
HEALTH INSURANCE QUESTIONAIRE -  INDIVIDUAL/FAMILY COVERAGE    email to:   Lynne@InsAdvocates.com  

PERSONAL INFORMATION – APPLYING? Y/N_______ 

Full Legal Name________________________________________ 

SSN__________________________DOB____________________ 

Email________________________________________________ 

Cell__________________________Other___________________ 

Street Address_________________________________________ 

City_________________________County___________________ 

State____________________________ Zip_________________ 

US Ci�zen? Y/N____   Gender: M/F_____  Single___Married___ 

Tobacco Use?Y/N___   If yes, date last used__________________ 

Does your Employer offer coverage at work?_______________ 

Are there others at your job who may need coverage?_________ 

Tax Return Filed:    Joint____    Single____ 

What Year Taxes did you file already_______________________ 

What is your MAGI on Tax Return $________________________ 

How many dependent(s) on Tax Return including yourself______ 

Did you recently Move/Have Baby/Get Married/Divorced 

____________________________________________________ 

DEPENDENT INFORMATION (If Applicable) 

Child Full Name_____________________________________ 

SSN________________________DOB___________________ 

Y/N: US Ci�zen? ___ Lives at Home? ___   APPLYING?  ____ 

 

Child Full Name_____________________________________ 

SSN________________________DOB___________________ 

Y/N: US Ci�zen? ___ Lives at Home? ___   APPLYING?  ____ 

 

Child Full Name_____________________________________ 

SSN________________________DOB___________________ 

Y/N: US Ci�zen? ___ Lives at Home? ___   APPLYING?  ____ 

 

Child Full Name_____________________________________ 

SSN________________________DOB___________________ 

Y/N: US Ci�zen? ___ Lives at Home? ___   APPLYING?  ____ 

 

Who Referred you to us :____________________________ 

 

SPOUSE’S INFORMATION  – APPLYING? Y/N_____ 

Full Legal Name_______________________________________ 

SSN__________________________DOB____________________ 

Email________________________________________________ 

Cell__________________________Other___________________ 

State____________________________ Zip_________________ 

US Ci�zen? Y/N____   Gender: M/F_____   

Tobacco Use?Y/N___   If yes, date last used__________________ 

Are you offered Health Insurance where you work?___________ 

Yes/is the cost of dependent coverage affordable to you?_____ 
 

 

 
 
 
 

Did you recently Lose Coverage Y/N ____Date_____________ 
From Employer Y/N____ 
Do you currently have health insurance? Y/N_______  
Insurance Carrier_________________________________ 
Current Monthly Premium $_______________________ 
Pref Type of Plan:   __PPO   __HMO/EPO  __Low Cost 
What is your monthly Budget $________________________ 
 
Are you/spouse/dependents on Medicaid or 
Medicare?_Y/N______ 
 

 

 

 

 

 



LIST OF DOCTORS           PAGE 2 OF 4 

PRIMARY CARE DOCTORS TYPE OF DOC PHONE YOU/SPOUSE OR CHILD 

    

    

    

    

    

 

SPECIALIST DOCTOR (GYN/PEDS) TYPE OF DOC PHONE YOU/SPOUSE OR CHILD 

    

    

    

    

    

    

    

 

PRESCRIPTIONS 

NAME OF DRUG GENERIC 
OK 

DOSAGE/PILL/TABLET/INJECTABLE/ETC PER DAY 

    

    

    

    

    

    

 

 

MEDICAL CONDITIONS or SERIOUS ISSUES/TREATMENTS FOR US TO BE AWARE OF /Other Comments YOU/SPOUSE OR CHILD 

  

  

  

  

  

  

  

  

  

  

  

 

A�ach the signed Consent form 

 

 

 

  



 
 
 
 

 
 
 
 
 
 
 

 

Lynne Clausn 



 

 
 

Name of primary household contact: __________________________________________________________ 

Power of A�orney/Representa�ve (if applicable): ________________________________________________ 

Phone number: ___________________________________ 

Email address: _____________________________________________________________________________ 

Primary applicant signature:                                                                                         Date______________________ 

 

LynneClausen
Sign Here
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