Jensen & Associates, Inc.

5812 S. Pecos Rd. Ste. B, Las Vegas, NV 89120
Phone (702) 434-3225  Fax (702) 434-5376    www.jensenassociates.net
INDIVIDUAL / FAMILY HEALTH INSURANCE QUOTE

DATE____________________       NAME__________________________________________________________________

YOUR AGE_____________________  BIRTH DATE_______________________________  SMOKER:       YES OR  NO

SPOUSE AGE___________________ BIRTH DATE_______________________________   SMOKER:       YES OR  NO

# of CHILDREN __________  BIRTH DATE(S)____________________________________________________________
ADDRESS____________________________________________________  CITY _________________________________

COUNTY____________________________   ZIP CODE  ___________________ 

SELF EMPLOYED:    YES OR NO               OCCUPATION__________________________________________________

PHONE:  HOM E_____________________  WORK ________________________   MOBILE ______________________

DATE YOU WOULD LIKE INSURANCE TO BE EFFECTIVE:  _______________________
HEALTH HISTORY

1. Have you or any family member to be insured been treated for or diagnosed for one of the following:  Cancer, Heart Disease, Diabetes, AIDS/HIV----  YES  OR  NO 
2. Are you or any family member to be insured currently taking any medication(s)----  YES  OR  NO                                          

If answered yes, please name each medication and the reason why they are being taken:

3. Have you or any family member to be insured been treated for or currently being treated for any mental, emotional, or behavior disorders----  YES  OR  NO  
4. Are you or any family member to be insured currently pregnant----  YES  OR  NO
If yes, due date________________

5. Have you or any family member to be insured been treated or diagnosed for any other medical condition in the past 10                                                                                                                                                                                                                                                                                                                                  years---- YES  OR  NO

PLEASE PROVIDE DETAILS BELOW TO ANY QUESTIONS ANSWERED YES:
	Question Number
	Person
	Symptoms or Condition
	Dates
	Treatment, Advice Given, Results, and Other Details

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


I attest that the information provided is true and correct to the best of my knowledge.  If not this could affect the price and ability to obtain the insurance.

Signature:  _____________________________________________   Date:  ____________________

