HR Quotes PEO and Insurance Referral Form

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


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       Yes       No

Number eligible      
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:

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

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

     Yes      No 
Currently confined at home, in a hospital, or treatment facility? 

     Yes      No 
Had more than $5,000 of medical expenses in the past 24 months? 

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

     Yes      No 
Been advised within the past 90 days to have surgery or be hospitalized? 

     Yes      No 
Currently pregnant?   Due Dates      
     Yes      No
Disabled or have a mental/physical disorder?

     Yes      No 
Have a medical history of frequent treatment? 

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: 

     Yes      No 
AIDS or an AIDS-related complex or other immune system disorder.

     Yes      No 
Alcohol or drug abuse or dependence, or psychological disorder.

     Yes      No 
Cancer or cancerous tumor.

     Yes      No 
Heart or vascular disease, or stroke.

     Yes      No 
Diabetes or any disease or disorder of the kidneys, liver or lungs.

     Yes      No 
Neurological Disorders

     Yes      No 
Organ transplant (other than Corneal)

For any “yes” answers given, please provide additional information below 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?      Yes      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?       Yes      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. 90/70)  
	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

i.e. 25K @ $3
	AD/D Rate

i.e. 50K @ $3
	LTD Rate

ie $.50 per $100
	STD Rate

ie $.50 per $100

	Employee
	     
	     
	     
	     
	     
	     
	     
	     

	EE+Child(ren)
	     
	     
	     
	     
	     
	     
	     
	     

	EE+Spouse
	     
	     
	     
	     
	     
	     
	     
	     

	Family:
	     
	     
	     
	     
	     
	     
	     
	     

	Pricing Model and info.            FORMCHECKBOX 
Cut Offs  FORMCHECKBOX 
Bill factor
	Pricing Comments       


	W/C Code
	State
	Description of operation
	# of EE’s
	Annual

Payroll
	Average yearly salary per EE
	Avg. weekly wage Per EE
	Current PEO  rate
	Current Workers Comp rate
	Proposed Workers Comp rate
	Admin fee

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


SUTA Rate      
Workers Comp E- Mod      
Approx. Turnover Rate %         
Workers Comp Policy or PEO Renewal Date       




State Account #      
Federal ID #       
Requested first check Date if approved                   

Companies comments on services, benefits, or expectations      
Additional Notes      
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