. Call toll free at:

is) All Lines (877t) 384-0783
Insurance  GROUP QUOTE REQUEST FORM  (888) 384-0550 FAX

Agency Inc.

Attn:
Employer Information
Company Name: Industry SIC Code:
Street Address (required):
City, State & Zip Code:
Phone: County:
Number of Years in Business: Does the company have more than one location? D Yes D No
Does the company have more than one tax ID#? [ ]Yes []No
Does the company have medical coverage? []Yes []No
If yes, Carrier: Renewal Date: Employer Contribution %:
Plan Selection Requested Effective Date: / /
[ Medical (4-50 EEs) Plan Type:
[ Dental (3-99 + EEs) Plan Type:
[Istp s i s CLife s
Employee Data
Total Number of employees on payroll: Number of Employees to cover:
Are there any known medical conditions? D Yes D No
If Yes, please provide detail:
Please List all Employees
Employee Name Gender| EE Age or Rgsidence Tylzzt?cfci?%\;;r)agc Life Insurance Occupation Monthly Salary
i Aol I | Es | Ec [Esc mout Needed for Disability Quote Only
L oooaod
2 oooaod
3. oooaod
4. oooaod
5. oooaod
6. oooaod
7. oooad
8. oooaod
9. oooaod
10 O o0oonf
PAGE 1 - Legend: EE=Employee ES=Employee + Spouse EC=Employee + Child(ren) ESC=Employee + Spouse + Child(ren) 307

Continue additional employees on page 2
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Employee list continued from Page 1

GROUP QUOTE REQUEST FORM

Call toll free at:
(877) 384-0783
(888) 384-0550 FAX

Employee Name

Gender
(M/F)

EE Age or
DOB

Residence
Zip Code

Type of Coverage

(check one)

et | s [ EC |Esc

Life Insurance
Amount

Occupation Monthly Salary

Needed for Disability Quote Only

aooooojoioojOoiooojoooOoooioio;iooooojooigo;| oo

aooooojoioojOoiooojoooOoooioio;iooooojooigo;| oo
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