ACA AND INDIVIDUAL CLIENT INFORMATION

Case # ________________         Health Insurance Associates        Date____________________
         
New Client ___________   	      Lives _______	                Existing Client____________
	
Agent Name __________________________________	 Log In____________________________________

                                                                                                      
                 Password___________________________

Applying for coverage 


Name_________________________________________M/F_________DOB_______________SSN_________________________ 



Spouse________________________________________M/F _________DOB_______________SSN________________________


Dependents:

Name_________________________________________M/F_________DOB_______________SSN_________________________

Name_________________________________________M/F_________DOB_______________SSN_________________________

Name_________________________________________M/F_________DOB_______________SSN_________________________


Address_____________________________________________________________________________


Phone______________________ Email____________________________________________


Employer___________________________________________________________________________

Income__________________________________
									
Employer____________________________________________________________________________

Income__________________________________



Carrier________________________________ Plan Type (ST, Dental, Indemnity, etc)____________________________

Coverage Type____________________________________ Term Length/Date______________________________

Premium____________________________________ Effective Date________________________

Tax Credit______________________ 

NOTES:
	
