Non-Regulated Small Group Quote Request Form (51-100)
Group Name: _________________________________________________________________________________

Physical Address: _____________________________________________________________________________

City, State & Zip:  _____________________________________________________________________________

AGENT:  _______________________________________EMAIL:______________________________________
	Are you the Current Agent:
	Yes _______         Commission _____% to be included in the quote

	
	No _______


Nature of Business: ___________________________________________________  SIC:  ____________________
Requested Effective Date: ________________________________________________________________________

Original Effective Date w/Current Carrier: ___________________________________________________________

How many years with previous carrier:  ___________ (if less than 2 yrs, please provide prior carrier & original 
effective date)

	Current Rates:   

	Renewal Rates:

	Current Benefit Summary

	Employer Contribution (list either % or $ for employee and/or dependent coverage)  


CENSUS (Email in spreadsheet form and include Sex, Zip Code, date of birth (DOB) or age, gender, employee’s 
home zip code and tier level-EO (employee only), EC (employee and child(ren), ES (employee and spouse), 
EF (employee and family)
Total number of employees on Payroll_________  Fulltime _______  Part-time ________

Total on waiting period (wp) ____________   Length of WP ____________

Total on COBRA:  _________  should be included and noted on Census
Total waiving – other group coverage _____________

Total waiving – no other coverage ___________                         
	                      If condition is ongoing, please show Diagnosis & Prognosis, DOB and Date of Condition, (Treatment/ Risk Data     Medication)  Please provide current carrier claim reports HB2015.
In the past 12 months, has a claim been submitted in excess of $10,000?                 Yes ______    No ______

Is any treatment expected in the next 12 months for the above amounts?                 Yes ______    No ______

Are any participants disabled or not actively at work?                                               Yes ______   No ______

Has any participant been diagnosed as having a high risk condition?                        Yes ______   No ______

Examples:  Cancer, heart related problems, AIDS, drug abuse, mental &

                   nervous conditions




Please submit this form and any attachments to:
Texas RFP 51-100@bcbstx.com
