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•Referring Advisor Name:  •Email: 

•Address:  

•City:  •State:  •Zip Code:   •Phone:  

•Please Contact: •If support staff: 

       Me         Support Staff •Email:  •Phone: 

 

Fraud Warning:  Any person who knowingly presents false information in an application for insurance or a Viatical/life 
                                settlement contract is guilty of a crime & may be subject to fines & confinement in prison.  

 

Welcome to Ashar 
 

 
We are experts in the secondary market for life insurance policies specializing in handling the many 
complex details that are part of the settlement process.  Our goal is to assist clients wishing to exercise 
their rights as life insurance policy owners and insureds to investigate the possibility of receiving more for 
their policies than may be offered through traditional policy surrenders.  
 
Our success is built on trusted relationships with many of the nation’s top planning advisors.  We earn our 
reputation every day by leveraging our strong relationships with the premiere institutional funding sources 
such as banks and other capital markets groups to benefit our clients. 
 
You can be certain we respect your privacy and that the personal information you provide us will be 
handled confidentially.  We will constantly be focused on your interests throughout the administrative 
process.  Our definition of success is an outcome that pleases you. 
 
When we receive your Inquiry forms, we will begin work on what could be a lengthy process.  Timely 
return of these completed forms and necessary documents help us work efficiently.  Our energetic, 
experienced staff of industry experts will then navigate the process expeditiously for you. 
 
Again, welcome.  It’s a privilege for us to help achieve your goals.  We’re looking forward to success! 
 
Sincerely, 
 
Jon B. Mendelsohn 
President and CEO 
 
  
 
 
 
 
 
 
 
In order to assist processing your Inquiry packet, please provide the following: 
 

 
Viator’s Initials______ 
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