THE DI CENTER oo

“Making DI Easier for You the oroHerace,inc.

and Your Clients!” ‘Linking producer to markets”

Disability Income (DIl) Insurance Quote Request Form

Producer Information

Producer Name: Phone:

Firm Name: Email:

Client Information

Client Name: Age Nearest: Sex: MOF O Tobacco User: YON O
Occupation: Work at Home: YO N O % of Time: State: TX
Company: Number of Employees: Annual Income:$

Type of DI Insurance Coverage: Personal DI O BOE O Key-ManO Buy-Sell O
Monthly Benefit (Approximately):$

Known Medical History and/or Known Medications:

Existing Disability Coverage
Group LTD in Force: Y ON O Monthly Amount:$ Employer Paid: YO N O
Individual Coverage in Force: YO N O Monthly Amount:$ To Remain in Force: YO NO

Additional Comments or Concerns

Please submit this form electronically via e-mail to Admin@TheDICenter.com or on The DI Center’s website
at www.TheDICenter.com. Also, if you prefer to work with hard copies, you can print and fax the form into our
Dallas office at (972) 774-1792.

If you have any questions about this form or The DI Center’s normal quoting procedures and processes, we
encourage you to contact us at (972) 774-9663 or toll-free at (888) 2-SELL-DI (273-5534).

We look forward to hearing from you soon and we hope that we can continue to make DI easier for you and
your clients!

The DI Center
17000 Dallas Parkway, Suite 226
Dallas, TX 75248
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