Agent:

O CHAMPION é;jts:ress: State: Zip:
AG E N CY, | N C Phone: Fax:

Email:

DI/BOE Proposal Request Form

Client Information:

Name: DOB: State:

Height: Weight: Gender: Z Male Z Female
Professional Designation/Degree:

Nicotine Use: Z Yes Z No  If yes, type and quantity:

Medication:
Health Issues & Control:
Family History:

Occupation Information:

Occupation/Title/Specialty:

Industry: #of Yrs: Duties/Job Description:

% Administration:  , % Travel:____, % Sales:_____, % Manual Labor:____,
% Managerial: , # of Employees Supervised: , % Other:_____

Annual Earnings w/Bonus: Retirement Plan Deposits:

Business Owner: o Yes o No; If yes, number of years:__ Ownership %:
Type of Entity: o Sole Prop/Partnership/LLC/LLP/S-Corp o C-Corp

Number of Employees: o Full Time: , O Part Time:

Office in Residence: o Yes o No; If yes, % of time away from residence/work:
Nicotine Use: Z Yes Z No  If yes, type and quantity:

Government Employee: o Yes o No; If yes, o Federal o State o County o Other

Benefit Options:
Monthly Benefit: Benefit Period: 0 2 0 50 10 0 Age 65 0 67 o 70
Elimination Period: days Employer Paid: o Yes o No
Optional Riders:

o COLA o Residual o Non-Can o Own-Occ o Partial o Auto Increase o SSI Amt:
o Future Purchase Option Amt: o CAT Amt:

DI Inforce: o Indiv: $ o Group: $ o Cap: $

Prems Paid By:






