Medical Benefits Group
SMALL GROUP PROPOSAL REQUEST

Name of Prospect State Zip

Producer Name and Producer # NEF Agency

Telesales Rep

Type of Industry

Agent Information: Phone: ( )] Fax: ( ) e-mail:

Does the group have multiple jocations? [ ] Yes [ ] No If yes, please list:

Does the eroup have more than one tax ID number? [ ]Yes [ ]No

It yes, pleasc list:

Hospital Preference

Deductibles [ $0 (1250  []s$500 [Js1000 []$1500 [J$2000 [ $5000
Co-Insurance || 10004 ] 9004 [] 8094 [] 500

Office CoPay [] 15 Cs20 Olses sz [ $40
Options { ] Maternity [] Supp. Acc. [_| Dental [] Life Amt.

Prescription Coverage O Copays ] Generic Only O Discout

Employee Data:

Name EE/D.0OD. Dependent Coverage™

Dependent Coverage Codes = S- Single, F- Family, T- Spouse, K-Kids
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Hospital Preference_________________________________________________________________________________

Prescription Coverage               Copays           Generic Only                 Discount

Medical Benefits Group


GROUP MEDICAL PROFILE
Medical Profile

Employer: Please answer the following questions to the best of your knowledge for all eligible employees and
their dependents, (proprietors, partners, corporate officers, employees, spouscs and dependent children). Give details to
questions answered "Yes"” in the space provided. '

A. Have any claims greater than $3,000 been paid in the last 12 months? [] Yes [ ] No
B. Has any employee and/or dependent been hospitalized or had surgery in the last 12 months? [ | Yes [ ] No

C. MEDICAL CONDITION # OF EMPLOYEES

1) HIV positive, AIDS, or other immune system disorder 1)
2) Kidney transplants or liver disorder (excluding kidney stones) 2)
3) Malignant cancer, including leukemia, within last 3 years k)]
4) Malignant cancer from the last 4 to 10 years ago 4)
5)  Treatment for stroke, seizures, multiple sclerosis or other serious neurological conditions within last 4 yeurs 5
) Heart attack, congestive heart failure, or serious heart disorder within the last 5 years 6)
T) Nervous or mental disorder or disahilities requiring inpatient hospitalization within last 5 years

(if yes, next question does not apply for that particular case) 7
8} Nervous or mental disorder or disability requiring vutpatient treatment anly,

including prescription drugs within last 5 years 8)
%) Alcohol or drug abuse treatment within the last 5 years 9)
10) Emphysema or tuberculosis 10)
11) Asthma hospitalization within the last 3 years 11)
12) Blood including anemia treated with prescription drugs within the last 3 vears 12)
13) Diabetes 13)
14) Infertility currently nnder treatment 14)
15) Hemophilia or sickle cell anemia 15)
16) Organ or bone marrow transplant (vr awaiting such a transplant) 16)
17) Are any employees or dependents pregnant? [ Yes [ | No

If "Yes" how many? What trimester? 17y
18) List of prescribed medication currently used by each employee and/or dependent 18)

EE or Age Nature of Dates of Name of Dosage $ Amount of Prognosis / Current Treatment
Dep Condition Treatment | Medication Prior Claims

The information on this form is designed to expedite your proposal request and provide you with a more accurate
quotation. The prospective applicant hereby certifies that the information on this form is complete and true to the
best of his/her knowledge.

Prospective Applicant Name and Title {Please print) Prospective Applicant Signature (Optional) Date

Producer Signature Date

Please Fax this completed form to:

Page 2 of 2



