
R   I   C   E 
INSURANCE 

 

 
P.O. Box 270          

Brownsburg, IN  46112 
 

800-449-RICE (7423)       
     800-892-4715 (FAX) 
 

                         INDIVIDUAL QUOTE REQUEST 
 
                 Preliminary Underwriting Form 
 
                Today’s Date: _________________________________ 
                Page _____ of _____ 
 
 

               

 First Name Last Name Date Of Birth Sex Height Weight Tobacco 
           Use 
       Male             Female     Yes                     No 

Primary               
Spouse               
Child               
Child               
Child               
Child               

 
 

 

 Address: ________________________________________________________________________ 
 City: ______________________   State: ____   Zip: __________ County: _________________ 
 Phone: _______________________________   Email:_________________________________ 
                       
            
               1.  Name: _______________________________ Medical Condition: ________________________________   
                    Treatments or Tests Performed: ________________________________________________________________   
                    Date of Onset: _________________________  Date of Last Treatment: ____________________________   
                    Results: ___________________________________________________________________________________   
                    Medication Taken: _________________________________ Dosage: _______________________________   
                        
            
               2.  Name: _______________________________ Medical Condition: ________________________________   
                    Treatments or Tests Performed: ________________________________________________________________   
                    Date of Onset: _________________________  Date of Last Treatment: ____________________________   
                    Results: ___________________________________________________________________________________   
                    Medication Taken: _________________________________ Dosage: _______________________________   
                        
            
               3.  Name: _______________________________ Medical Condition: ________________________________   
                    Treatments or Tests Performed: ________________________________________________________________   
                    Date of Onset: _________________________  Date of Last Treatment: ____________________________   
                    Results: ___________________________________________________________________________________   
                    Medication Taken: _________________________________ Dosage: _______________________________   
                        
            

Plan Type PPO Network Co-Insurance % Deductible Office Co-Pay Dental 
HSA               Co-Pay   In Network  /  Out of Network     Yes                  No 

    /   $   $   
    

Additional Comments:     
      
        
      
        
        

 
 

Administrator
Text Box
mm / dd / yyyy
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