                                         MYERS & LYNCH INSURANCE LIFE POLICY QUOTE SHEET   
                                           [image: ]                                          
CONTACT NAME:___________________________________   PHONE/CELL #: _______________/________________ 
EMAIL:_____________________________________ BEST TIME/DAY AND CONTACT ME BY:_____________________
ADDRESS  __________________________________________ CITY__________________ STATE_____ ZIP__________
FAST QUOTE INFORMATION:
[bookmark: _Hlk70071832][bookmark: _Hlk70339416]NEED ADVICE: LOW MONTHLY COST,   GUARANTEED LONG TERM COVERAGE OR  A FLEXIBLE LIFE AND SAVINGS PLAN
MY LIFE INSURANCE IS NEEDED TO: (CIRCLE ALL THAT APPLY)    PAYOFF THE MORTGAGE,   REPLACE MY LOSS INCOME, FINAL EXPENSES,     FAMILY SECURITY,     PAY OR SAVE FOR COLLEGE,     TAX FREE OR DEFERRED SAVING/INVESTMENT
NAME: _______________________  SEX: Male or Female  DOB: ____-____-____  HEIGHT: ___’____”   WEIGHT: _____ 
COVERAGE AMT NEEDED: $______________ PLAN TYPE:  TERM 10, 20, 30-YEAR, WHOLE LIFE, FLEXIBLE PREMIUM LIFE
[bookmark: _Hlk70340124]EVER SMOKE, CHEW EXPLAIN: ______________________ANY HEART, CANCER, DIABETIES, HBP, CHOLESTEROL ISSUES
OR OTHER HEALTH ISSUES- EXPLAIN ___________________________________________________________________ 
CURRENT INSURANCE CO: _____________________ POLICY NUMBER:________________RENEWAL DATE:_________
POLICY TERM: _____    # OF YEARS WITH COMPANY: _____  ARE YOU LOOKING TO REPLACE THIS COVERAGE: Yes  or No   
COVERAGE NEEDED FOR OTHER FAMILY MEMBER OR PARTNER:
NAME: ________________________   DOB: ___-___-___  Driver’s License#: ______________SS# ____-____-______    
SEX: M OR F    MARRIED Y or N   OCCUPATION: ______________  HEIGHT: _____ WEIGHT: ____ Ann Income $_______
COVERAGE AMT NEEDED: $____________ _ PLAN TYPE:  TERM 10, 20, 30-YEAR, WHOLE LIFE, FLEXIBLE PREMIUM LIFE
EVER SMOKE, CHEW EXPLAIN: ______________________ANY HEART, CANCER, DIABETIES, HBP, CHOLESTEROL ISSUES
NAME: ________________________   DOB: ___-___-___  Driver’s License#: ______________SS# ____-____-______    
SEX: M OR F    MARRIED Y or N   OCCUPATION: ______________  HEIGHT: _____ WEIGHT: ____ Ann Income $_______
COVERAGE AMT NEEDED: $____________ _ PLAN TYPE:  TERM 10, 20, 30-YEAR, WHOLE LIFE, FLEXIBLE PREMIUM LIFE
EVER SMOKE, CHEW EXPLAIN: ______________________ANY HEART, CANCER, DIABETIES, HBP, CHOLESTEROL ISSUES
EMAIL BACK TO Myrlynch@ptd.net, FAX (570) 648-4394 OR TEXT PICTURE OF FORM (570) 233-2435
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