
              Pre -Application for Health & Life Insurance & more… CN_________              

                                         800-386-7356 or Email: johninsurance14@att.net                          

Please _ √ _Correct Answer.  Contact preference Phone: _______________ Mail ___ or Email: ____________________ 

1. Name _____________________________   Male ____ Female ____ Birth Date ________ Monthly Inc. ____________ 

Address ___________________________________City _________________________State ____ Zip_______________ 

 U.S. Citizen:  Yes ____ No ____ Naturalized Citizen:  Yes   _____   No _____ ID(9)______________/USA______________ 

1. SS#___________________ Relationship____________ 2.SS#_______________________Exp Date ________________ 

2. Name ______________________________ Male _____ Female _____ Birth Date ________Monthly Inc.___________   

Address __________________________________City _________________________State ____ Zip ________________  

U.S.  Citizen:  Yes ____ No _____ Naturalized Citizen:  Yes   ____ No _____ ID(9)_______________/USA ______________ 

Case # __________________________ Application #__________________________________  Exp. Date____________ 

Relationships must have same resident address:  3. _________________ 4.________________ 5. _________________ 

3. Name _______________________Male ____ Female _____Birth date __________Age____ Work:  Yes ____ No____ 

US Citizen:  Yes ____ No _____ Naturalized Citizen:  Yes_____ No ____ ID(9)_______________/USA______________ 

4. Name ______________________Male ____ Female ____Birth date __________Age____ Work:  Yes ____ No ____  

US Citizen:  Yes_____ No _____ Naturalized Citizen:  Yes ____  No ____ ID(9)_______________/USA_______________ 

5. Name _____________________ Male _____ Female ____Birth date __________Age____ Work:  Yes ____ No ____  

US Citizen:  Yes_____ No _____ Naturalized Citizen:  Yes  ____ No____ ID(9)_______________/USA________________ 

6. (ID) 3. Exp. date ___________________(ID) 4. Exp. date _________________ (ID) 5. Exp. date ___________________.    

7. 3.SS#_________________________4.SS#___________________________5. SS#______________________________ 

State Job or jobs *Use other side of page if needed for additional dependents ______ (Check to indicate other side). 

1. Company ___________________________________ Income paid hourly ___________ Please circle Weekly, Every 

two weeks, or Monthly       Total Household Income per pay period _______ per month ________?DOH ___________ 

2. Company ___________________________________ Income paid hourly ___________ Please circle Weekly, Every 

two weeks, or Monthly       Total Household income per pay period _______ per month ________?DOH ____________ 

3. Company __________________________________ Income paid hourly ___________ Please circle Weekly, Every two 

weeks, or Monthly               Total Household income per pay period ________ per month _______?DOH_____________ 

Declaration and Signature: I declare under penalty of perjury that what I say is true and correct. I understood all 

questions on this application and gave true and correct answers to the best of my understanding.  Where I did not know 

the answer myself, I made every reasonable attempt to confirm the answer with someone who did know. 

By signing below I certify as to the correctness of the above information. I Designate John Navarro as our Insurance 

Broker of Record, CA. State License Number: 0I37273, and authorize John and his Admin to assist in the preparation of 

this application and be the Agency of contact when needed.  

Signature ___________________________________________________ Date ___________________________ 

Life INS ___ Dental ____ Vision ____ Critical Care ____ Accident Direct ___Hospital Confinement___ Doctor on Duty___  
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