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7 A Coventry Health Care Plan




REQUEST FOR QUOTE

Group Size: 51 - 999 Employees
GENERAL INFORMATION

	Employer Group Name:


	Employer Street Address:



	City:


	State:


	Zip Code:


	County:



	Nature of Business:


	SIC Code:

	Number of Years in Business:


	Proposed Effective Date:
	Participates With Association:

□  Yes

□  No

Association Name____________________________

	Account Executive:  Joe Schmitt

	Assigned Underwriter:   Kristin Chopp


	Date Submitted to Underwriting:


	Underwriting Deadline to Sales:




BROKER INFORMATION

	Agency Name:


	Broker/Producer’s name:
	Commission:

□ Standard

□ Other:


CURRENT PARTICIPATION 

	
	Total 

	Total Employees
	

	Total Employees eligible for coverage (exclude spousal waivers and ineligible part-time employees)

	

	Active Employees
	

	Pre-65 Retirees
	

	COBRA
	

	Part-time Employees
	

	Out-of-Area Employees
	

	Employee Waiting Period

	Part Time Eligibility Requirements


EMPLOYER LOCATIONS

	Location(s)
	City
	State
	Zip Code
	# of EEs

	Main
	
	
	
	

	Other #1
	
	
	
	

	Other #2
	
	
	
	

	Other #3
	
	
	
	


Is any part of this group, or any affiliated company, currently a HealthAmerica customer?

Yes □ 

No □   

If yes, please provide details:____________________________________________

________________________________________________________________________________________________

Has This Employer Group Been A HealthAmerica Customer In The Past?

Yes □

No □   

If yes, when: _________________________________________________________
PLANS TO QUOTE
	HMO:
	Rx:

	POS:
	Rx:

	PPO:
	Rx:

	HDHP:
	Rx:


Requested Plan Funding Type:
Fully Insured □
      Minimum Premium □
Self- Funded □

Are We Bidding As Sole Carrier?
    Yes □
No □
If No, List Other Carrier(s) Bidding for Coverage:

Current Carrier(s): ________________________________________________________________
Current Plan Design(s) Attached (Carrier Benefit Summaries)? 
Yes □

No □
Current Plan Funding Type:

Fully Insured □
      Minimum Premium □
Self- Funded □


 If self-funded, how long has employer been self funded?
_________________ years
Provide Name Of Current Stop Loss Carrier: ____________________________   Number of years: ___________

If less than three (3) years, how many stop loss carriers in the last five (5) years? _________________________________

CURRENT RATES/EMPLOYER CONTRIBUTIONS

	Tier:
	Current rates  □
Renewal Rates  □
	Contribution by employer by percent or dollar amount*

	Employee
	
	

	Employee/ Child
	
	

	Employee/ Children
	
	

	Employee/ Spouse
	
	

	Family
	
	


If dollar amount or percent varies by coverage option, please indicate amount as shown above.

Experience Provided?


Yes □ 

No □
If no, please explain:__________________________

Large Claims Provided?


Yes □ 

No □ 
If no, please explain:__________________________
Large Claim Analysis (>$10,000):

	Indicate Employees or Dependent
	Nature of Illness
	Date of Onset
	Approx. Amount of Claim
	Length of Disability
	Current Health Status

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Is Renewal Information Available?    Yes □
No □

Renewal % change: ______________

CARRIER HISTORY

Number of carriers in past five (5) years: ____________________________________________________________

If more than three (3), give reasons: _______________________________________________________________

	Carrier
	From
	To
	Coverages:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Chapter 11 Bankruptcy in last 12 months?
	□ Yes
	□ No

	
	
	

	Are all employees covered by Worker’s Compensation?
	□ Yes
	□ No

	If “No”, please identify employees on census and give reason for no coverage)
	
	

	
	
	


Information Obtained From _______________________________________________  □ Direct             □ Broker/Agent


                                                          

Name

                                                                   HealthAmerica Use Only Below

I Hereby Verify That The Above Information Is True And Correct According To The Agent Or Account.
	
	
	

	HealthAmerica Marketing                                    Date 
Representative Signature        
	
	HealthAmerica Sales                                           Date

Management Signature                       



