HEALTH INSURANCE PROPOSAL REQUEST

EMPLOYER QUESTIONNAIRE

Name of Group ____________________________________________________
1.
Over the past three years has any eligible plan employee or dependent (including

Yes

No

 
COBRA continuees, if applicable) incurred more than $2,500 of medical


expenses (including prescriptions and mental/nervous/substance abuse expenses)?


These include expenses which may not have been reimbursed by insurance.

2.
Is there any employee or dependent (including COBRA continuees, if applicable) 
Yes

No


disabled so as to perform the usual duties of his/her occupation or unable to do


substantially all the normal activities of a healthy person of the same age?

3.
Is there any employee or dependent (including COBRA continuees, if applicable) 
Yes

No


with health conditions for which surgery or hospitalization has been advised or 


anticipated?

4.
Is there any employee or dependent (including COBRA continuees, if applicable) 
Yes

No


with a serious health condition (heart, blood pressure, cholesterol, stroke, asthma, 


respiratory, AIDS, ARC, kidney, liver, cancer, tumors, arthritis, ulcers, colon, 


alcoholism, mental/nervous, substance abuse, diabetes, epilepsy, blood disorder,


hemophilia, multiple sclerosis, etc.) who has not previously been mentioned?

5.
Is there any employee or dependent (including COBRA continuees, if applicable) 
Yes

No


who is currently pregnant?

If any of the above questions have been answered “Yes”, please explain below.  Use the back of this questionnaire if needed.
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Signature






Title



Date



