
 
Applicant Name:            
 
Phone Number: ____________________    Email: ________________________________ 
 
Address: _____________________________________________       Zip Code:       
 
  Covered CA Option – Total # in household ______   Household Gross Annual Income $ ___________ 
     Do I Qualify for Covered California?  
 

UNDERWRITING INFORMATION 
 

Name Date of 
Birth Gender 

Applicant:   Male   Female 
Spouse:   Male   Female 
Child:   Male   Female 
Child:   Male   Female 
Child:   Male   Female 
Child:   Male   Female 
 
 
Please list any specific doctors you would like to keep: 

             

              

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

PLAN SPECIFICS 
 
Plan Type:    PPO  HMO  HSA   EPO  Include:  Infertility   Dental   Vision 

Current Premium:  $__________ / month     Current Carrier & Type: ____________________ 

Premium Preference:  $_________ / month    Deductible Preference:  $_________  

What do you want most in your Health Plan?  ________________________________________ 

____________________________________________________________________________ 

 
 
How did you hear about us?            
 

                                                       

          

 

 Health Insurance Quick Quote 
 

3150 E. Willow Street  - Signal Hill, CA 90755    driscollinsured.com   562-595-5355 Phone  562-252-8711 Fax 
 

https://www.healthforcalifornia.com/covered-california/income-limits

	Applicant Name: 
	Address: 
	Zip Code: 
	Covered CA Option  Total  in household: Off
	undefined: 
	Household Gross Annual Income: 
	Date of BirthApplicant: 
	undefined_2: Off
	Date of BirthSpouse: 
	undefined_3: Off
	Date of BirthChild: 
	undefined_4: Off
	Date of BirthChild_2: 
	undefined_5: Off
	Date of BirthChild_3: 
	undefined_6: Off
	Date of BirthChild_4: 
	undefined_7: Off
	Please list any specific doctors you would like to keep 1: 
	PPO: Off
	HMO: Off
	HSA: Off
	EPO: Off
	Infertility: Off
	Dental: Off
	Vision: Off
	How did you hear about us: 
	Text1: 
	Text2: 
	Name: 
	Name2: 
	Name3: 
	Name4: 
	Name5: 
	Name6: 
	Please list any specific doctors you would like to keep 2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	SUBMIT: 


