Holt Health Insurance

Consent to Contact

First Name Last Name

Address

City State Zip
Phone Text? Yes or No Email

Interested in plan information for: (plan availability may vary by location)

D Health Plans

| | Dental plans

|:| Supplemental products (Accident, Cancer, Critical lliness, etc.)

I:I Life Insurance

By providing my email address and/or telephone number, | agree to allow a licensed
sales representative to contact me regarding information related to health insurance
plans, products, services and/or educational information related to health care.

Signature Date

| understand that the licensed health insurance agent who will be discussing plan options with me may be compensated

based on my enrollment in a plan. | also consent for them to 1) conduct an online person search, 2) assist with

completing a Marketplace or other health insurance application, 3) assist with plan selection and enrollment, and 4)
assist with ongoing account/enrollment maintenance. This consent to contact may be cancelled at anytime but will

expire one year after signature automatically.
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