
 
 

6701 Upper Afton Road, Woodbury, MN 55125 

 

Phone: 651.739.2010  Toll Free 877.532.5247 
 

Fax: 651.739.3265 Email: Sales@LeClairInsurance.com 
 
 

INFORMATION FOR DISABILITY QUOTE: 
 
 
 

Client Name_________________________________________ 
 

Date of Birth_________________________________________ 
 

Male / Female________________________________________ 

 

State of Issue________________________________________ 
 

Tobacco / Non-Tobacco________________________________ 
 

Occupation__________________________________________ 

 

Job Activities_________________________________________ 
 

 

Self Employed? ______________________________________ 

 

Number of Employees_________________________________ 
 

Office in Home? ______________________________________ 

 

Annual Income $______________________________________ 

 

Who will Pay Premium? ________________________________ 

 

Type of Coverage_____________________________________ 
 

Existing Individual Coverage $___________________________ 

 

Existing Group Coverage $______________________________ 

 

Monthly Benefit Wanted  $______________________________ 

 

Benefit Period________________________________________ 

 

Elimination Period_____________________________________ 

 

Options: COLA ______________________________________ 

 

Non-cancelable ______________________________________ 
 

Own Occupation______________________________________ 
 

Return of Premium____________________________________ 

 

Residual Disability_____________________________________ 

 

Future Purchase Option ________________________________ 
 

LTC-Guaranteed Purchase______________________________  
 

Lifetime Benefit Period_________________________________ 
  

Other Comments_____________________________________ 

FOR AGENT USE ONLY 

 

Agent: ____________________________________________  

Phone: ___________________ Email: ___________________ 

 
 

Fax: _____________________ Date: ____________________  
 

Affiliation: __________________________________________ 
 

    

INFORMATION FOR LTC QUOTE: 
 
 
 

Client #1 Name _____________________________________ 

 

Date of Birth________________________________________ 

 

Male / Female_______________________________________ 

 

Marital Status_______________________________________ 

 

Existing LTC Coverage $ ______________________________ 

 

State of Issue_______________________________________ 

 

Tobacco / Non-Tobacco_______________________________ 

 

Health Issues / RX___________________________________ 
 
 
 

Monthly / Daily Benefit Wanted $________________________ 

 

Home Health Care Percentage__________________________ 

 

Benefit Period_______________________________________ 

 

Elimination Period____________________________________ 

 

Inflation, Zero HHC EP, _______________________________ 
 
ROP, Shared Care, etc. _______________________________ 
 
 
 

Client #2 Name _____________________________________ 

 

Date of Birth________________________________________ 

 

Male / Female_______________________________________ 

 

Marital Status_______________________________________ 

 

Existing LTC Coverage $______________________________ 

 

State of Issue_______________________________________ 

 

Tobacco / Non-Tobacco_______________________________ 

 

Health Issues / RX___________________________________ 

 
 
 

Monthly / Daily Benefit Wanted $________________________ 

 

Home Health Care Percentage__________________________ 

 

Benefit Period_______________________________________ 

 

Elimination Period____________________________________ 

 

Inflation, Zero HHC EP, _______________________________ 

 
 
 
 

ROP, Shared Care, etc. _______________________________ 
 
                                                                                      jrd 2.19.07 


