LONG TERM CARE PROPOSAL REQUEST

	Name:
	     

	Spouse or other name:
	     

	Address:
	     

	
	

	Telephone number:
	     

	

	Date of birth:
	     
	
	Spouse:
	     
	Other:
	     

	

	List any current medical problems:
	

	     

	     

	List any medication now being taken:
	

	     

	     


NURSING HOME COVERAGE
DAILY BENEFIT:  
 FORMCHECKBOX 
$60     FORMCHECKBOX 
$70     FORMCHECKBOX 
$80     FORMCHECKBOX 
$90     FORMCHECKBOX 
$100     FORMCHECKBOX 
$120     FORMCHECKBOX 
$150     FORMCHECKBOX 
$170     FORMCHECKBOX 
$200  

	OTHER: 
	     


ELIMINATION PERIOD:       FORMCHECKBOX 
30 DAYS       FORMCHECKBOX 
90 DAYS       FORMCHECKBOX 
180 DAYS

(WAITING PERIOD)

BENEFIT PERIOD:     FORMCHECKBOX 
2 YEARS       FORMCHECKBOX 
3 YEARS       FORMCHECKBOX 
4 YEARS       FORMCHECKBOX 
6 YEARS       FORMCHECKBOX 
LIFE TIME

(LENGTH OF COVERAGE)

RIDERS:
HOME HEALTH CARE

PERCENT OF NURSING HOME CARE:   FORMCHECKBOX 
50%       FORMCHECKBOX 
100%

INFLATION: Monthly Benefit Increases Each Year:    FORMCHECKBOX 
5%SIMPLE      FORMCHECKBOX 
5%COMPOUND      
Please return your completed form by e-mail to agency@phyins.com, or to the following address or fax number:
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