
Disability Income Insurance Proposal Request 
Email or Fax Completed Form 

info@michellecrawfordbenefits.com 
Fax: 706-568-9979 

Client Information: 

Client Name: _____________________________________________ Date of Birth: _________________________ 
Tobacco Status: ________________________________________________________________________________ 
Health Conditions/Medications: ___________________________________________________________________ 
_____________________________________________________________________________________________ 
Self Employed:  Yes  No If Yes, How Long? ________  State of Sale: _______ 

Annual Income: __________________ Occupation and Duties: __________________________________________ 

     POLICY INFORMATION:     Complete the appropriate section(s) 

    ADDITIONAL INFORMATION: ___________________________________________________________________ 

Visit our Website at www.michellecrawfordbenefits.com for additional sales tools. 

mailto:info@michellecrawfordbenefits.com
http://www.michellecrawfordbenefits.com/

