HR Quotes Medical Insurance Referral Form

Email to info@hrquotes.com or fax to 801-348-4727

The following information is completed to the best of my knowledge and belief.  I understand that all information shall be held in strict confidence, and shall be used for no other purpose than general proposal analysis.  I understand that any employees hired after this statement and before the effective date of any agreement, which may be consummated as a result of the proposal, may require medical underwriting for acceptance on an individual basis by the health insurance carrier.  I also understand that any information found to be false or a misrepresentation is grounds for termination of the aforementioned proposal agreement.

Signature:_____________________________________________________
Date:      
Company Name:       
Effective Date Requested:       
Headquarters Full Address:  ​​​​​​​​​​​​​​​​     
SIC code or Nature of Business:       
Principals:       
Contact Person:       


Other Work Locations & State:       
Email:       
Total # of employees:       
Full-time:       
Part-time:       
Pay Frequency(Weekly, Bi-Weekly, Monthly, Semi-Monthly):      
Number of Years in business:         New hire waiting period:       
% of employer contribution:       
Current insurance carrier:         Number of different healthcare carriers in the last 5 years:       


Are retirees under the age of 65 eligible for coverage:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Number of eligible retirees:      
In accordance with YOUR company records and to the best of your knowledge, answer the following questions:

Has any employee, individual in a retiree class, dependent (spouse or child), COBRA beneficiary, or individual within their Cobra election period:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Missed 10 or more consecutive days of work in the past 12 months due to illness?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
NOT perform his or her duties on a full-time basis due to illness/injury?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Currently incapacitated or confined to a hospital, treatment facility or at home?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Had more than $5,000 of medical expenses in the past 24 months? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Had more than $10,000 of medical expenses in the past 24 months? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Been advised to have surgery and/or treatment for serious illness, but have not yet done so?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Currently pregnant?   Due Dates      
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Disabled or have a mental/physical disorder?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Have a medical history of frequent treatment? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Organ transplant (other than Corneal)

Has any employee, individual in a retiree class, dependent (spouse or child), COBRA beneficiary, or individual within their Cobra election period received treatment, had treatment recommended, or had medication prescribed within the past 24 months for any of the following: 

	 FORMCHECKBOX 

	Heart circulatory/pain
	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	AIDS or related complex
	 FORMCHECKBOX 

	Back or spinal disorder

	 FORMCHECKBOX 

	High blood pressure
	 FORMCHECKBOX 

	Tumors
	 FORMCHECKBOX 

	Multiple sclerosis
	 FORMCHECKBOX 

	Cancer

	 FORMCHECKBOX 

	Chronic respiratory
	 FORMCHECKBOX 

	Systemic lupus
	 FORMCHECKBOX 

	Leukemia
	 FORMCHECKBOX 

	Cystic fibrosis

	 FORMCHECKBOX 

	Seizure disorder
	 FORMCHECKBOX 

	Any disease or disorder of the kidneys, liver or lungs
	 FORMCHECKBOX 

	Nervous, or Neurological, or Mental disorder
	 FORMCHECKBOX 

	Alcohol or drug abuse or dependence, or psychological disorder.

	 FORMCHECKBOX 

	Heart or vascular disease, or stroke.
	 FORMCHECKBOX 

	Digestive disorder
	 FORMCHECKBOX 

	Genito-Urinary system problems
	 FORMCHECKBOX 

	Muscular dystrophy


For any “yes” answers given above, please provide additional information below (Next Page) for each individual. 

Name
Class
Age
Medical Condition
Date of Treatment
Medication Treatment

     
     
     
     
     
     


     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     


     
     
     
     
     
     


     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     


     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     


     
     
     
     
     
     

     
     
     
     
     
     

     
     
     
     
     
     

 *Class:   E = Employee    D = Dependent    C = COBRA    R = Retiree

Has company, at any time during the past 24 months, had medical coverage terminated or a renewal of medical coverage refused?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes, please provide details:      
Have any medical benefits now, or within the past 24 months, been partially self-funded or self funded by YOU in any manner other than health insurance premium payments?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If yes, please provide details AND attach medical claims experience AND monthly enrollment in the plan ending within 3 months of the proposed effective date (up to a previous 24 months):      
Date of renewal:      


	



CURRENT HEALTH & BENEFITS ANALYSIS

	Plan 

HMO / PPO


	Plan Design

(ie. 90/10)  
	Office Visit Copay 

	Hospital Copay 
	Rx Benefit 
	ER Copay 
	Deductible Participating 
	Deductible

Non Participating
	Coinsurance 

Stop loss 

	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	# of EE’s
	Medical Rate
	Dental Rate
	Vision Rate
	Life Rate

Ex. 25K @ $3
	AD/D Rate

Ex. 50K @ $3
	LTD Rate

ie $.50 per $100
	STD Rate

ie $.50 per $100

	Employee
	     
	     
	     
	     
	     
	     
	     
	     

	EE+Child(ren)
	     
	     
	     
	     
	     
	     
	     
	     

	EE+Spouse
	     
	     
	     
	     
	     
	     
	     
	     

	Family:
	     
	     
	     
	     
	     
	     
	     
	     

	Employee Name
	Marital Status (S-M)
	Gender (M-F)
	Coverage (ie. Fam, Cpl, Sgl, EE+1)
	Date of birth
	Current Insurance Type: (HMO/POS/PPO)
	Estimated Annual Income
	State
	Employ-ment Status (Ft-Pt)
	W/C Class Code/ Job Title

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


Employee Benefit Census Information

Additional information or comments:      
Additional Employee Benefit Census Information

	Employee Name
	Marital Status (S-M)
	Gender (M-F)
	Coverage (ie. Fam, Cpl, Sgl, EE+1)
	Date of birth
	Current Insurance Type: (HMO/POS/PPO)
	Estimated Annual Income
	State
	Employ-ment Status (Ft-Pt)
	W/C Class Code/ Job Title
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