	DATE____________ TIME______          MAIL ______     CALL ______

   PRESENT INSURANCE COMPANY:

WHAT EFFECTIVE DATE SHOULD WE QUOTE:

HOW LONG HAVE YOU HAD HEALTH INSURANCE WITHOUT A LAPSE:

NAME _______________________________________________

ADDRESS ____________________________________________

CITY ______________________STATE _______ ZIP _______

PHONE ______________________________________________

     
	HEALTH INSURANCE SURVEY

(6)  (12)   (24)   (36)  ______   months

COUNTY_________________



	WHAT TYPE OF HEALTH INSURANCE DO YOU WANT:

REGULAR CONTINUOUS HEALTH INSURANCE:_____

SHORT TERM HEALTH INSURANCE:_____
MEDICARE SUPPLEMENT COVERAGE:_____
	DO YOU NEED MATERNITY COVERAGE ____

1-  2-  3-  4-  5-  6-  MONTHS OF COVERAGE 



	FIRST NAME:

                                               SEX:

DATE OF BIRTH:

(MARRIED) OR (SINGLE):    

OCCUPATION:

    ARE YOU IN GOOD HEALTH NOW  (YES) OR (NO):

ANY HEALTH PROBLEMS IN THE PAST 10 YEARS:

IS ANY PRESCRIPTION MEDICINE BEING TAKEN AT THIS TIME:

ANY TOBACCO USED IN THE PAST 12 MONTHS:
	(YES) OR (NO


	FIRST NAME:

                                               SEX:

DATE OF BIRTH:

(MARRIED) OR (SINGLE):    

OCCUPATION:

    ARE YOU IN GOOD HEALTH NOW  (YES) OR (NO):

ANY HEALTH PROBLEMS IN THE PAST 10 YEARS:

IS ANY PRESCRIPTION MEDICINE BEING TAKEN AT THIS TIME:

ANY TOBACCO USED IN THE PAST 12 MONTHS:
	(YES) OR (NO

	LIST ALL CHILDREN TO BE COVERED BY INSURANCE:                                       NAME, SEX, AND AGE:

    ARE THEY IN GOOD HEALTH NOW  (YES) OR (NO):

ANY HEALTH PROBLEMS IN THE PAST 10 YEARS:

IS ANY PRESCRIPTION MEDICINE BEING TAKEN AT THIS TIME:

ANY TOBACCO USED IN THE PAST 12 MONTHS:
	_______________________________________
_________________________________________________

_________________________________________________

(YES) OR (NO



	HOW DID YOU HEAR ABOUT US:     (PHONE BOOK)   (TV)    (FRIEND)     (RADIO)
	(POSTCARD)   (FAMILY)   (PAPER)   ____


