
Medical Benefits Group 
Quick Quote Form 

 
 

Full Name____________________________________________________  
 
Address______________________________________________________ 
              
City, State, Zip________________________________________________ 
 
Contact Phone_________________________________________________ 
 
Secondary Phone_______________________________________________ 
 
Email________________________________________________________ 
 
Age of Primary Insured_______  Height__________  Weight____________ 
 
Age of Spouse_______    Height_________   Weight____________ 
 
Number of Children needing Coverage________________________ 
 
Medical Conditions_____________________________________________ 
 
 
 
Medications___________________________________________________ 
 
_____________________________________________________________ 
 
Deductible     ____$500       ____$1000     ____$2500      ____$5000 
 
Doctor Visit Copay       ____Yes        _____No 
 
Prescription Coverage  ___Copays   ____Generic Only   ____Discount Card 
 
Current Insurance Carrier_________________________________________ 
 
Current Premium_______________________________________________ 
 
 

FAX TO 417-725-0457 


