
EMPLOYEE BENEFITS RESOURCES INC


PROPOSAL REQUEST FORM


DATED_________


1. Group Name: _____________________________________ Effective Date: __________________

2. Address: _________________________________________ City: _______________ Zip: _______

3. Contact Person: ___________________________________ Title: __________________________

4. Phone:_______________________ Fax:________________Email:___________________________

5. # of Employees: _____________ # Eligible Employees: _________#Out of State Employees:_______

6. Nature of Business: ________________________________Business Started:____________________

7. Employer Contribution towards premium for Employee ___________% Dependents ____________%

8. Employee eligibility waiting period: 30______ 60 ________ 90 _______ 180 ______ 365 ______days

9. Current Carrier:__________________________ # of Yrs: _____________ Renewal Date: _________

10. Current Benefits: PPO/Indemnity: Co-Insurance: __________________ HMO Plan: ______________

       Office Copay: _______________ Rx Copay: ______________ Hospital Copay: __________________

       Deductible: _________________ HRA: __________________ H.S.A:__________________________ 

       Other benefits: (i.e. vision, chiro etc): ____________________________________________________

      Current Rates: Single: $________ + Spouse: $__________ + Child (ren):$________Family: $ _______

      Monthly Medical Premium: $_________________   Rate Adjustment Factor: _____________________
11. Dental Benefits: Deductible: $___________ Insurance % _____________ Annual Max: $__________

Dental Rates: $______________ $_________________ $_______________ $___________________

Monthly Dental Premium: ________________ Dental Carrier: _______________________________

12. Has your group had any medical claims exceeding $10,000 in the last 12 months? ________________

13. Do you have any employees in the following categories: Disabilities: Yes__________ No __________

Cobra: Yes_____________ No _____________ Pregnancy: Yes______________ No______________
14. Do you have a Section 125 Premium Only Plan: Yes ______________ No __________________

Any questions, please do not hesitate to call Sylvia Neuweiler at (415) 446-5539. Fax: (415) 446-5542

