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GROUP QUOTATION REQUEST FORM
Company Name  

E-Mail  

Fax Number  

Phone Number  


Address  


1. What is the exact nature of your business?  


2. How many years has your company been in business?  


3. Are there any subsidiaries or affiliates to be covered?
                □Yes                □No


Name (s)   


4. Are all eligible employees participating in this plan?                               □Yes               □No

If No, please explain  


5. At the present time, are any employees absent from work due to disability, maternity leave or 

other leaves of absence?                                                                        □Yes               □No


If Yes, please explain  


6. Do all employees work at least 24 hours per week?                               □Yes              □No

7. Are your employees covered by Workers Compensation?                     □Yes               □No

8. Are any of your employees seasonal?                                                    □Yes               □No


(A seasonal employee must work at least 9 full months over a 12 – month period.)
9. What percentage of your employees are related?

%
                          

10. Are there any independent contractors seeking coverage?                    □Yes               □No


If Yes, please indicate on Employee Data sheet.

11. Who is your current insurance carrier? *  


12. When did your coverage begin with your current insurance carriers?
                                         

Please provide:
· Copy of 3 years of claims experience.

· Copy of 3 years of rates.

· Copy of current plan design, If any.

· Copy of most current billing.
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