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  Employer Stop Loss Quote










       Request for Information


PROSPECT INFORMATION



Employer Name:







  Date:


 City/State:








  Zip: 



Nature of Business: 






  SIC:



 
Requested Effective Date:



Proposal Due Date: 




CONTACT INFORMATION
Contact Name: 





Company Name:





Email Address: 





Phone Number:






Fax Number: 











CURRENT CONTRACT INFORMATION
Current Carrier:




Effective Date: 





Current Funding Arrangement:   FORMCHECKBOX 
 Self Insured
 FORMCHECKBOX 
 Fully Insured

Current Specific Deductible:



Agg/Spec Deductible: 




Lifetime Max: 




 
Contract Basis: 





Coverages: 





Aggregate Contract: 




Coverages: 





Current Lasers: 












Additional Options:
 FORMCHECKBOX 
TLO

 FORMCHECKBOX 
Monthly Accommodation
 FORMCHECKBOX 
Spec Advance

HISTORICAL RATES AND FACTORS


	
	Renewal
	Current Year
	Prior Year
	2nd  Prior Year

	Commission %
	
	
	
	

	Specific Deductible
	
	
	
	

	Single Rate
	
	
	
	

	Family Rate
	
	
	
	


	
	Renewal
	Current Year
	Prior Year
	2nd Prior Year

	Aggregate Premium

Rate
	
	
	
	


	Aggregate Factor
	Renewal
	Current Year
	Prior Year
	2nd Prior Year

	Single Factor
	
	
	
	

	Family Factor
	
	
	
	


VENDOR INFORMATION
Current TPA: 





  Proposed TPA: 



 
Current Network: 




  Proposed Network: 




Current Case Management: 



  Proposed CM: 





Current UR: 





  Proposed UR: 





Current PBM:





  Proposed PBM:



                                                                    
QUOTE REQUEST
Specific Deductible Options:






Alternative Claims Basis: 






Alternative Plan Design:

 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
  No
(Attach summary of desired plan design)
Additional Quote Requests: 





INDIVIDUAL LARGE CLAIMANTS
Please provide claim information for current and prior periods.

  For the current contract period, include any individual who:
· has reached or has the potential to reach 50% of the specific deductible and /or has a trigger diagnosis,  

·  had an organ transplant or is wait listed for an organ transplant – specify the type of transplant and the date wait listed

· is disabled, not actively at work, or confined in the hospital, home or elsewhere. 

For the prior periods, include any individual who:

had claims in excess of the specific deductible

	Claimant ID
	Claimant Type

(Employee, Spouse or Child)
	Dates of Service
	Diagnosis/ ICD-9
	Amount Paid
	Amount Pending
	Prognosis
	Case Mgmt Notes Attached 

(Y or N)
	Current Status

(Active, Termed, Cobra)

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Attach supporting documentation from plan administrator. 
GROUP MONTHLY CLAIM AND ENROLLMENT

Please provide claim information for current and prior periods.  

	Month / Year
	Enrolled Employees
	Gross Claims Paid
	Specific Claims Paid
	Net Claims Paid

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Attach supporting documentation from plan administrator. 
PLAN DOCUMENT

Please provide the current plan document for all plan designs.  

If plan changes have been made during the past 3 to 5 years, please provide a description of the changes and the effective date of each change.

If the proposed plan is different than the current plan, please provide a detailed description of the proposed or alternative plan design requested. 
CENSUS

Please provide a current census of all employees to include:  age or date of birth; gender; coverage level (single, spouse, child, or family coverage); and zip code of residence.  If there are multiple medical plans or networks being offered, please indicate the medical plan or network elected by the employee.  Please also identify Retirees or COBRA Continuees and provide the COBRA effective date. 

A sample census is shown below for use as a guide.  
	Employee ID
	Birth Date
	Gender
	Coverage
	Zip Code
	Plan Option
	Network
	Retiree
	COBRA

Eff. Date

	123abc
	mm/dd/yy
	m
	single
	12345
	Base plan
	PHCS
	y
	5/8/06

	7689ab
	 mm/dd/yy
	female
	Ee & family
	12345
	$500 ded
	HCM
	
	

	1
	mm/dd/yy
	f
	none
	12345
	waived
	n/a
	
	

	
	
	
	
	
	
	
	
	


REQUIRED ATTACHMENTS
As a reminder, please be sure to attach the necessary documents.  This information is necessary to produce a quote.


             Not
Attached      Applicable
 FORMCHECKBOX 


 FORMCHECKBOX 

Large Claim Reports for current and prior periods including any Case Management Notes.

 FORMCHECKBOX 


 FORMCHECKBOX 

Monthly Claims and Enrollment for current and prior periods.

 FORMCHECKBOX 


 FORMCHECKBOX 

Current Plan Design

 FORMCHECKBOX 


 FORMCHECKBOX 

Alternative / Proposed Plan Design

 FORMCHECKBOX 


 FORMCHECKBOX 

Prior Plan Design

 FORMCHECKBOX 


 FORMCHECKBOX 

Current Census   
This Request for Proposal is not a contract of insurance.  No coverage is bound or afforded by this questionnaire.  A proposal will be based upon information included on and attached to this Request for Proposal.  The undersigned hereby certifies that this information accurately represents the facts and that no requested information has been misrepresented, misstated, omitted, or altered.  In the event that the undersigned becomes aware of facts that would have a material effect on the proposed coverage, any such facts or information will be immediately reported to the carrier.   I 
understand that if information material to the underwriting of this coverage changes, the carrier 
reserves the right to pursue, without limitation, an adjustment of premiums or coverage in accordance with such correct facts or information and any other remedies available through operation of law or at equity. 

Name:






Signature: 






(printed)

Title:  





 
Date: 







Berkley Accident & Health, LLC is the U.S.-based accident and health underwriting manager that underwrites Accident & Health lines of business on behalf of the statutory insurers within the W.R. Berkley Corporation group of companies.  Coverages are underwritten by Berkley Insurance Company, A+ rated by A.M. Best, Financial Size Category XV.

* Other statutory insurers writing Accident & Health business within the W.R. Berkley group of companies: Acadia Insurance Company in CT, Great Divide Insurance Company in MA and Berkley Regional Insurance Company in AL.
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