                                           Health Insurance Quote Sheet
Name:______________________________DOB:_________ Employer:____________________
Spouse Name:____________________________DOB:_________
Address:___________________________________City:___________________Zip:_________
Phone #:_______________Cell#:______________ Email:_______________________________
Any other persons to be covered under plan?


Name: __________________________________________DOB:___________


Name: __________________________________________DOB:___________


Name: __________________________________________DOB:___________

Do any persons smoke?  Y/N     List:_________________________________________________

If any children over 18, are they full-time students?   Y/N   

List any health problems for any person to be covered:__________________________________

____________________________________________________________________________________________________________________________________________________________

List all current medications for any person to be covered:_________________________________

______________________________________________________________________________

List any other health insurance in force:______________________________________________
Plan type :
Traditional

HMO

PPO

HSA –qualified high ded plan

Deductibles: 

250

500

1,000

2,500

5,000

Co-Insurance:

100

90

80

70

50

Office Visit Co-Pay?  Y/N      Amounts:

35

25

10

Prescription Card?  Y/N  
         Dental Coverage?  Y/N  
         Maternity Coverage?   Y/N

*Want Life Quote?      Auto Quote?      HO Quote?      Comm’l.  Quote?
