
Date of Interview: ______________________________    Effective Date of Coverage: ______________________________

Company Name: ______________________________________________________________________________________

H.O.Address: ___________________________  City: _____________  State: ________  Zip: ________  County: ________

Contact Name: _____________________  Phone: ____________________________  Fax: __________________________

Mobile: ___________________________ Email: ________________________

Nature of Business: ____________________________________________________________________________________  

Multiple Locations?  Yes  No  (if yes, please indicate the full address of each location)

Address 1: ______________________________  City: _____________  State: ________  Zip: ________  County: ________

Address 2: ______________________________  City: _____________  State: ________  Zip: ________  County: ________

Address 3: ______________________________  City: _____________  State: ________  Zip: ________  County: ________

Years in Business: ________________________

Total # Employees: _____  # of Full-Time: _____  # of Part-Time: _____  # on Current Plan: ______  # Waiving: _______

# of Union: ________   Are they covered under a separate Union contract?  Yes  No

Is this administered under a local payroll company? Yes  No # of Pay Periods per year: _____________________

Do the employees share in the premium? Yes  No If yes, what percent: __________________________

Are you a Chamber of Commerce Member? Yes  No If yes, what Chamber Alliance: __________________

Do you currently have a Section 125 Plan? Yes  No

Do you currently have a 401(k) Plan? Yes  No

Current Medical Carrier: _______________________________    Plan Type/Name: _______________________________

Current Medical Deductible: _____  Office Copay: _____  Drug Card Copay: _____  IP Copay: _____  OP Copay: _______

Coinsurance: ____________________________ to ____________________________
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Current Dental Carrier: _______________________________    Plan Type/Name: _________________________________

Current Dental Deductible: ________  Preventative: ________  Basic: ________  Major: ________  Ann. Max: ___________

Orthodontia: ________ Ortho Max: ________

Current Group Life Carrier: _____________________________________    Amount: ______________________________

Current Voluntary Life Carrier: ___________________________________    Amount: ______________________________

Current STD Carrier: __________________________________________    Plan Design: ___________________________

Current LTD Carrier: __________________________________________    Plan Design: ___________________________

Comments:___________________________________________________________________________________________
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