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Large Group Request for Quote
                                        Name of Company

                                        Address:

                                        Contact Name:

                                        Phone, Fax & E-Mail:

50+ Groups
__________

Nature of business

__________

Age or date of birth/sex/dependent status census e-mailed or on a disk
__________

Cobra individuals?  If so mark them on census

__________           Rates - current and renewal

__________

Benefits – Include a schedule of benefits

__________

Anniversary date

__________

Carrier history for past 3 years

__________

Location of employees

__________

Eligibility, wait period

__________

Employer contribution.  What % do you pay?

__________

Gatekeeper questions—See Medical Profile attached

                               Very important, please sign & date.

Fully Insured & Self  Funded Quote (100+ Groups)
The above information plus:

__________

3 years claims experience, month by month

__________

Number of contracts per month

__________

Fixed costs & Aggregate costs

__________

Maximum funding limit

__________

Census data can be e-mailed or on disk


	1. Have any employees or dependents been diagnosed or treated during the past five years    for heart disease, high blood pressure, stroke, diabetes, seizures, kidney disease, back disorders, chronic lung disorders, cancer, tumors, AIDS, HIV infection, congenital disorders, alcohol or drug abuse, mental or nervous conditions, muscular dystrophy or multiple sclerosis?
	YES


	NO



	2. Have any employees or dependents had medical claims in excess of $7,500 during the past two years?
	
	

	3. Are any employees or dependents, whether or not applying for coverage currently pregnant?
	
	

	4. Have any employees or dependents been hospitalized or had any surgical operations during the past two years?
	
	

	5. Have any employees been absent from work for more than two consecutive weeks due to illness or injury during the past two years?
	
	

	6. Have any dependents been confined to the home or incapacitated for more than two consecutive weeks due to illness or injury during the past two years?
	
	

	7. Have any employees or dependents been advised to undergo medical treatment, surgical operations, diagnostic testing or hospitalization in the next six months?
	
	

	8. Are any employees or dependents currently taking any prescription medications for any chronic or serious conditions?
	
	

	9. Has the group or have any employees or dependents been declined or rated-up for health insurance coverage within the past two years?
	
	

	10. Are any employees or dependents receiving disability benefits of any type?
	
	



	QUESTION

NUMBER
	(CHECK ONE)

    EMP.        DEP.
	AGE
	DATES OF TREATMENT/

RECOVERY DATE
	NATURE OF CONDITION
	NAME OF MEDICATION
	DOLLAR AMOUNT OF CLAIMS
	PROGNOSIS/

CURRENT TREATMENT

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Your Name: ____________________                                                   Title: ________________ 

Signature:     ____________________                                                   Date:________________
MEDICAL PROFILE


Answer the following questions to the best of your knowledge for all eligible employees and dependents.  Please provide details to “Yes” answers in the space provided.  IMPORTANT: Your answers to these questions must include all COBRA and State Continued individuals covered by your present plant





If you have answered “Yes” to any of the questions in “MEDICAL PROFILE” please provide the requested information for each individual.  If necessary, use additional sheets of paper.








