
IMS/CONNECT 

Return to IMS/Connect via fax: 888-361-2634 

AUTO INSURANCE QUOTE 
 

 
NAME:_____________________________________________________________________________ 
 
PHONE #_________________________   EMAIL:_________________________________________ 
 
ADDRESS: _________________________________________________________________________ 
 
GARAGING ADDRESS: _____________________________________________________________ 
 
HOMEOWNER?:_____________________ MARRIED?___________________________________ 
 
                INSURED              SS#                   DOB           DRIVERS LICENSE NUMBER 
 
________________________   ______________   _________   _______________________________ 
 
________________________   ______________   _________   _______________________________ 
 
________________________   ______________   _________   _______________________________ 
 
 
ACCIDENTS /VIOLATIONS /ARRESTS?______________________________________________ 
 
CAR YR. / MAKE / MODEL:_________________________VIN:____________________________  
 
PRIOR COVERAGE:___________________________________EXP DATE:__________________ 
 

LIMITS REQUESTED: 
 
 Bodily Injury       Prop Damage           U/M       Comprehensive Ded    Collision Ded       Med Pay 
 
_____________     _____________    _________  _________________    ____________   ___________ 
 

ADDITIONAL REQUESTED COVERAGE 
 

TOWING:  ____________  RENTAL: ____________  PIP DED:________________ 
 
ADDITIONAL EQUIP:______________________________________________________________ 
 
CURRENT HOMEOWNERS INS. CARRIER:__________________________________________ 
 
HOW DID YOU HEAR ABOUT US? / REFERRAL SOURCE:_____________________________ 
 
INFO TAKEN BY:  ________________________________________ DATE:_________________ 
 
ASSIGNED TO:  ____________________________________________________________________ 
 
PRODUCER:_______________________________________________________________________ 


