
Nicholas Insurance Group – 813-864-3404 or Email us at house@nicholasgrp.com 

Health Insurance Quote Form 
Primary Insured 

Full Name  ______________________________________________________ 

Date of Birth   _________    Male / Female (circle one) 

Smoker:   yes / no (circle one)    SSN __________________________ 

Street Address __________________________   City ____________ State  FL Zip ______ 

Phone:  _________________________   (cell/home)         Email: _________________________ 

Additional Insureds 

Spouse Name _________________________________ DOB _________ Smoker:   yes / no (circle one) 

Child Name ___________________________________ DOB _________ 

Child Name ___________________________________ DOB _________ 

Child Name ___________________________________ DOB _________ 

Policy Type 

ACA Medical   STM Medical  Dental     Vision     Accident     Hospital Indemnity   (circle all that apply) 

Medical Information if required (STM Med, Hosp Idemn) Medical Conditions (Pre-Ex) 

Name _________________________ HT _____ WT_____   _____________________________ 

Name _________________________ HT _____ WT_____   _____________________________

Name _________________________ HT _____ WT_____   _____________________________

Name _________________________ HT _____ WT_____   _____________________________

Additional Information 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 




