
 

Individual Health Insurance Quote Request 

Date: __________________ 

Agent Name: _____________________________ Email: ____________________________ 

 

Client/Prospect First Name: _____________________ Last Name: _________________________ 

City, State, Zip: _______________________________________  County: ____________________ 

DOB: ___________________    Tobacco: ___Y or ___N Height _____ Weight _____ 

Current health issues: ______________________________________________________________ 

Current Meds/dosage/# of times daily: _________________________________________________ 

_________________________________________________________________________________ 

 

Spouse: ____________________________________ Last Name: ____________________________ 

DOB: ___________________    Tobacco: ___Y or ___N Height _____ Weight _____ 

Current Meds/dosage/# of times daily: _________________________________________________ 

_________________________________________________________________________________ 

 

Child First Name: ____________________________ Last Name: _____________________________ 

DOB: ________________________Current Meds/dosage/# of times daily: ____________________ 

Child First Name: _____________________________Last Name: ____________________________ 

DOB: ________________________Current Meds/dosage/# of times daily: ____________________ 

  

Current Coverage: ___Y or ___N  Company/Premium: _______________________________ 

Current deductible: ____________________ Desired deductible: __________________ 

Length of Coverage desired:   ___1 month   ___3 months  ___6 months   ___12 months 

Coverage Type desired: ___Single   ___Married   ___Family  

 Type of Plan desired (if any): ___________________________ (Most all plans are PPO). 

Comments: ________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

Return request form to: Ernest at ernesta@moodygroup.com  OR to Susan at brokeragesupport@moodygroup.com 

mailto:ernesta@moodygroup.com
mailto:brokeragesupport@moodygroup.com
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