
I DECLARE THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF ALL OF THE FOREGOING STATEMENTS ARE TRUE.

REMARKS (Attach ACORD 101, Additional Remarks Schedule, if more space is required)
QUESTION # EXPLANATION

EXPLAIN ALL "YES" RESPONSES IN REMARKS - INCLUDE QUESTION NUMBER AND EXPLANATION

Y / N Y / N

CONDITION NOT MENTIONED ABOVE?
24. ARE YOU UNDER THE CARE OF A PHYSICIAN FOR ANY

F. COMPLETE PHYSICAL EXAMINATION:

D. ALCOHOL / DRUG ABUSE:

C. LOSS OF EQUILIBRIUM:

B. FAINTING SPELLS:

A. CONVULSIONS:

23. INDICATE DATE OF LAST TREATMENT, IF APPLICABLE

LICENSE OTHER THAN GLASSES?
22. ARE THERE ANY RESTRICTIONS POSTED ON YOUR DRIVERS

FOR ANY NEUROMUSCULAR DISEASE (MUSCULAR DYSTROPHY,
MULTIPLE SCLEROSIS, CEREBRAL PALSY, ETC)?  

21. HAVE YOU EVER BEEN TREATED OR RECEIVED MEDICATION

FOR ANY NEUROLOGICAL, MENTAL OR EMOTIONAL PROBLEM?
20. HAVE YOU EVER BEEN TREATED OR RECEIVED MEDICATION

MISCELLANEOUS

C. MEDICATION / DOSAGE USED:

B. LAST READING:

A. IF YES, DATE OF LAST TREATMENT:

19. HAVE YOU EVER BEEN TREATED FOR HIGH BLOOD PRESSURE?

BLOOD PRESSURE

B. MEDICATION / DOSAGE USED:

A. IF YES, KIND AND DATE OF LAST SEIZURE:

18. HAVE YOU EVER BEEN TREATED FOR EPILEPSY?

EPILEPSY

C. METHOD OF ADMINISTRATION:

B. MEDICATION / DOSAGE USED:

A. LATEST BLOOD SUGAR TEST DATE:

17. HAVE YOU EVER BEEN TESTED FOR DIABETES?

DIABETES

LIMBS

HEART

11. DO YOU HAVE A PACEMAKER?

12. MEDICATION / DOSAGE USED:

13. WHEN WAS LAST TREATMENT OR CHECK-UP?

HEARING

EYESIGHT

DRIVER MEDICAL HISTORY

OCCUPATIONSEXAGEDATE OF BIRTHFIRST NAME LAST NAMEMIDDLE

DATE OF LAST VISIT

CARE
PHYSICIAN
YRS UNDERFAMILY PHYSICIAN'S NAME AND ADDRESSEMPLOYER'S NAME AND ADDRESS

DRIVER INFORMATION

DATE (MM/DD/YYYY)MEDICAL STATEMENT

AGENCY CUSTOMER ID:

AGENCY CARRIER NAIC CODE

POLICY NUMBER NAMED INSURED(S)EFFECTIVE DATE

DRIVER #:
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DRIVER'S SIGNATURE DATE (MM/DD/YYYY)

1. HAVE YOU LOST USE / SIGHT OF EITHER EYE?

2. IS PERIPHERAL (SIDE) VISION RESTRICTED?

3. ARE YOU COLOR BLIND?

4. DO YOU HAVE OR HAVE YOU EVER HAD CATARACTS?

5. ARE SIGHT DEFICIENCIES CORRECTED BY GLASSES / CONTACTS?

6. DATE OF LAST EXAMINATION:

7. ARE YOU UNABLE TO HEAR NORMAL CONVERSATION LEVEL?

8. IS HEARING AID USED?

9. HAVE YOU EVER BEEN TREATED FOR HEART DISEASE?

10. HAVE YOU EVER HAD A HEART ATTACK?

14. HAVE YOU LOST AN ARM OR LEG?

15. HAVE YOU LOST THE USE OF AN ARM OR A LEG?

16. DOES CAR HAVE SPECIAL CONTROLS?

E. MENTAL / EMOTIONAL ILLNESS:
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I DECLARE THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF ALL OF THE FOREGOING STATEMENTS ARE TRUE.
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LICENSE OTHER THAN GLASSES?
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FOR ANY NEUROMUSCULAR DISEASE (MUSCULAR DYSTROPHY,
MULTIPLE SCLEROSIS, CEREBRAL PALSY, ETC)?  
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FOR ANY NEUROLOGICAL, MENTAL OR EMOTIONAL PROBLEM?
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A. IF YES, DATE OF LAST TREATMENT:
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BLOOD PRESSURE
B. MEDICATION / DOSAGE USED:
A. IF YES, KIND AND DATE OF LAST SEIZURE:
18. HAVE YOU EVER BEEN TREATED FOR EPILEPSY?
EPILEPSY
C. METHOD OF ADMINISTRATION:
B. MEDICATION / DOSAGE USED:
A. LATEST BLOOD SUGAR TEST DATE:
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LIMBS
HEART
11. DO YOU HAVE A PACEMAKER?
12. MEDICATION / DOSAGE USED:
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HEARING
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CARE
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MEDICAL STATEMENT
The title of the form. The ACORD 92,  Medical Statement,  is submitted if the applicant
or another driver on the policy has a medical condition/history requiring that further 
information be provided to the company.  Some companies require the form be submitted 
for all drivers over a certain age.  If question # 11 on the auto application has been 
answered "Yes", this form should be completed.  The form should be completed and signed
by the individual with the medical condition.

IMPORTANT: THIS FORM CANNOT BE USED IN WISCONSIN.
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AGENCY
CARRIER
NAIC CODE
POLICY NUMBER
NAMED INSURED(S)
EFFECTIVE DATE
DRIVER #:
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DRIVER'S SIGNATURE
DATE (MM/DD/YYYY)
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1. HAVE YOU LOST USE / SIGHT OF EITHER EYE?
2. IS PERIPHERAL (SIDE) VISION RESTRICTED?
3. ARE YOU COLOR BLIND?
4. DO YOU HAVE OR HAVE YOU EVER HAD CATARACTS?
5. ARE SIGHT DEFICIENCIES CORRECTED BY GLASSES / CONTACTS?
6. DATE OF LAST EXAMINATION:
7. ARE YOU UNABLE TO HEAR NORMAL CONVERSATION LEVEL?
8. IS HEARING AID USED?
9. HAVE YOU EVER BEEN TREATED FOR HEART DISEASE?
10. HAVE YOU EVER HAD A HEART ATTACK?
14. HAVE YOU LOST AN ARM OR LEG?
15. HAVE YOU LOST THE USE OF AN ARM OR A LEG?
16. DOES CAR HAVE SPECIAL CONTROLS?
E. MENTAL / EMOTIONAL ILLNESS:
	Enter identifier: The customer's identification number assigned by the producer (e.g.
agency or brokerage).: 
	Enter number: The number assigned to the driver by the producer.: 
	Enter date: The month/day/year on which the form is completed. (MM/DD/YYYY): 
	Enter text: The full name of the producer/agency.: 
	Enter identifier: The identifier assigned by the insurer to the policy, or submission, being referenced. If required for self-insurance, the self-insured license or contract number.: 
	Enter date: The effective date of the policy.(MM/DD/YYYY)(MM/DD/YYYY): 
	Enter text: The insurer's full legal company name(s) as found in the file copy of the policy.
This is not the insurer's group name or trade name. As used here, this may contain the
name of the residual market plan.: 
	Enter code: The identification code assigned to the insurer by the NAIC.: 
	Enter text: The named insured(s) as it/they will appear on the policy declarations page.: 
	Enter text: The driver's first name (given name).: 
	Enter text: The driver's middle name or initial (other given name).: 
	Enter text: The driver's last name (surname).: 
	Enter date: The birth date of the driver.: 
	Enter number: The age of the driver in years.: 
	Enter code: The gender of the driver.: 
	Enter text: The occupation of the driver.: 
	Enter text: The employer name (business name if self-employed).: 
	Enter text: The first address line of the employer's physical address.: 
	Enter text: The second address line of the employer's physical address.: 
	Enter text: The city of the employer's physical address.: 
	Enter code: The state code of the employer's physical address.: 
	Enter code: The postal code of the employer's physical address.: 
	Enter text: The full name of the physician.: 
	Enter text: The physician's first mailing address line.: 
	Enter text: The physician's second mailing address line.: 
	Enter text: The physician's mailing address city name.: 
	Enter code: The physician's mailing address state or province code.: 
	Enter code: The physician's mailing address postal code.: 
	Enter number: The number of years under a physician's care.: 
	Enter date: The date of the last visit to a physician.: 
	Enter Y for a “Yes” response. Input N for “No” response. indicates a  response to the 
question, "Have you lost use/sight of either eye?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a response to the 
question, "Is the peripheral vision restricted?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Are you color blind?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Do you have or have you ever had cataracts?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Are sight deficiencies corrected by glasses/contacts?".
: 
	Enter date: The date of the last eyesight examination.(MM/DD/YYYY): 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Are you unable to hear normal conversation  level?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a "Yes" response to 
the question, "Does the driver use a hearing aid?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a "Yes" response to 
the question, "Has the driver been treated for heart disease?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a response to the 
question, "Has the driver had a heart attack?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Does the driver have a pacemaker?".
: 
	Enter text: The description of the heart medication used and its dosage.: 
	Enter date: The date of the last heart treatment or check up.(MM/DD/YYYY): 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Has the driver lost an arm or leg?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Has the driver lost use of an arm or leg?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Does the car have special controls?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Has the driver been tested for diabetes?"
: 
	Enter date: The date of the last blood sugar test.(MM/DD/YYYY): 
	Enter text: The description of diabetes medication used and its dosage.: 
	Enter text: The method the diabetes medication is administered.: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Has the driver been treated for epilepsy?".
: 
	Enter text: The type of epileptic seizure that has been treated.  Include the date of 
the last seizure.
: 
	Enter Date: The date of the last seizure.(MM/DD/YYYY): 
	Enter text: The description of the epilepsy medication used and its dosage.: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Has the driver been treated for high blood pressure?".
: 
	Enter date: The date of the last high blood pressure treatment.(MM/DD/YYYY): 
	Enter text: The last blood pressure reading.: 
	Enter text: The description of the blood pressure medication and its dosage.: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Have you ever been treated or received medication for any neurological, 
mental or emotional problem?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a  response to the 
question, "Have you ever been treated or received medication for any neuromuscular 
disease (muscular dystrophy, multiple sclerosis, cerebral palsy, etc.)?".
: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a response to the 
question, "Are there any restrictions posted on your drivers license other than glasses?".
: 
	Enter date: The date of the last treatment for convulsions.: 
	Enter date: The date of the last treatment for fainting spells.: 
	Enter date: The date of the last treatment for a loss of equilibrium.: 
	Enter date: The date of the last treatment for alcohol or drug abuse.: 
	Enter date: The date of the last treatment for mental or emotional illness.: 
	Enter date: The date of the last complete physical examination.: 
	Enter Y for a “Yes” response. Input N for “No” response. Indicates a response to the 
question, "Are you under the care of a physician for any condition not mentioned above?".
: 
	Enter number: The question number associated with the driver remarks.: 
	Enter text: The remarks associated with a driver.: 
	Enter number: The question number associated with the driver remarks.: 
	Enter text: The remarks associated with a driver.: 
	Enter number: The question number associated with the driver remarks.: 
	Enter text: The remarks associated with a driver.: 
	Enter number: The question number associated with the driver remarks.: 
	Enter text: The remarks associated with a driver.: 
	Enter number: The question number associated with the driver remarks.: 
	Enter text: The remarks associated with a driver.: 
	Enter number: The question number associated with the driver remarks.: 
	Enter text: The remarks associated with a driver.: 
	Enter number: The question number associated with the driver remarks.: 
	Enter text: The remarks associated with a driver.: 
	Sign here: Accommodates the signature of the driver.: 
	Enter date: The date the driver signed the form.: 
	ClearAll: 



