INFORMATION NEEDED TO OBTAIN GROUP QUOTES

Name of Business:

Address: City Zip Code

Industry: SIC Code (if known)

# of Years in Business:

Total # of employees:

E-mail:

Phone:

Do you currently have a group plan in place? Yes No

If Yes, what Insurance Company? Policy #

Renewal Date:

Do you currently have a broker? Yes No

If you have 5 employees or less, some carriers will require you provide tax information showing
proof of business. Please provide the following tax forms based on your type of business:

Sole Proprietorship IRS Form 1040 and Schedule C or F

Partnership IRS Form 1065

Corporation IRS Form 1120

S Corporation IRS Form 1120S or 2553

LLC or LLP IRS Form 1040 and Schedule C or F, 1065 or 1120
Or

Most recent Washington State Employer’s Quarterly Report for Industrial Insurance (form #212-055);
Or

Most recent Washington State Employment Security Quarterly Wage Detail Report (form #EMS 5208
B).



If you have been in business for less than a year and have not filed any of the above forms, we
will not be able to obtain quotes on your behalf.
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o Please check if this is a request for a re-quote.

J General Information (PLEASE PRINT CLEARLY)
Group Years in
Name: Business:
City: Zip Code Is this employer in Clark County? o YES
o NO
Industry: SIC Code: EIN
Requested Employer Contribution Employee Count
Effective Date: / 01 / (Minimum = 75% per EE) (Minimum = 5 participants)
Current Coverage Employee Dependents Total # Eligible Total # Waiving
Renewal Date: / / 00 0%
Life / AD&D (automatic minimum = flat $15,000) Short-Term Disability (optional - 10 EE minimum)
o Flat$ , 000 o Option IV o OptionV % of weekly income (60% maximum) = %
o Ix Annual Salary ($50,000 max) o 2x Annual Salary ($100,000 max) Weekly benefit ($400 maximum) = $
J Current Medical Coverage (please complete or attach benefit summary)
. . For how
Carrier / plan name: long?
Plan type: o POS o PPO o HMO Co-insurance: % / % / %
Deductible $ $ Co-pays
Individual Family Office Visit Co-pay Prescription Co-pay or Co-insurance
Out-of-pocket
maximum $ $ $ $
_[ Current Dental Coverage (please complete or attach benefit summary) J. Current Vision Plan
Carrier / plan name: Carrier:
- ) ) o 12/12/12 o 12/12/24 o 24124124
$ per Individual | Maximum annual benefit = $
Deductible: Exam: Lenses: Frames:
$ per Family | Co-insurance: %/ %/ %
_[ Medical Dental Vision
Rates Current Renewal Current Renewal Current Renewal
EE only $ $ $ $ $ $
EE+Spouse $ $ $ $ $ $
EE+Family $ $ $ $ $ $
EE+Chidren) | $ $ $ $ $ $
Current Life rate = $ per $1,000 benefit Renewal Life rate = $ per $1,000 benefit
,[ Contact Information (please indicate any change in your contact information)
Person submitting quote: E-mail:
(if not the producer) o Change
Producer Name: E-mail:
o Change
Brokerage: Phone:
o Change o Change
Broker of record?  (Please note: If you are not currently the BOR for this group, please provide a o Yes Fax:
Letter of Authorization or BOR letter.) o No o Change
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