Boca Benefits Consulting Group, Inc.

P.O. Box 4309 Clearwater, FL 33758

Phone: 727-535-6902 | Fax: 727-535-8190 | Cell: 727-510-7138 | Email: rw_murphy@bocabenefits.com
Group Proposal Data Requirements
	Submission date:
	1/1/3999

	Proposal required by:
	1/1/3999

	Proposed effective date:
	1/1/3999

	Submitted by:
	     


	
	General Underwriting Information

	1.
	Total census employees:
	     
	Active employees plus COBRA eligibles

	1a..
	   Ees in waiting period:
	     
	

	1b.
	   Part-time (non-eligible)
	     
	How many hours for eligibility?   25

	1c.
	        Eligible ees
	     
	Total less waiting period less part time

	1d.
	   Ees with other coverage
	     
	

	1e.
	        Net eligibles
	     
	Eligible ees less those with other coverage

	1f.
	   Ees waiving coverage
	     
	Waiving coverage for other reasons

	1g.
	   Actual participants
	     
	

	1h.
	         Actual % net eligibles
	0%
	Actual divided by net eligibles (1g. / 1e.)

	1i. 
	   COBRA ees in actual?
	     
	How many COBRA within actual participants

	1j.
	   Medicare eligibles in actual?
	Yes   FORMCHECKBOX 

	No  FORMCHECKBOX 

	Estimated number:     

	
	
	

	2.
	Group name:
	     

	3.
	Address: 
	

	3a.
	    Street
	     

	3b.
	    Street 2
	     

	3c.
	    City
	     

	3d.
	    State
	FL
	3e.
	Zip
	     


	4.
	Industry:
	     

	5. 
	SIC Code:
	     

	6.
	Federal TIN:
	     

	7.
	Legal form:
	 FORMDROPDOWN 


	8.
	Years in business
	  
	If less than 2 years, financial statements may be required.

	9.
	Any $25K+ claims in last year
	Yes  
	 FORMCHECKBOX 
   
	No
	 FORMCHECKBOX 
   
	Supplementary info sheet if yes

	10.
	Any $25K+ claims in prior yr.
	Yes  
	 FORMCHECKBOX 
   
	No
	 FORMCHECKBOX 
   
	Supplementary info sheet if yes

	11.
	Waiting period (days)
	30
	 FORMCHECKBOX 

	60
	 FORMCHECKBOX 

	90
	 FORMCHECKBOX 

	120 
	 FORMCHECKBOX 

	No wait
	 FORMCHECKBOX 


	12.
	Effective after wait period
	1st of following month  FORMCHECKBOX 
  
	Day following wait end  FORMCHECKBOX 


	13. 
	Is there more than one class?
	Yes    
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Supplementary info sheet if yes

	14.
	Other physical locations?   
	Yes    
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Supplementary info sheet if yes

	15.
	How many ees outside primary service area?  
	     

	16.
	Are there disabled ees/deps ?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Supplementary info if yes

	16b.
	Any ees in 16. above not actively at work?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Supplementary info if yes

	17.
	Are there retirees covered?
	
	
	
	
	

	18.
	Are any benefits collectively bargained?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	

	19.
	Primary reason for this proposal request:
	 FORMDROPDOWN 



	20.
	Employer contributes:
	Ee:  0%
	Dep: 0%

	21.
	Anniversary date
	1/1/3999

	22. 
	Open enrollment period
	Start: 1/1/3999   
	End: 1/31/3999

	22a.
	Has employer utilized 3rd party laptop enrollment services  in the past? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	22b.
	Would employer be interested in proposals for 3rd party enrollment services?  Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	22c.
	Would employer be interested in proposals for communications services? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	
	

	23.
	Medical Carrier History
	Carrier Name
	From
	To

	23a.
	          Present
	     
	1/1/3999
	12/31/3999

	23b.
	          Prior 1
	     
	1/1/3999
	12/31/3999

	23c.
	          Prior 2
	     
	1/1/3999
	12/31/3999

	23d.
	          Prior 3
	     
	1/1/3999
	12/31/3999

	23e.
	          Prior 4
	     
	1/1/3999
	12/31/3999

	
	

	24.
	Rate History
	Current
	Renewal: 1/1/3999

	24a.
	    Medical
	
	

	
	         EE
	$999.99
	$999.99

	
	         E+C
	$999.99
	$999.99

	
	         E+S
	$999.99
	$999.99

	
	         Fam
	$999.99
	$999.99

	24b.
	    Dental
	
	

	
	         EE
	$44.44
	$44.44

	
	         E+C
	$44.44
	$44.44

	
	         E+S
	$44.44
	$44.44

	
	         Fam
	$44.44
	$44.44

	24c.
	 Life/$1000
	$0.99
	

	24d.
	 AD&D/$1000
	$0.99
	

	24e.
	 STD/$100
	$0.99
	

	24f.
	 LTD/$100
	$0.99
	

	24g.
	 Optional disability buy-ups
	Supplementary info required (percent and rates)

	24h.
	 Voluntary Life
	Supplementary info required (amounts, multiples, rate sheet)

	24i.
	 Payroll deduct benefits
	Supplementary info required (coverages, carrier, rate sheet)

	24j.
	 Other lines
	Supplementary info required (as required)

	24k.
	 Is there a pre-tax Flexible Spending Account? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 
 

	24l.
	 If “Yes” to FSA above who administers?      

	
	
	

	25.
	Does the employer have any special financing techniques in place?   FORMDROPDOWN 


	25a.
	If yes, are there any preferred banking relationships required?  Bank:      

	25b.
	If self-insured,  carrier providing stop-loss insurance:      

	25c.
	If self-insured, entity paying claims:      

	
	

	26.
	Has there been, or will there be, an HSA type plan offered?   Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	26a. 
	If previously offered, would employer prefer banking to remain the same? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	26b.
	Does employer desire present debit cards to remain in use? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	26c.
	Bank presently holding the HSA accounts:      

	26d. 
	Preferred bank if not present bank :      

	26e. 
	Will the bank provided by the HSA carrier be acceptable:  Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	26f.
	How much employer money will be contributed for HSA’s this year:         


	27.
	Has group been cancelled or declined by any carrier in the last 12 months? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	28.
	Is this group represented by a PEO or by an HR ASO type company? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	28a.
	Will this proposal be quoting employees as “leased” via a 3rd party entity?  Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	29.
	Are payroll and benefits administration handled by in-house employees?  Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	30.
	Does employer need ERISA 5500 or other regulatory compliance assistance? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	31.
	Any 3rd party software vendors relied upon for related data feeds to carriers? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 



	
	Group Medical History

	32.
	Within the last 12 months has any employee or dependent had a continuing claim which likely to cost $10,000 or more per year for treatment due to a mental or physical disorder? 

Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 


	32a. 
	If the answer to 32. above is “Yes”, please check the below boxes which may be applicable:

	
	 FORMCHECKBOX 

	AIDS/Immune
	 FORMCHECKBOX 

	Cardiovascular
	 FORMCHECKBOX 

	Infertility
	 FORMCHECKBOX 

	Neurological

	
	 FORMCHECKBOX 

	Alcohol Abuse
	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	Intestines
	 FORMCHECKBOX 

	Pancreas

	
	 FORMCHECKBOX 

	Arthritis
	 FORMCHECKBOX 

	Drug/Substance Abuse
	 FORMCHECKBOX 

	Kidney
	 FORMCHECKBOX 

	Skin

	
	 FORMCHECKBOX 

	Back/Neck
	 FORMCHECKBOX 

	Epilepsy
	 FORMCHECKBOX 

	Liver
	 FORMCHECKBOX 

	Stomach

	
	 FORMCHECKBOX 

	Blood
	 FORMCHECKBOX 

	Ears/Eyes
	 FORMCHECKBOX 

	Lungs
	 FORMCHECKBOX 

	Stroke/Paralysis

	
	 FORMCHECKBOX 

	Bone/Joint
	 FORMCHECKBOX 

	Emphysema/Pulmonary
	 FORMCHECKBOX 

	Lupus
	 FORMCHECKBOX 

	Venereal/STD

	
	 FORMCHECKBOX 

	Brain
	 FORMCHECKBOX 

	Heart Disease
	 FORMCHECKBOX 

	Mental/Nervous
	 FORMCHECKBOX 

	Other

	
	 FORMCHECKBOX 

	Cancer/Tumor
	 FORMCHECKBOX 

	High Risk Pregnancy
	 FORMCHECKBOX 

	Migraines
	
	

	32b. 
	Are any employees or dependents currently pregnant? Yes:  FORMCHECKBOX 
  No:  FORMCHECKBOX 
   How many?    

	32c.
	If  there was a $25K+ claim in the past year, or if 32. above is answered “Yes”, please provide the following information for each individual with a likely serious continuing condition. This information should be to the best of the employer’s knowledge only. Do not identify any employee by name, SSN, etc., which might constitute a violation of HIPAA relative to the private nature of PHI (i.e., protected health information). Please use an additional sheet if necessary.

	
	EE or

Dep
	Age
	Site

Location
	Nature of

Condition
	Dates of

Treatment
	Names of

Meds
	Claims Paid

To Date
	Prognosis

	
	   
	  
	     
	                       
	                
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	
	   
	  
	     
	     
	     
	     
	$0
	     

	Employer’s Representative Acknowledgement

The undersigned authorized representative of the employer requesting proposals hereby acknowledges that: (1) the information provided above will be relied upon by various carriers during the underwriting of their proposals; (2) that the information supplied above is complete, truthful and correct to the best of his/her knowledge; (3) no information has been withheld or omitted concerning the past or present state of health of eligible employees and/or their dependents who will apply for coverage under a proposing carrier’s terms, and; (4) the summary health information provided above was not acquired, used, or disclosed other than as permitted by applicable law (i.e., HIPAA), and specifically was not and will not be used for employment related actions and/or decisions. The undersigned further acknowledges that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or application containing any false, incomplete or misleading information may be found guilty of a serious criminal offense in the jurisdiction where such actions take place. Fraudulent application information may subject both the employer and its authorized representative to prosecution under applicable statutes.
                                                            
____________________________                        ______________________________
Print Name of Authorized Employer Representative                                           Signature of Authorized Employer Representative
1/1/3999                                                                      ______________________________
______________________________                        ______________________________

Date                                                                                                                       Title of Authorized Employer  Representative










