
LIFE INSURANCE QUOTE REQUEST

AGENT NAME: DATE:		

AGENT PHONE:		 AGENT EMAIL:	

DATE/TIME QUOTE REQUIRED:	 DATE OF CLIENT APPOINTMENT

JACK SCHROEDER AND ASSOCIATES, LLC | 800-203-0433 | JSAONLINE.COM

INSURED INFORMATION		

NAME:			 DATE OF BIRTH:

MALE	 FEMALE   (check one):	 STATE:		 DATE OF LAST PHYSICAL EXAM:

HEIGHT:		 WEIGHT:	 BLOOD PRESSURE:	 CHOLESTEROL:

DOLLAR AMOUNT: INDEXED UL	 	 WHOLE LIFE	 	 TERM

TERM YEARS OF COVERAGE:	 10 YR	 15 YR	 20 YR	 25 YR	 30 YR	 35 YR	 40 YR

RIDERS:	 RETURN OF PREMIUM	 PREMIUM WAIVER	 ACCIDENTAL DEATH	  	CHILD RIDER	 	 CRITICAL ILL./ACCLRTD DEATH BENEFIT

PURPOSE OF COVERAGE: FAMILY NEEDS	 BUSINESS	 	 ESTATE NEEDS	 	LOAN	 	RETIREMENT	 	CASH ACCUMULATION

NICOTINE USE: 	 	 NEVER	 	 FORMER (date quit)	 	 CURRENT (type) 
Nicotine use includes cigarette, marijuana, cigar, pipe, smokeless, vapor, patch, electronic cigarette, or gum

Did your father, mother or siblings have or die of cardiovascular disease or Cancer before age 60?	 	 Yes	 	 No	 
If yes, indicate which parent, sibling, condition, age of onset, cause of death and age at death:

Have you ever had cancer or any type of cardiovascular disease or isue?	 	 Yes	 	 No	 
If yes, provide details — dates, treatment & outcome:

Have you been treated for any illness/injury or had any specialized tests in the past 10 years?	 	 Yes	 	 No	 
If yes, provide details — dates, reason & outcome:

In the past 3 years have you had any moving violations, had your driver’s license suspended, or had a DUI in the past 5 years?	 	Yes	 	 No	
If yes provide details (most carriers require additional forms):

Do you participate in hazardous activities such as sky diving, scuba diving, rock climbing, flying or motorized racing?	 	Yes	 	 No	
If yes, provide dates and details:

Have you or will you be traveling outside of the US in the next 24 months?	 	 Yes	 	 No	 
If yes, provide details:

Are you currently taking any prescription medication?	 	 Yes	 	 No	 
If yes, list name, dosage, and purpose of medicationin the table on next page.

POLICY INFORMATION



JACK SCHROEDER AND ASSOCIATES, LLC | 800-203-0433 | JSAONLINE.COM

LIFE INSURANCE QUOTE REQUEST

MEDICATION LIST

MEDICATION DOSAGE & FREQUENCY CONDITION  
(please be detailed)

NOTES/OTHER INSTRUCTIONS:
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