
 

Send us this application with a copy of your current insurance policy and we 
will come back to you with our best quote 

14 NE 1st Ave. Ste. 513                                                          sos@firstavenueinsurance.net                                                        Ph:    305-883-4604 
MIAMI, FL 33132                                                                                                                                                                              Fax:  305-351-8777         

 

AUTO INSURANCE QUOTE 
 

NAME Nombre)___________________________LAST NAME (Apellido) ___________________________________________ 
 
ADDRESS (Direccion) ____________________________________________________ City ____________________________ 
 
State _______Zip Code ____________ Phone #_______________________E-Mail: ____________________________________ 
 
D.O.B. (Fecha nacimiento) -------/------/------/    S.S # ______________________________________ Homeowner:  Yes     No         
 
License FL # _____________________Year With Fl. License: ____  Accident/PIP claim: Yes  No    Tickets: Yes     No  
  
Marital Status: _______________     Prof. Occupation :________________________  Employer: ________________________   
 

Driver #2              Name__________________________________ Last Name_______________________________________ 

  
D.O.B. (Fecha nacimiento) -------/------/------/--mm/dd/year    S.S # ___________________________      Tickets? Yes     No  
 
License FL # _____________________________  Years With Fl. License: _________         Accident/PIP Claim: Yes  No      
 
Prof. Occupation :______________________                               Employer: ______________________________________      
 

Teenager driver    Yes    No      Name _________________________Last Name _____________________________ 

 
D.O.B. (Fecha nacimiento) -------/------/------/--mm/dd/year    S.S # ____________________________   Tickets? Yes     No  
 
License FL # _____  ______________________  Years With Fl. License: __________        Accident/PIP Claim: Yes  No      
 
Prof. Occupation :______________________                              Employer: ______________________________________      
 

Vehicles:  Make ________________ Model____________________ Year _____________ Color _______________ 

 
VIN #  ___________________________________________Car Value$_______________ Owned     Leased      Financed   
 
Make _________________        Model____________________     Year ______________ Color ______________ 
 
VIN #) __________________________________________ _Car Value$______________   Owned     Leased      Financed  
 
Make _____________________ Model____________________ Year _____________ Color ____________________ 
 
VIN # (Series.#) ____________________________________Car Value$______________ Owned     Leased      Financed   
 

Coverage:    B.I.     PD     PIP     COMP/COLL     UM/UN      # Of  Family Member In The Household _________   

 
Prior Ins. Name: __________________________    Exp.-(Vto.): --------/--------/--------       Present Coverage:   B.I.  Yes  No    

mailto:sos@firstavenueinsurance.net

