
 
 

Call us at (800) 728-0994 or (330) 499-LTCi   --  You can fax this request to us at (330) 499-5829  

   
 

L 
 

Agent Name:__________________________________________ 
Agent Address:_____________________________________     Phone Number:__________________________   

 
Client Name:_____________________________           Spouse:_____________________________________ 

D/O/B_____________ Ht._______ Wt.________            D/O/B______________ Ht._________ Wt._________ 

Smoker_______ Marital Status_______________            Smoker_________ Marital Status_________________ 

Zip Code ____________                                                        Zip Code ____________ 

 
 
Any Medical History of: 
__ Insulin dep. Diabetes __ Stroke/TIA   __ Memory Loss 
__ Osteoporosis __ Parkinson’s  __ Alzheimer’s 
 
Client Medical History Last 10  yrs: 
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________
____________________________________________ 
   

Prescriptions / Dosage / Freq. / Onset:   
____________________________________________ 
____________________________________________
____________________________________________
____________________________________________ 
____________________________________________ 
Any RX Changes in Last 12 Months?  Yes    No  

Spouse/Partner Medical History last 10 yrs:    
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________ 
 
Prescriptions / Dosage / Freq. / Onset:  
______________________________________________    
______________________________________________
______________________________________________
______________________________________________ 
______________________________________________ 
Any RX Changes in Last 12 Months?  Yes    No  

 
Requested Medigap Plans: 

 

Medigap Plan B:  Medigap Plan E:   Medigap Plan H: 

Medigap Plan C:  Medigap Plan F:   Medigap Plan I: 

Medigap Plan D:  Medigap Plan G:  Medigap Plan J: 

                     
Method of Delivery: 
    E-Mail          Fax          Mail 

 
E-mail Address: 
________________________________ 

Any Medical History of: 
     Insulin dep. Diabetes       Stroke/TIA       Memory Loss 
   Osteoporosis        Parkinson’s       Alzheimer’s      Sleep Apnea 
    Confined to hospital two or more times in the last two years? 

Dba. Long-Term Care Solutions Agency 
Date:________________________  

MMeeddiiccaarree  SSuupppplleemmeenntt  IInnssuurraannccee  
  QQuuoottee  RReeqquueesstt  SShheeeett

 Notes:  
___________________________________________________________ 
___________________________________________________________
___________________________________________________________ 
___________________________________________________________ 
___________________________________________________________ 

Any Medical History of: 
     Insulin dep. Diabetes       Stroke/TIA       Memory Loss 
   Osteoporosis        Parkinson’s       Alzheimer’s      Sleep Apnea 
    Confined to hospital two or more times in the last two years? 


