U.S. based Association members are eligible to receive coverage for the following:

e Health Insurance (HMO, PPO, HSA, Traditional, Self Insured Plans)
o Individual
o Group
e Life Insurance (Term, Whole Life, Universal Life)
o Mortgage Insurance
0 Pension Maximization
o Estate Tax Funds availability
0 Buy-Sell Agreements
o Individual and Group Plans
¢ Disability Insurance (Short Term, Long Term)
o Individual
o Group
e Long Term Care (Traditional, Indemnity)
o Individual
o Group
e Supplement Voluntary Benefits (a.k.a. Workplace Benefits)
o (Life, Disability, Cancer, Critical Illness, Accident, Mini-Med)
o Individual
o Group
e Retirement (IRA, 401K, SEP, Defined Benefit / Contribution, Target Benefit, 403b and
457 plans) can be available. Please note, send us an e-mail for retirement options)

To request a quote, please send to TechRisks.com

Fax 267-371-5180
Email: e-contact@techrisks.com

Page 2 (Individual Quote Request Form)
Page 3 (Group / Company Quote Request Form)



(Individual Quote Request)

Name: Phone:
Address: Zip Code:
Occupation: Currently Employed?

How did you hear about us?
Are you a member of an association?

1. Life: [ ]

Type: Term [_] Whole Life [ ] Universal Life[ ] Other[ ]  Face Value:

2. Health: [ ]

Type: Traditional [_]PPO [ JHMO[ JPOS[ ] HSA[ ]

3. Disability: [ ] Monthly benefit Annual Earnings:

4. Long Term Care: [ ] Facility Only [ ] Facility and Home Health Care [ ]
Daily Dollar Benefit:

5. Supplemental [_] Accident [_] Cancer [_] Critical Illness [ ] Legal [ ]

Miscellaneous Details (Pre-existing conditions, etc):

List persons to be covered:

Name Sex DOB Smoker? | Spouse | Sex DOB Smoker? # Children
M/F Y/N M/F Y/N under age 18




(Group Quote Request)

Business Name: Phone:
Address: Zip Code:
Type of Business:

How did you hear about us?
Are you a member of an association?

1. Life: []

Type: Term [_] Whole Life [ ] Universal Life[ ] Other[ ]  Face Value:
Use: Employee Group Plan [_] Buy-Sell Agreement [_]

2. Health: [ ]

Type: Traditional [ ]PPO[_JHMO [ |POS[ ] HSA[ JHRA[ ]

3. Disability: [ ] % of Salary Short Term [_] Long Term [_]

4. Long Term Care: [_] Facility Only[ ] Facility and Home Health Care [_]
Daily Dollar Benefit:

5. Supplemental Life [ ] Disability [ ] Accident [ ] Cancer [_] Critical llliness [_]
Mini-Med [_] Legal [_]

Miscellaneous Details:

List employees to be covered: (or supply a census in excel format)

Name Sex DOB Smoker? | Spouse | Sex DOB Smoker? # Children

M/F Y/N Y/N M/F Y/N under age 18




