
Life Insurance Information Sheet 

Insured Name:________________________ Date of Birth:__________________  SSN:_______________ 

Address:______________________________________________________________________________ 

Phone No. ______________________  DL#__________________ Nationality:______________________ 

Employer:_____________________ Job:____________________ Employer Ph:_____________________ 

Employer Address: _____________________________________________________________________ 

Annual Income: ______________ If not U.S. Citizen A# ________________ Date enter U.S.___________ 

Height ____________ Weight _____________ Family Doctor _______________________ Smoking  Y/N 

Doctor Address _____________________________________________ Ph ________________________ 

Any prescription __________________ 

Insurance Company ______________________ Plan ________________Face Amount _______________  

Monthly Premium ________________  Routing # __________________ Acct # _____________________ 

Current Life Ins  Y/N   Which Company ___________________ Policy No. ___________ DB ___________ 

Any Plan to travel out of county Y/N   If yes where_______________  How Long ___________________ 

 

Beneficiary Name:___________________  DOB _______________   SSN ___________________ 

Address: ________________________________________________Relationship_________ Share      % 

Beneficiary Name _____________________ DOB ________________ SSN ___________________ 

Address ________________________________________________ Relationship _________ Share      % 

Beneficiary Name _____________________ DOB ________________   SSN ___________________ 

Address ________________________________________________ Relationship _________ Share       % 

Beneficiary Name _____________________ DOB ________________   SSN ___________________ 

Address ________________________________________________ Relationship _________ Share       % 

 

Policy Owner Name ____________________ DOB ________________ SSN ____________________ 

Address ________________________________________________ Tel: _______________ 
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