
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 

Dee_endents: 

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 ______________

Premium ______________ Effective Date ________ _______ 

Tax Credit. _______ _ 
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