418 E King Street | Malvern, PA 19355
Phone: (610) 993-9050 | Toll Free (888) 987-2966 | Fax: (610) 561-3556
www.traynorcapital.com

PERSONAL INFORMATION

Full Legal Name

Prefix: First Name: Middle Name: Last Name: Suffix;
Nickname:

Date of Birth: Social Security Number:

Country of Citizenship:

Foreign Citizens Choose One: |:|Permanent U.S. Resident |:| Non-Permanent U.S. Resident DNon—Resident of U.S.

CONTACT INFORMATION

Street Address: Mobile Phone:
Street Address 2: Home Phone:

Business Phone:
City: State: Zip Code:

Personal Email Address:
Work Email Address:

Business/Franchise Name: Date Funds Needed:
Employment Status:

Employer's Name:

If employed, are you planning on terminating position? |:|Yes |:| No

BENEFICIARY INFORMATION

Primary Beneficiary:

Beneficiary's Date of Birth:
Beneficiary's Social Security Number:
Relationship to Beneficiary:

FINANCIAL HISTORY/OBJECTIVES

Number of years of experience with the following: Investment Objectives:
Stocks: Income:
Bonds: Growth & Income:
Mutual Funds: Growth:
Annuities: Aggressive Growth:  [_]
Options:
IRA ACCOUNTS
Firm/Custodian Name: Account Value:
Firm/Custodian Name: Account Value:
Firm/Custodian Name: Account Value:
Firm/Custodian Name: Account Value:

QUALIFIED PLANS

Firm/Custodian Name: Account Value: 401k O 403bO other O
Firm/Custodian Name: Account Value: 401k O 403bO other O
Firm/Custodian Name: Account Value: 401k O 403bQO other O
Firm/Custodian Name: Account Value: 401k O 403b QO other O

OTHER INVESTMENTS & ASSETS

Stocks/Mutual Funds: Cash/Money Markets:

Fixed Income/Bonds: Home Equity/Property:
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