
 

 
S E L E C T I V E  S E T T L E M E N T S  I N T E R N A T I O N A L  

 (800) 677-1087 ~ FAX (417) 831-1087 ~ E-mail: alan@marketingfinancial.com 
2960 E. Battlefield, Springfield, MO. 65804 

 

CLAIMANT (1) _______________________________________(2) _______________________________________ 
NAME 

      Male/Female    DOB: _________     Age: _________ Male/Female DOB:_________    Age: _________ 
 
Date of Loss: ___________      State: ___________  Medicals/Reduced Life Expectancy: Yes No 
 
Work Comp: Yes    No      Injury: ___________________________ Co-Broker Name: ___________________________ 
Assignment: Yes    No      Type of Case: _____________________ Company: _________________________________ 
In Litigation: Yes    No      Trial/Conference Date: ______________  Phone: ______________________              
         Fax: ________________________   
 

DEFENDANT/ INSURED: _______________________________________________________________________________ 
 

INSURER: ___________________________________________________________________________________________ 
  

OFFICE: ____________________________________________________________________________________________ 
 
Contact: ________________________________________ Phone: __________________________________________ 
 
Address: _______________________________________ Fax: ____________________________________________ 
 
 ________________________________________ Claim No.________________________________________ 
 
_______________________________________________ E-Mail __________________________________________ 
 

 

DEFENSE ATTORNEY: ___________________________ Phone: __________________________________________ 
 
Firm: __________________________________________ Fax: ____________________________________________ 
 
Address: _______________________________________ File No: _________________________________________ 
 
______________________________________________ Assistant/Paralegal ________________________________ 
 
E-Mail _________________________________________ E-Mail __________________________________________ 
 

 

PLAINTIFF ATTORNEY: __________________________ Phone: __________________________________________ 
 
Firm: __________________________________________ Fax: ____________________________________________ 
 
Address: _______________________________________ File No. _________________________________________ 
 
______________________________________________ Assistant/Paralegal________________________________ 
 
E-Mail _________________________________________ E-Mail __________________________________________ 
 

WORKERS COMPENSATION CASES:  Weekly Disability Rate:        Reserve:     
Are Medicare/Medicaid benefits being received or anticipated within 30 months of settlement?   Yes / No 
NOTES: ____________________________________________________________________________________________ 
____________________________________________________________________________________________________ 

QUOTE REQUEST 
(Please check one) 
Any Life Company   Total Annuity Cost $____________________ Possible Funding Date: _____________ 
A+ or better         Possible Start Date: ________________ 
          (Must be at least 1 month from funding date) 
Any other life company restrictions _______________________________________________________________________ 
 
Benefits Requested:  _______________________________________________________________________ 
______________________________________________________________________________________ 
________________________________________________________________________________________
______________________________________________________________________________________ 


