Long Term Care Quote Request Form

Agent Information

Name

Phone

Email

Client Information

Proposed Insured

Secondary Insured

State of Residence

DOB/Age

Married Y or N
Height/Weight

Tobacco Usage Y or N

Health Issues
(Surgeries/hospitalizations/chronic
conditions...

Daily Meds
(Prescriptions/dosages/diagnosis)

Per Day/Month Amount

Benefit Duration

Home Health Care %

Elimination Period

Inflation Protection
None, Simple, Compound

Preferred Carriers

Other Options (Lifepay/10
pay/Return of premium/
Shared Care/Restoration of
Benefits/Indemnity...)

Disclaimer:

Given the changing nature of laws, rules and regulations, and the inherent hazards of electronic communication, there may be omissions or inaccuracies in

information contained in this e-mail. One Resource Group is not herein engaged in rendering legal, accounting, tax, or other professional advice or services. All
information in this e-mail is provided “as is”, with no guarantee of completeness, accuracy, timeliness or of the results obtained from the use of this information,

and without warranty of any kind, express or implied, including, but not limited to warranties of performance, merchantability and fitness for a particular
purpose. No changes to policies or coverages bound can be made via e-mail.




