Please note that we desire to make every effort to issue accurate quotes up front.  By enforcing higher quote standards, we hope to speed up the issue process and minimize or eliminate the difference between “sold” and “final” rates approved by underwriting.  Incorrect quote information in the following areas can significantly impact both the employee only and total group rates:

Group Name________________________________ Main Zip_________________

Address______________________________________
Contact______________________________________

SIC Code / Nature of Business ________________

Renewal / Effective Date _______________ How long in business? _________ 

Ownership: 
Proprietor
 
Partnership
Corporation
Non-Profit 

Does group have current tax & wage report? _____ 

How did you survey this group for health conditions and medications? 

Owner:  

None

Verbal
Written
Please provide details on census form
Employees:  
None

Verbal
Written 
Please provide details on census form

Current Plan Info if available
Carrier_______________ Deductible _________ Physician Copay _______

Co-insurance ________ OOP _________ Rx Copay ___________

Proposed Plans 

Check options you would like to see

PPO Plans


Dual Option





     HMO Plans

Physician Office Copay: 
15

20

25



Hospital Co-Insurance:
90%

80%

70%

50%




Deductible:
250

500

1000
1500
2000       4000


Rx Card:

5 / 25% / 50% with deductible




5 / 25% / 50% with out deductible



----------------------------------------------------------------------------------------------------------------

Dental Benefits (Optional)
Check options you would like to see
Employer Sponsored (Y or N)

Voluntary Group Sponsored (Y or N)

Voluntary Choice For Employees

             Individual Policy                       Group Policy

----------------------------------------------------------------------------------------------------------------

Corporate Tax Benefits
Check options you would like to see

HSA 


HRA 
----------------------------------------------------------------------------------------------------------------
Optional Benefits
Check options you would like to see
Maternity

Group Term Life 
Dependent Life



Group Census

	Employee

Name
	M

F
	Employee 
B-date
	SP

Age*
	# of

Kids*
	Zip** Code
	Waive

Med
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Health Conditions & Medications: ________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

*
If to be insured

**
List by location use only if outside main service area 
