Beyond the expected®

PEKIN

| am interested in Medicare Supplemental Insurance.

Name:

Address:

City:

State:

Zip Code: Phone: Email:
Age: Gender: Q Male Q Female
Are you currently a Pekin Insurance Policyholder?

No (No problem, we will be happy to have one of our agents contact you.)
Yes (Please provide your Agency’s name and we will have them contact you.)

Agency Name:

Submit to Pekin Life Insurance Company

Not connected with or endorsed by the U.S. government or the federal Medicare program. The purpose of this communication
is the solicitation of insurance. Respondents will be contacted by a Pekin Life Insurance Company agent.
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