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LTC Proposal Request Form

Agent Name
____________________________ 
( Fax #_____________________________

Phone #
____________________________
(Email
______________________________

Agent License #____________________________


Date quote is being presented to client__________________
	Client Name
	
	Client Name
	

	Issue State
	
	Issue State
	

	Date of Birth/Age
	
	Date of Birth/Age
	

	Married/Partner
	
	Married/Partner
	

	Benefit Amount

Indicate daily/monthly
	
	Benefit Amount

Indicate daily/monthly
	

	Home Care Percentage
	
	Home Care Percentage
	

	Elimination Period
	
	Elimination Period
	

	Benefit Duration
	
	Benefit Duration
	

	Inflation Type
	
	Inflation Type
	

	Preferred Health
	
	Preferred Health
	

	Standard
	
	Standard
	

	Life pay, 10pay, pay to 65
	
	Life pay, 10pay, pay to 65
	

	Riders
	
	Riders
	


Please complete the information below:


Riders: (Please answer yes or no to selected choices)
Indemnity Rider:

Return of Premium: 
Waiver of EP for Home Care:

Shared Care: 
Survivorship & Waiver of premium:

Joint Waiver of premium:

Accelerated Payment: 10 pay, pay to 65:

Restoration of Benefits: 
Calendar Day EP :

Additional Cash Benefit:

 State specific rules govern rider availability.

