NEEDS ASSESSMENT FORM

re e e

Date:
Customer's Name: Age:
Spouse's Name: Age:
(Children):
Target Monthly Premium Range desired:
CURRENT HEALTH CARE COVERAGE
VES | No | pOnTHLY COMMENTS
Major Medical
Basic Hospital
Limited Medical/Surgical
Cancer / Critical lliness Insurance
Home Health Care / LTC
Medicare Supplement
CURRENT LIFE OR ANNUITY COVERAGE
VES | No | ponrHLY COMMENTS
Life / Final Expense
Annuities Amount $
Certificate of Deposit (CD) Amount $

Agent's Name:

Comments:

Agent's Number:

NAF07

united american insurance company

MKT0195 0807



INDIVIDUAL PLAN SELECTION SUMMARY

Proposed Insured(s): Age:
Date: Agent Name:
PLANS CHOSEN * e

BASIC HOSPITAL

1 FLEXGUARD® Z%s 50,000 (0-63) 1 FLEXGUARD® Z%s 75,000 (0-63) 1 FLEXGUARD® Z%s 100,000 (0-63)

Q GSP15(0-63) Q GSP25(0-63) Q SHXC (0-63)

Q HSXC2500 (0-63) 4 HSXC 7500 (0-63) Q  MMXC (All Ages)
MEDICAL-SURGICAL

Q SMXC-15 (0-63) Q SMXC-25 (0-63) Q MSXC (All Ages)
SURGICAL SUPPLEMENT

Q SSXC-700 (0-63) 4 SSXC-1400 (0-63) 4 SSXC-2100 (0-63)
CRITICAL ILLNESS

Q dILS (18-64)

CANCER

Q CANLS2 (0-69) a  CAXC(0-63) 4 CAGR (0-63)

Q CIXC(0-63)

ACCIDENT

O  UA-250(0-63)

LONG TERM CARE

Q LTC Gold (40-84)

MEDICARE SUPPLEMENT

Q ProCare

FINAL EXPENSE

Q RT10(78-80) Q SWL (45-80) Q URL-CBP (0-72)

10 Year Renewable Term Life Whole Life Increasing Benefit Whole Life

ANNUITY

Q Lifestyle Q Flexible Premium Q Reserve Fund
ADDITIONAL COVERAGE

Q Other

TOTAL MONTHLY PREMIUM
MONTHLY
FEE

UA PARTNERS® Optional Discount Health Services Program . . . . . ... .. ... .. ...

* Plans and benefits may vary by state.

united american insurance company

SF07




