DISABILITY INSURANCE QUESTIONNAIRE

	Name:
	     

	Address:
	

	
	

	Phone:
	

	Occupation/Specialty:
	     

	

	Date of birth:
	     
	 FORMCHECKBOX 
M      FORMCHECKBOX 
F

	Smoker:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	

	Annual earned income:
	$
	     

	Number of hours worked per week: 
	 FORMCHECKBOX 
Less than 30
	 FORMCHECKBOX 
More than 30


Current Disability Insurance Coverage
	
	Group
	
	Individual

	Type of plan:
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	Monthly benefit:
	$
	     
	
	$
	     

	Elimination period (days):
	 FORMCHECKBOX 
30    FORMCHECKBOX 
60    FORMCHECKBOX 
90    FORMCHECKBOX 
180
	
	 FORMCHECKBOX 
30    FORMCHECKBOX 
60    FORMCHECKBOX 
90    FORMCHECKBOX 
180

	Benefit period:
	 FORMCHECKBOX 
2Yr      FORMCHECKBOX 
5Yr     FORMCHECKBOX 
Age 65
	
	 FORMCHECKBOX 
2Yr     FORMCHECKBOX 
5Yr      FORMCHECKBOX 
Age 65

	
	
	
	

	Supplemental Benefits
	
	
	

	Own occupation coverage:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	Future purchase option:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	Residual (Partial):
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	Premium refund:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

	
	
	
	

	Remarks:
	     

	
	     


Please return your completed form by e-mail to agency@phyins.com, or to the following address or fax number:
[image: image1.png]Please return to:
Physicians Insurancs Agency
1730 Minor Averue. Suite. 1800
‘Seatie, WA 98101

Fax: (206) 3437100
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