Re que St for LTCI PI'OP O S al Fax back to us at (619) 325-8444

Today's Date: Telephone #: Fax#:
Broker Name: Affiliation:

Address: Suite#:

City: State: Zip Code:
Is this your first DIS proposal?  Yes [] No Email Address:

lllustration to be received by: ~ Mailld ~ Faxd  Email

CLIENT INFORMATION

State of Residence:

Client Name: Spouse Name:

Client DOB: Spouse DOB:

Client’s Height & Weight: Spouse Height & Weight:
Smoker W /Non-Smoker 1 Marital Status: Yes 1 /No U
Client Health Issues: Spouse Health Issues:
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DI Done Right | go0-898-9641 - www.diservices.com services l
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PROPOSED PLAN DESIGN

Payment: Method: Il EmployerPay [ Employee Pay

Plan Choice: [ Comprehensive [ Facility Care Only

Benefit: ] Daily Benefit ] Monthly Benefit

Benefit Amount: $

Maximum Benefit Period:

Daily: W2yr O3yr Oayr Osyr Weyr Osyr  Ui0yr

Monthly: Ol1yr  U2yr  28yr 3yr  d4yr Usyr UOeyr  Usyr

Elimination Period (Days): 130 [de0o (9o 180

Payment Method: [ Indemnity [ Reimbursement

OPTIONS

0 Day Elimination Period for Home & Community Care: [Yes LI No

Service Days [_1/Calendar Year [

Home & Community Care Benefit: [150% [175% _1100%

Inflation Protection Options: 3% Equal (5% Equal [ 3% Compound (5% Compound

(] Future Purchase _1 None

Restoration of Benefits: (dYes [ No

Shared Coverage: [_1Yes [_INo

Premium Payment Period: [l Lifetime =~ [110-Pay [l Paytoage 65

Return of Premium at Death: [1Yes [ No-Ifyes,selectone: [lGraded [_lFull

Survivorship Option: (1 7Years [110Years (dNone

Optional NonForfeture: _lYes [ No

Partnership (if applicable): dYes [ No
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