Group Medical Quote Request Form
Fax to 304-424-6925

Agent Name Agent Phone
Agent email @
Group Name Industry
City State Zip Code
Deductible (s) Co-Insurance
OPTIONS (circle all that apply) Maternity *STD *LTD
*income is needed to quote LTD and STD
Dental Rx Card
Supplemental Accident Dr. Office Co-pay
Employee Name Sex | Age or Life Amount DI Amount Spouse | # of *Income
DOB Y /N | Children | (DI Only)




Employee Name

Sex

Age or
DOB

Life Amount

DI Amount

Spouse
Y/N

# of
Children

*Income
(DI Only)
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