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Informal Transmittal Guideline for Processing and Expectations 

d on an informal basis must be worthy of both the BGA’s and Carriers time and money.  
riate cycle time on a case the BGA is expected to use this NAILBA Standard Informal 
t a proper picture of the proposed insured to the carrier underwriter by completing the 
ughly as possible. 

y be accompanied with up to 10 pages of an Attending Physicians Statement (APS).  If 
ies this form the approved HIPPA authorization to release medical information must be 

ittal should only be submitted for  
s over $2,000,000 or $3,000 annual premium 
 case over $500,000 or $3,000 annual premium 
ermanent cases – no limit 
have not been previously declined by two or more carriers – do not submit 

0,000 or over age 75 should not be summarized and send with full medical information. 

eeting the above criteria can be submitted using Quick Quote request forms found in the 
derwriting Guide.  

ummarization of the medical information by the BGA the potential “Best Fit” carriers 
 from the carrier responses.   

 illustrations will be run in advance to see if the client’s premium tolerance is within 

t” carriers: 
tandard Informal Transmittal with summarized medical information 
thorization form if up to 10 pages of the APS are being attached 

is will take more time by the BGA on the front end, we expect that the carriers will turn 
ive offers within a week’s time. Current carriers offering “Preferred Informal 
fully completed NAILBA Informal Transmittal are: 

rriers (less then 7 day turnaround with this transmittal): AIG, ANICO, Genworth, ING,
erica, Lincoln Benefit Life, John Hancock. 

rovides a tentative offer; when this case becomes formal please send with tentative offer 
 medical information could change the final offer. 
 
___________________________________  Phone Number________________________ 
__________________________________  Email Address_________________________ 
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Agent & Case Information 

Agent Name______________________________________________________________________________ 

How much control does agent have on this cases?_________________________________________________ 

How much premium can the client afford?_______________________________________________________ 

Are there other BGAs working on this case?______________________________________________________ 

If an offer has been made, why has client not accepted that offer?_____________________________________ 

_________________________________________________________________________________________ 

Proposed Insured Information 
 
Primary Insured______________________________________  
SS#__________________________________ 
Male_____  Female_____  Date of Birth__________________  Height/Weight__________________________ 
Tobacco Use: Never used____ Totally stopped______  Date Stopped  ___________________ 
Use now_____ Type of Nicotine product _____________    
Type of Coverage: Term____  UL_____ Survivor             Type of Coverage: Term____  UL_____ Survivor 
UL____ 
Coverage Amount_____________________________   Anticipated Premium___________________________ 
 
Secondary Insured____________________________________  
SS#__________________________________ 
Male_____  Female_____  Date of Birth__________________  Height/Weight__________________________ 
Tobacco Use: Never used____ Totally stopped______  Date Stopped  ___________________ 
Use now_____ Type of Nicotine product _____________    
Type of Coverage: Term____  UL_____ Survivor UL____ 
Coverage Amount_____________________________   Anticipated Premium___________________________ 
Purpose for the Life Insurance 
Personal________Explain____________________________________________________________________ 
Business________Explain____________________________________________________________________ 
 
Competition/Other Companies Actions 
1. Ins. Co.____________________________________  Offers:  Primary__________ Secondary___________ 
2. Ins. Co.____________________________________  Offers:  Primary__________ Secondary___________ 
3. Ins. Co.____________________________________  Offers:  Primary__________ Secondary___________ 
 
Family History 
Primary Insured Age if Living Age of Death Cause of Death
Mother
Father
Sibling

Mother
Father
Sibling

Secondary Insured
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Medical Summery – Use additional pages if necessary 
Primary Insured 
Diagnosis_____________________________________  Date of Diagnosis ____________________________ 
Medications & Dosage_______________________________________________________________________ 
Treatment_________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
Prognosis__________________________________________________________________________________
__________________________________________________________________________________________  
 
Diagnosis_____________________________________  Date of Diagnosis ____________________________ 
Medications & Dosage_______________________________________________________________________ 
Treatment_________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Prognosis__________________________________________________________________________________
__________________________________________________________________________________________ 
 
Secondary Insured 
Diagnosis_____________________________________  Date of Diagnosis ____________________________ 
Medications & Dosage_______________________________________________________________________ 
Treatment_________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Prognosis__________________________________________________________________________________
__________________________________________________________________________________________  
 
Diagnosis_____________________________________  Date of Diagnosis ____________________________ 
Medications & Dosage_______________________________________________________________________ 
Treatment_________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Prognosis__________________________________________________________________________________
__________________________________________________________________________________________ 
 
Other Underwriting Factors:  
Please describe other information that could affect this offer not included above, i.e. Avocations, Foreign 
Travel, Financial, etc. 
 
Primary Insured_____________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
Secondary Insured___________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

 

 
BGA Address Information
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PROFIT PLANS.
CONFIDENTAL INQUIRY

THIS is NOT AN APPLICATION FOR INSURCE
PLEASE ANSWER ALL QUESTIONS COMPLETELY

Insurance Designers 0 f Tennessee THE AUTORIATION AT THE BOTTOM MUST BE SIGNED
A MINIMUM PREMIUM OF $50.00 FOR CONSIDERATION

800 Vine Street. P.O. Box 4307 . Chattanooga, TN 37405 ALL INFORMTION EXCLUSIVELY FOR SUBMISSION TO PROFI PLANS

Bob Hopper, CLU, ChFC; (423) 267-9729

Call
WATS 1-800-321-5062Doug BeVile, President; FAX: (423) 267-8843

Pat Bilingsley, Executive Vice President; Marketing Fax: (423) 267-1700
or Kathy Bailey, LUTCF, Vice President, Marketing www. profitplansllc.com

FULL NAM SEX PLAN OF INSURACE DADB

I ~OUN DESIREDF D MD DWP
DATE OF BIRTH I AGE

I PLACE OF BIRTH I 0 Single 0 Marred

BENEFICIARY (Name and Relationship)
0 Widowed 0 Dior

OCCUPATION AN EMPLOYER ANNUAL INCOME I NET WORTH I HAVE YOU USED TOBACCO
IN AN FORM IN THE LAST
12 MONTS?

SOCIAL SECUR NO.:

I PHONE: I HT. I WT.

HOW MUCH INSURANCE IN FORCE? (J YES DNO
CIGARETTS? D

RESIDENCE ADDRESS Has case been submitted to other companies in past 6 mos.? DYes DNo
If Yes, list companies and âates submitted.

ZIP

BUSINESS ADDRESS

ZIP

WHAT IS TH PROBLEM? GIV DETAILS

INSURACE NAME OF COMPANY YEAR GIVE REASON - TABLE RATING HISTORY

D RATED

D DECLINED

D POSTPONED

NAME, ADDRESS AND PHONE NO. REASON DATE

Where can records be obtained
for last five years highlghting
problem descbe above.

What physician did you last
consult? (Other than insurance
examiation)

In what hospitals, clinics, or
sanitariums have you ever ben
trated?

AGENT'S NAME AGENT'S ADDRESS (Street, City, State) AGENT'S TELEPHONE NO.

AUTORIATION TO OBTAIN AND DISCLOSE INFORMTION

I understad that the lie insurance companies named below, their reinsurers, any insurance support organitions and the authori representative of these companies may nee to collect
information on me in regard to proposed lie insurance coverage.
Therefore, ! authorie any licensed physician, medical practtioner, hospital, clinic or other medical or medically related facity, Insurance or reinsurance companies, the Medical Information Bureau,
Inc., consumer reportg agency financial sources, employers and any institution or person to furnsh to the insurance companies named below the tyes of inormation specfied in this Authorization
upon presentation of this Authorization or a photocopy. To facilitate rapid submission of such information, I authorie all said source, except the Medical Information Bureau, Inc., to give such records
or knowledge to Profit Plans, LLC.

The tys of information wi include information about my mental and physical health, employment, other insurance coverage, partcipation in hazrdous actvities, character, general reputation,
mode of livig, finances, occupation and other personal characteristics.
The inormation wi be used by the insurance companies named below and their reinsurers to determe eligibilty for insurance, claims and/or by the insurance agent to aid in updatig and improvig
my insurance program.
The inormation colleced may be discosed to other insurance companies to which I have applied or may apply, reinsurance companies, the Medital Inormation Bureau, Inc., or other persons or
organitions performing business, professional, or Insurance functons for the Insurance companes named below, or as Inày be otheiwse legally alowed.
This Authorization wil be valid for two years after the date of signing. I understand that I or my authorized representative may request to receive a copy of this authorization.
I ackno~ledge receipt of the Notice to Proposed Insured and Notice of Infonation Practces.

Signed at ths day of 19__.
Sígnatùre of Proposed Insured

American General Jefferson Pilot Manulife Financial Protective Life Sun Life
.Empire General John Hancock Mass Mutual Prudential Ins. Co. lNG-USA Life & Annuity
First Colony Life Lincoln Benefit Met Life Reliastar United of Omaha
GE Capital Lincoln Financial North American Co. State Life West Coast Life

..

PLEASE FOLD, TAPE, AND RETURN BY MAIL TO PROFIT PLANS, INC. NO POSTAGE REQUIRED.
- ... ..

INSTRUCiONS TO AGENT: THE NOTIICATION APPEARNG BELOW MUST BE GIVN TO TH PROPOSED INSURD BEFORE OR AT THE TI OF SIGNATURE.

NOTICE TO PROPOSED INSURED
In connecton with your infonnal inquir about insurance, an investigative consumer report may be prepared whereby infommtion is obtained through persnal inteivews with your famiy,frends, neighbors, business assoctes, fiancial sources, or others with whom you are acquainted. This report includes inormation as to your character, genera reputation, persnal characterstics,
and mode of livig. Upon wrtten request to the lie insurance companies listed in this Notice, you wi be informed whether or not an investigative consumer report was reuested, and, if so, you
wi be advised of the name and address of the consumer reportng agency to whom the request was made. The consumer rertg agency, upon request, wi furnh information as to the natu
and scope of its investigation. You have the right to inspect a copy of any such report by contactg the consumer reportg agency.

Inormation regardig your insurabilty wi be trated as confidentiaL. The life insurance companies listed in this Notice or .their reinsurers may, however, make a brief report theren to the Medca
Information Bureau, Inc., a non-profit membership organition of lie insurance companies, which operates an inormational exchange bureau on behalf of its members. U you apply to another
Bureau member company for life or health insurance coverage, or a clai for benefits is submitted to such a company, the Burau, upon reuest, wi supply such company with the infoimation it
may have in its fie.

Upon receipt of a request &om you, the Bureau wi arrange disclosure of any information it may have in your me. NOTE: (Medical inonnation wi be disclosed only to your attendig physici in
al states except Caliorna. In Caliorna, you may choose to have medical infonnation, except that relating to your mental health, discose to you dirly or to a medca professional you
designte. Menta health information wi be given to you dictly only with the approval of the professional responsible for tratment.) If you question the accuacy of infonnation in the Bliau's
fie, you may contact the Bureau and seek a correcton in accordance with the procedures set forth in the federal Fair Credit Reportg Act. The address of the Burau's infonntion offce is Post
Offce box 105, Essex Station, Boston, Massachusetts 02112 TeL (617) 426-36.

The companies listed in this Notice or their reinsurers may also release information in their fies to other life insurance companies to whom you may apply for lie or health insurance, or to whom a

claim for benefits may be submitted.

Profit Plans Note:
Please take a moment to fill this out. 

After you have filled it out completely, you may print it and mail us this form with the original signature.

Thank you!



NO MATTER WHAT YOUR MARKET - IMPAIRED RISK, UNIVERSAL LIFE,
LONG TERM CARE, JUMBO TERM, ANNUITIES, DISABILITY INCOME - CALL

PROFIT PLANS.
Insurance Designers of Tennessee

800 Vine Street. P.O. Box 4307 . Chattanooga, TN 37405 . (423) 267-9729

Wats 1-800-321-5062 . Website: www.profitplansllc.com

MEMBER NATIONAL ASSOCIATION
OF INDEPENDENT LIFE
BROKERAGE AGENCIES

r,
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INSURANCE
DESIGNERS

No postage stamp
necessary if mailed

in the United States

BUSINESS REPLY MAIL
FIRST CLASS PERMIT NO. 114 CHATIANOOGA, TENNESSEE

POST AGE WILL BE PAID BY ADDRESSEE

PROFIT PLANS.
800 Vine Street
P.O. Box 4307
Chattanooga, TN 37405-9983

1,111,1",1,1"111,,,,1,1,1, 1,,1,1111, ,1","1,,1,11

321-5062 WATS
ww.profitplansllc.com

(423) 267-9729 . FAX (423) 267-8843 . Marketing Fax: (423) 267-1700

Save time and deal direct with:
Bob Hopper, CLU, ChFC;
Doug BeVile, President

Pat Bilingsley, Executive Vice President;
or Kathy Bailey, LUTCF, Vice President, Marketing

. Annuities - Immediate or Deferred . Individualized Proposals

. Dangerous Occupation or Hobby . Lowest Cost Term

. Disability Income . Substandard Life & DIP

. Guaranteed Issue Life . Universal Life

. Long Term Care - umversal Lite

Call (800)

NOTICE OF INFORMATION PRACTICES- -
In the course of properly underwriting and administering your insurance coverage, the listed insurance companies wil rely primarily on information
provided by you. The companies may also seek information from others, such as medical professionals who have treated you. In some cases. they may
ask a consumer reporting agency to collect information and submit an investigative consumer report to them. You have the right to request to be
interviewed in connection with the preparation of that report. You may receive a copy of the report by contacting. the consumer reportng agency as
explained on the reverse side of this Notice.

In some situations, and in compliance with applicable law, the insurance companies may disclose necessary items of information to third parties
without your specific authorization.
You have the rightto be told about, and to see and copy if you wish, items of personal information about you which appear in the insurance companies'
fies. You also have the right to seek correction of information you believe to be inaccurate.
THE ABOVE is A GENERAL DESCRIPTION OF THE LISTED INSURANCE COMPANIES' AND YOUR AGENT'S INFORMATION PRACTICES. IF
YOU WOULD LIKE TO RECEIVE A MORE DETAILED EXPLANATION OF THOSE PRACTICES. PLEASE SEND YOUR REQUEST TO: PROFIT
PLANS, Uc.

American General
Empire General
First Colony Life
GE Capital

Jefferson Pilot
John Hancock
Lincoln Benefit
Lincoln Financial

Manulife Financial
Mass Mutual
Met Life
North American Co.

Protective Life
Prudential Ins. Co.
Reliastar
State Life

Sun Life
lNG-USA Life & Annuity
United of Omaha
West Coast Life
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