




DISABILITY INFORMATION REQUEST 

Please complete ONLY if you are interested in additional information 

NAME: _____________________________________________________  GENDER: _____ 

PERSONAL EMAIL ADDRESS (NOT CAHC EMAIL):  _____________________________________________________ 

DATE OF BIRTH: ______________________________ GRADUATION DATE: ____________________ 

ARE YOU A US RESIDENT: _________     IF NOT, PLEASE INDICATE WHAT TYPE OF VISA & EXPIRATION: _________ 

ADDRESS: ________________________________________ CELL PHONE: ____________________ 

CITY: _______________________________ STATE: __________ ZIP: _____________ 

MARITAL STATUS: SINGLE ___ MARRIED ___ # OF CHILDREN: _____ AGES: _______________ 

CURRENT SALARY: ________________________ EXPECTED SALARY: ____________________ 

MEDICAL SPECIALTY: ________________________ STUDENT LOAN DEBT: ____________________ 

IF MOVING TO A FELLOWSHIP PROGRAM or NEW EMPLOYER INFO: 

PROGRAM & LOCATION (Or New Employer):_________________________________________________ 

SUB SPECIALTY EXPECTED: _______________________________________________________________ 

EXPECTED YEAR OF COMPLETION: ________________________________________________________ 

BEST CONTACT TIME & METHOD: ________________________________________________________________ 

___ I WOULD LIKE TO CONVERT MY DISABILITY INCOME PROTECTION WITH NO MEDICAL UNDERWRITING 

___ I NEED ASSISTANCE WITH LIFE INSURANCE PROTECTION 

___ I WOULD LIKE TO DISCUSS FINANCIAL PLANNING 

___ I NEED ASSISTANCE UNDERSTANDING MY EMPLOYMENT AND BENEFITS 

___ I NEED HELP WITH A WILL / TRUST 

___ I HAVE OTHER NEEDS TO DISCUSS: 

___________________________________________________________________________ 

PLEASE RETURN REQUEST FOR INFORMATION TO: 
(Snap us a Picture of this Form and Text it or email us) 

SETH KALKSTEIN  GREG BALOGH        STEVEN ZIROLLI    PAUL AMATA   CHRIS PIA 

860-918-3596    860-655-8751         203-258-3876 
seth.kalkstein@nm.com           

       860-248-9872       860-794-5926          
gregory_balogh@cfsllc.com                  steven.zirolli@nm.com      paul.amata@nm.com        cpia@pinnaclestrategiesinc.com 
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