MEDICAL ASSESSMENT

Effective date: _____________






Agent:______________________________

business name:
______________________________________________phone:____________________ fax:__________________

Address:  ___________________________________________________________________________________________________

city _____________________________________ state___________
zip ___________  county  _____________________

nature of business: _______________________________________ yrs. in business:  ________    sic code: __________

total number of employees ________                      
 total number of eligible employees ________

employer contribution for employees _________%       
 contribution for dependents _________%

1.  Current plan information  - please complete if  these benefits are currently offered
 FORMCHECKBOX 
  medical
carrier: __________________
how long w/this company? ___________




 FORMCHECKBOX 
HMO

 FORMCHECKBOX 
PPO

 FORMCHECKBOX 
POS

 FORMCHECKBOX 
other

rates:
employee only 

___________



employee/spouse
___________


employee/child

___________


family


___________

 FORMCHECKBOX 
  dental
carrier: __________________
how long w/this company? ___________

rate:
employee only 

___________



employee/spouse
___________


employee/child

___________


family


___________


 FORMCHECKBOX 
  life

carrier: __________________
how long w/this company? ___________


 FORMCHECKBOX 
  ltd  - std
carrier: __________________
how long w/this company? ___________

2.  medical profile –  please  answer  to the  best of your knowledge for all eligiblemployees &  dependents
a. has anyone been treated for a serious illness, been hospitalized or had surgey in the past five years
?  
yes
no

     (e.g. cancer, diabetes, cardiovascular disease, AIDS, substance abuse, renal disease, mental illness)

b.  Has anyone undergone open-heart surgery or received significant cardiac testing at anytime in the past?
yes
no

c.  have there been any claims of $10,000 or more in the past 12 months?




yes
no

d. is anyone apt to have a continuing claim due to a mental/physical disorder or for prescribed drugs i.e.


     anti-rejection drugs, fertility drugs, growth hormones, steroids, insulin, cardiac medications, AZT,

     drugs for mental nervous conditions or any other maintenance medications?



yes
no

e. has anyone been advised to have surgery or diagnostic testing in the last six months?


yes
no

f.  are any employees and/or dependents pregnant?







yes
no

g. has any employee missed 10 or mor consecutive days of work in the last 12 months due to illness?

yes
no

h. are there any employees who are not actively at work performing his/her full-time duties?


yes
no

i.  are there any current or former employees or dependents on COBRA?




yes
no
if you answered “yes”  to any “Medical Profile” questions, please provide details below.

      nature of illness


 medications


                current  prognosis
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


SHOULD YOU HAVE ANY QUESTIONS, PLEASE CALL 713-527-0444 – YOU MAY RETURN TO FAX 713-527-0457

