
LONG TERM CARE INSURANCE INFORMATION 

CLIENT INFO:

CLIENT NAME: _____________________________________________________________

CLIENT ADDRESS: ___________________________________________________________

TELEPHONE: _______________________________________________________________

DATE OF BIRTH: ______________________________ SS# ___________________________

DESIGNATED POWER OF ATTORNEY: ___________________________________________

LTCI INFO:

(LTCI) LONG TERM CARE INSURANCE COMPANY: _________________________________

LTCI ADDRESS: ____________________________________________________________

LTCI TELEPHONE: ________________________ LTCI FAX: __________________________

POLICY NUMBER: ________________________ CLAIM # __________________________

ELIMANATION PERIOD: ___________________

DAILY OR WEEKLY HOME CARE BENEFIT: __________________________

3900  Suite B5, 
Telephone:       @rightaccordhealth.com 
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