
Client Information

Name Marital Status SSN Date of Birth Gender Enrolling
Primary Applicant

Y / N

Spouse
Y / N

Dependent Child Status SSN Date of Birth Gender Enrolling
Child 1

Y / N

Child 2
Y / N

Child 3
Y / N

Child 4
Y / N

  Total People in Household:  ____________________________  Number Applying for Coverage:  __________________

  Street Adress: __________________________________________________________________________

  City:  ____________________________   State: ______  Zip:  _________  County: ___________________

  Phone Number:  _____________________________   Email:  ___________________________________

  Employer Name 1: ____________________________  Employer Phone 1:  ________________________ 

  Employer Name 2:  ____________________________  Employer Phone 2:  ________________________

  Annual Income:  __________________   Plan:  _____________________  Plan Amount:  _____________

  Misc:  __________________________________________________________________________________

Referring Agent:  

  Agent Name: ________________________________________  Agent NPN:  ________________________

  Agent Phone:  ___________________________  Agent Email:  ___________________________________
Referring Agent:  

  Agent Name: ________________________________________  Agent NPN:  ________________________

  Agent Phone:  ___________________________  Agent Email:  ___________________________________

ACA Intake Form

rob@mailsbc.com
Typewritten text
Darnette " Dee" Porter

rob@mailsbc.com
Typewritten text
704-241-9899

rob@mailsbc.com
Typewritten text
FairportIns@gmail.com

rob@mailsbc.com
Typewritten text
16830516


