SAF Arsltallgélrllglly

Keeping People Safe Since 1998

APPONTMENT INFO: Final Expense Benefits
Day: Program Worksheet
- Guaranteed Acceptance ( 50-80) f }
- Death Benefits Begin at Approval <
- You Control Your Plan Benefits
- Living Benefits Available
- Fixed Rates & Coverage Amounts
INSURED’S NAME: Date of Birth: Aqge:
Phone #: Email Address:
Have you Ever had any kind of a: Heart Issues? _ No __ Yes:
Cancer? [ONo [ Yes: Stroke? O No [ Yes:

COPD? ONo OYes OxygenUse? ONo [OYes (AIG) Home Health RN? O No 0O Yes (AIG)

What do or have You ever taken medications for? Name / Reason You’re Taking it?

Height: ’ ” Weight: Tobaccouse?  No __ Yes

$ $

$ $ $

$ $
Benefit Premium Monthly: $ $ $
Address:
City: State: Zip: SS#: - -
DL State: DL #: Ck/Sav/CC:

No Physical Exam!

Just complete a written questionnaire.



https://www.drugs.com/
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