RYAN INSURANCE STRATEGY CONSULTANTS
DISABILITY INSURANCE REQUEST FOR PROPOSAL

Thank you for your trust in our services. This form not an application for insurance. We use this internally to gather
general information so that we can provide you and your financial advisor with the most accurate quotes possible. We do
not share this information with any outside resources apart from our respective team of insurance specialists. All email
correspondence sent is secure and encrypted. If you have you been declined, postponed, or rated for disability or life
insurance, do not complete this RFP. Please call us to discuss your request.

Rees Hamner, 800 796-0909 x107

Please check this box if you would like life insurance quotes as well RESET FORM

CONTACT INFORMATION

Date Date of Birth Gender |M| | F State of Residence
Full Name (Insured)

Email Address Mobile Number

Employer or Company Name How many hours/wk. Do you work?

Occupation: Brief Description of Duties
FINANCIAL ADVISOR
Financial Advisor's Name

Advisor Email Address Advisor Phone Number

FINANCIAL AND OTHER DISABILITY INSURANCE INFORMATION

1. What were your earnings from your profession last year? (approx.)
(Gross income less business expenses, but before taxes, including your net K-1 earnings/loss from your occupation)
2. What was income last year from dividends, interest, rents, royalties, estates, trusts? (approx.)
3. Whatis contributed to IRA, HR10, qualified pension or profit-sharing plan? (approx.)
Was this included in question #1? |Y | |N

4. Do you have group disability insurance through your employer? [Y | [N

Employer paid? | Y [|N [ What percentage of income is covered? % What is the max. benefit?

5. Do you own any individual disability insurance?

If yes, Insurance company Monthly Benefit Amount

BUSINESS OWNER - COMPANY INFORMATION

How long have you owned your business? What % of the business do you own?

How many partners do you have? How many employees do you have?

Do you have an outstanding business loan?| Y | N | If so, how much is the monthly payment?
Type of business entity? |Sole Prop| |S Corp ||C Corp| |LLC | Other




HEALTH INFORMATION

-

Height Weight Change of weight in the last 12 months? (reason)

N

Within the last 10 years, have you received treatment or been advised to seek treatment for drug or

alcohol abuse? Tobacco or Marijuana use?| Y || N | If yes, amount, how often
3. Within the last 10 years, have you filed a claim for disability benefits? [ Y| [N

4. Within the last 10 years, has any application submitted for accident, sickness, hospitalization,
major medical or life insurance been declined, postponed, or increased inrate? |Y | [N

5. Is foreign travel or residence contemplated? |Y | | N | yes? Details

6. Do you ever engage in hazardous sports, hobbies, or activities? | Y | [ N

7. Have you ever been declined, postponed, or rated on a previous disability insurance application
policy? | Y [ | N
If yes, answered to any of the following questions, please provide details.

Question # ‘ Date Condition Result

8. Have you consulted or been treated by a licensed physician, psychotherapist, psychologist, or other
health care provider in the last 10 years? (other than routine checkup) yes, provide details

9. Provide details if you're taking prescription medication or taken prescription medication in the last 3 years

Medication Name Dosage/Frequency Reason for Medication

10. To the best of your knowledge, are you now in good health and free from mental or physical
impairment, abnormality, injury, or disease? @ | no, provide details

John Ryan CFP® Rees Hamner
(800) 796-0909 x 102 (800) 796-0909 x 107
john_ryan@ryan-insurance.net rees hamner@ryan-insurance.net

Ryan Insurance Strategy Consultants | Ryan-Insurance.net | (800) 796-0909
5690 DTC Blvd. Greenwood Village, CO 80111| info@ryan-insurance.net

/ RYAN INSURANCE

STRATEGY CONSULTANTS

Protecting Your Financial Plans Since 1978
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