided with a signed copy of this form if I so request. 

Expiration Date:  I understand that unless I provide a written revocation at an earlier date, this authorization will expire in 24 months and that a copy of this 
authorization is as valid as the original. 

Signature of Patient or Legal Representative(s):  
(Note: If patient is a minor child, both parents may be required by law to sign) 

Date:        Printed Name(s):  

Relationship to Patient:  
 (if signed by other than patient) 
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