Quote Request Form

NC (% MS

North Carolina Medical Society

Employee Benefit Plan

Please type or print. Asterik (*) denotes required information. Quotes presented will be based on rates effective as of the Coverage Effective Date.

A. EMPLOYER INFORMATION

EMPLOYER NAME* (Provide complete legal name) SPECIALTY*
LOCATION ADDRESS* CITY STATE ZIP CODE COUNTY*
MAILING ADDRESS (If different than Location Address) CITY STATE ZIP CODE COUNTY
PHONE NUMBER* FAX NUMBER E-MAIL CONTACT PERSON* [Jpr. [JmR. [wms. TITLE
COVERAGE EFFECTIVE DATE* CURRENT CARRIER RENEWAL DATE REFERRAL SOURCE
= OR A O aup ate and atta aad O ece
EMPLOYEE NAME* " COVERAGE TYPE*
(First and Last) DATE OF BIRTH (Check all that apply)
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmployee |:|Spouse Ochid  Ochildren
DEmponee DSpouse Ochid  Cchildren
DEmponee DSpouse Ochid  Cchildren
DEmponee DSpouse Ochid  Cchildren
DEmponee DSpouse Ochid  Cchildren
Please indicate whether you would like more information about these products: Life/AD&D Insurance ClYes [No
Dental Insurance OYes [No

Submitted by:

QR, 3/10

(Authorized Representative of MMIC Agency, LLC)

Date:

Marketed exclusively by MMIC Agency, LLC
a Medical Mutual company



