life insurance inquiry

To
From

	
	
	


Please complete this form and return it to the address above or fax it to the number listed above.  Your cooperation in providing the requested information in a timely manner will be appreciated.

SECTION I – Policyholder’s Release of Information

	Name of Insured


	Date of Birth

	Address of Insured



	Policy or Social Security Number


	Date Policy Issued

	I hereby authorize the release of information requested by the agency designated above.

	SIGNATURE -  Policyholder




SECTION II – Insurance Policy Information

	Name – Policyholder / Policy Owner


	Name – Insured 



	Type of Plan (Whole, Term or Other)


	Original Face Value



	Cash Surrender Value
	Loan Against Policy
	Net Cash  Value



	Once requested, surrender value is available within how many days?



	SIGNATURE – Insurance Company Representative
	Date Signed
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