
Signature of Owner/Insured _________________________________  Date _____________ 

Policy Info 

Best Fit Insurer: Face: Eff.Date: 

 Insured’s Info 

Name: Phone# DOB 

Address: Gender Birth State 

ID# State: Email: SSN# 

       Health and Medications 
HT: 

WT: 

Mothers maiden: 

Primary Care Physician: 

Beneficiary Name (s) Type  Relation  DOB  % 

P / C 

P / C 

P / C 

 Premium Info 

Premium: Draft Date: 
 C   /   S      1st    3rd  3rd W  4th W 

Bank: RTG: ACCT: 

Consent/Affirmation:The above information is correct to the best of my knowledge and I give the company above 

permission to access my prescription history and medical information report for the sole purpose of determining my 

eligibility for this insurance policy. 

Acknowledgement: I agree that the account above will be billed each month on the date specified unless I notify them in 

writing. 

SMOKER:   YES   |   NO 

Medicaid Eligability:  YES   |   NO 

Estimated Monthly Income: 


