
Insurance Checklist 
Name_________________________________________ 

Phone Number _________________________ DOB _______ 

Medicare or Social Security Number__________________ 

Part A________________ Part B_________________ 

Health Insurance 

Company__________________________    

Effective date____________________ 

Medicare 

Company__________________________    

            Effective date____________________ 

Company__________________________    

             Effective date____________________ 

Life Insurance/Death Benefit 

Company____________________    

           Effective date____________________ 

Face Amount_______________ 

Dental Vision and Hearing 

Company____________________    

            Effective date____________________ 

Hospital Indemnity 

Company____________________    

            Effective date____________________ 

Annuities’ 

Company____________________    

Effective date____________________ 

Face Amount ____________________ 
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