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If dependents are applying for coverage, please complete:

Please complete the following medical information:

Diagnosis/ Condition

Details, including current 

readings

INDIVIDUAL HEALTH PRESCREEN FORM

Colorado Insurance Counselors, Inc.

5105 DTC Parkway, Suite 400 * Greenwood Village CO 80111

Phone: 303.394.4000 * Fax: 303.860.7855

Please print clearly and return completed form to tim@cocounselors.com

The prescreen response is provided for informational purposes only and is not a final determination of coverage or rates. The prescreen response 

is not binding and is based only on the information received by the agent. Confirmation or affirmation of the information received through the official 

carrier underwriting process is necessary for enrollment in individual plans. Upon receipt and review of the application, final acceptance and rates 

are determined by the carrier.


