
 

CICA LIFE OF AMERICA A CITIZENS COMPANY 

Telephone: (800) 880-5044 • E-mail PHS.USA@citizensinc.com 
APPLICATION FOR REINSTATEMENT 

Policy Number (10-digits) Insured(s) Owner (If other than Insured) Date 

INSTRUCTIONS: Please complete this Application for Reinstatement, answer all questions below, and submit a copy of your 
government issued I.D. Date and sign the form and email the completed form to: PHS.USA@citizensinc.com 

HEALTH QUESTIONS: I affirm that the answers provided below will be true and complete to the best of 
my knowledge and belief. 

 

A.) Are you currently hospitalized, confined to a bed or nursing facility, residing in an assisted living 
facility, receiving hospice care, or do you have any physical or mental impairment for which you need or 
receive assistance or supervision in performing normal activities of daily living, unable to care for 
yourself, or terminally ill? 

B.) Have you ever been diagnosed by a member of the medical profession or tested positive for Human 
Immunodeficiency Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex 
(ARC)? 

C.) Have you been diagnosed by a member of the medical profession with more than one occurrence of 
any cancer, a recurrence of any cancer, metastasis of any cancer, or currently being treated for cancer 
(excluding basal cell or squamous cell skin cancer)? 

D.) In the past 10 years, have you been medically diagnosed, for which you have not been treated by a 
member of the medical profession, or have not taken medication for the following: uncontrolled 
diabetes, uncontrolled high blood pressure, stroke/TIA, paralysis, Congestive Heart Failure, heart 
disease, cardiomyopathy, lung disease (including COPD (Chronic Obstructive Pulmonary 
Disease)/emphysema), liver cirrhosis or failure, kidney (renal) failure/insufficiency, or chronic/end-stage 
kidney disease (including dialysis)? 

E.) Have you ever been medically diagnosed, treated by a member of the medical profession, or taken 
medication for mental disorder, disorder of the brain or nervous system, Systemic Lupus (SLE), 
Alzheimer’s disease, dementia, brain disease, organic brain syndrome, Lou Gehrig’s disease (ALS), 
Huntington’s disease, Muscular Dystrophy, Cystic Fibrosis, Pulmonary Fibrosis, or Multiple Myeloma? 

F.) In the past 2 years, have you been hospitalized 2 or more times, or have you been advised or 
recommended to have any tests, treatment, surgery, or hospitalization which has not been received or 
completed? 

G.) Within the last 2 years, have you been treated for or been advised by a medical professional to have 
treatment for alcohol, drug, opioid, or controlled substance abuse, plead guilty or been convicted of a 
felony or misdemeanor for any reason, or attempted suicide? 

H.) Within the last 5 years have you been advised to by a member of the medical profession to have an 
organ transplant? 

 

YES NO 

 

 

YES  NO 

 

 
YES NO 

 
 

 
YES NO 

 
 
 

 
YES  NO 

 
 
 
 

 

YES  NO 

 
YES NO 

Physician Name and Address:   

 
Current medications, dosage(s) and usage(s):   

 

ADDITIONAL REMARKS 

 

 

YES NO 



Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information 
in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.  I affirm that all the 
statements on this application are true and complete to the best of my knowledge and belief and that they shall be the basis for and a 
part of the reinstated policy. 

 
I understand and agree that the Company is not bound to reinstate the above-mentioned policy and has no liability unless the policy is 
reinstated and premium paid (date of receipt at the Company’s office shall be considered the date of payment) while the Proposed 
Insured’s health and other conditions affecting insurability remain as described herein. 

 
It is understood and agreed that reinstatement of the policy is based on statements in this application and shall be contestable, for 
misrepresentation of any material facts stated therein or in connection therewith, for two years from date of reinstatement; however, if 
the incontestable period provided in the original policy has not expired, the Company does not waive its rights thereunder. If 
reinstatement is not approved, any amount paid herewith will be refunded and any receipt previously issued will be void. 

 
 

SIGNED AT (City and State)  SIGNATURE  
Proposed Insured (parent or guardian, if minor) 

DATE  SIGNATURE  
Applicant/Policyowner (if different from Proposed Insured) 

 
 

Printed Witness Name  WITNESS SIGNATURE  



Witness 


