The Sorgi Insurance Agency                                         Fax: 919-682-4906
I would like a quote on:    Life          Health         Disability     (please circle one)
Your Name:_________________________________________________________________________

Address:____________________________________________________________________________

City:___________________________________ State:___________________  Zip________________

Home Phone:__________________________    Work Phone:_________________________________

Cell Phone:____________________________   

Email Address:_______________________________________________________________________

Your Date of Birth:___________________________       Do You Smoke?    Yes    or    No
Any Health Issues:__________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

Medications:  (Name, how many daily, mg)______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

For Life Quote:  Which type would you like a quote on.   ( please circle)  

Universal Life    

Whole Life   

Term   10 years,   20 years,    30 years   Other: _____________
Amount you would like:   $100,000      $250,000    $500,000    $1,000,000   Other: ______________________

******************************************************************************************
For Health Quote:  Is there anyone else in the family you want added:

Name:________________________________  Date of Birth_____________   Spouse, Child other:_________

Name:________________________________  Date of Birth_____________   Spouse, Child other:_________

(add separate sheet of paper for more family members)
What deductible would you like per year: 
$250      
$500     
$1000     
$2500

What coinsurance would you like:      
50% 

70%

80%

100%      

What office co-pay would you like per visit to your dr:       $15

$20

$30

$50

**************************************************************************************************
For Disability Quote: (complete the following)
Annual Income: (per last years taxes) ________________________
Monthly Income: ___________________________   How many years in this profession: _________________
Occupation: _______________________________________________________________________________

Full description of what you do in your Job: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How many days can you go before disability coverage starts:    30 days     60 days      90 days       6 months

******************************************************************************************
Please complete top portion, then the area you are interested in at the bottom.  Call if you have any questions.  919-682-4814
