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Individual Health Quote Request

Including:
Health Savings Accounts and Medicare Supplements
Date: ______________________
Name_______________________________________________________________________________
Address  ____________________________________________________________________________
City/State/Zip/County  _________________________________________________________________
Home phone _________________________  Work phone  ____________________________________
Fax number  _________________________   Cell phone ______________________________________
Email Address: _______________________________________________________________________
Sex M/F      Tobacco User Y/N      Maternity Coverage Y/N    Dental Y/N     Vision Y/N

Date of Birth   ______________ Height _____________ Weight ________________________________
Spouse’s name (if to be insured)  _________________________________________________________
Date of Birth   ______________ Height _____________ Weight ________________________________
Tobacco User Y/N  
Current health company name/ coverage/deductible/copay/coinsurance: ____________________________________________________________________________________________________________________________________________________________________________
Children Names:



Date of birth/height/weight:
_______________________________
_________________________________________________
_______________________________
_________________________________________________
_______________________________
_________________________________________________
_______________________________
_________________________________________________
Medical History over the past  5 years for those to be insured (please provide specific diagnosis, treatment, medication name/s & dosage/s):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ ______________________________________________________________________________________
What do you want your individual health insurance to look like (deductible, copays, coinsurance, premium, & out-of-pocket maximum)? ______________________________________________________________________________________Please fax back to 317-471-1700

