Aetna 51-125 Eligible Underwritten Quote Checklist

Make sure you have the following

O The attached checklist completed

O The attached group medical questionnaire completed and signed
O Census in excel including employee home zip codes

O Copies of current plan designs

O Current rates

O Renewal rates

U How many employees fall into each plan if multiple plans offered

Mail All Completed Information to:

Wright & Associates Insurance Group, Inc.
Attn: New Business

PO Box 4050

Traverse City, MI 49685-4050

Questions — Call 800-968-1100 Local (231) 922-0191



7 .
K Aetl’la Group Medical Questionnaire (51+)

*Home zip codes are required lor all groups with St or more empinyees

Nane of Prospect Date Completed

City, State and Zip Code of Headquarter Locatian

Broker Name Broker Phone/Fax
Are you the Agent of Record? [_|Yes [_] No

Effective Date Requested Due Date

Type of Industry SIC Code —_

Plan Information

Is there a group plan currently in place? [ [Yes [_jNo
If yes, is it an Aetna or NYLCare plan? [(ves [ INo If yes, group number

Please provide a five-year carier history, including name of carrier, effective/termination dates, current/prior rates
and last rate increase:

Carrier Name Effective & Term Date(s}  Plan Type  EE EE/Spouse  EE/Child Family increagse %
b 3 5 $
3 3 3 $
b b $ $

Please identify employer contributions:
EE EE/Spouse __ EE/Child Family

Prospective Group Information

1) Total number of eligible employees (including waivers, COBRA, retirees) )

2) How many are enrolled in the current plan or are likely to enroll if there is no plantoday?

3} Participation Yo

4) How many eligible employees not on (or not expected to be on) the company sponsored plan, have spousal or
individual coverage?

51 Current number of COBRA Continuees

6) Current number of employees on disability or medical leave

7} How many Union employees are to be covered?

8) Whal classes are eligible for coverage? [_JFull Time [ _|Part Time [ IRetirees [(IEarly Retirces

5} If Part time, are contributions the same as full time employees? [dYes [_INo

10} Do ail eligible employees work 25 or more hours? [_|Yes [ INo

11) Retiree plan type if retirces are covered

12) How many Early Retirees are covered? and % of total eligibles %o
13) What is reason group is out te bid?

14) Does the group currently have dental coverage? yes no

15) Does the group currently have life coverage? yes no

Please also pravide the following information: Copy of current carrier’s plan design, current premium schedule, two
year’s claims experience, including lives by month, two-year rate history, renewal rates, and large claimant
information.

*Insuranca produvers are rasponsible for verifying that they are appointed foxr the
antity underwriting or administering the health benefit plan.
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XAetI]a Group Medical Questionnaire (51+)

*Home zip cedes are required for ajl groups with 51 or more emplayees

Medical Profile

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

A. Have any claims greater than $25,000 been paid in the last {2 months? [Jves [INo
B. Within the past 12 months, has any employee or dependent had a serious continuing claim (i.e., chronic or

ongoing condition likely to cost $10,000 or more per year for treatment) due to a mental or physical disorder?
[JYes [ JNO If*“Yes,” check the appropriate box(es) below.

JAIDS/ Immune Disorders [CJcardiovascular CInfenility F INeurological
["JAleohol Abuse Clviaketes [Cintestines [ Jranereas
[JArthritis [(IDrug/Substance Abuse (Kidney [JSkin

[(CIBack, Neck [CJEpilepsy CLiver CIstamach

[C]Blood [[JEars/Eyes [ Lungs [JSuoke/Paralysis
[C]Bone/tsint CIEmphysema/Pulmonary ClLupus Civenereal

{IBrain {CTHeart Discase [ IMenml/Nervous [(l0ther. Detai] below
(JCancerTumor {TJHigh Risk Pregnancies [IMigraines

C. Are any employees or dependents pregnant? [_| Yes [_|No IF*Yes,” how many?

If you answered *“Yes” to question A or B, please provide the following information for each individual with a likely
serious continuing condition. Use additional sheet if necessary.

EE or | Age | Site Nature of Dates of Name of $ Amount of Progriosis / Current Treatment
Dep. Location | Condition Treatinent Medication Prior Claims

The information on this form is designed to assist in Aema’s evajuation of your group  The Prospective Applicant hereby certifies

that the informaticn on this form is complete and true to the best of histher knowledge.

Prospective Applicant Name and Title (Please Print) Prospective Applicant Signature Date

Agent Signature (Existing [ |Yes [[INo) Date Sales Representative Signature Date

*Ingurance producers are responaibla for verifying that thay are appointed for the
entity undaerwriting or administering the health benefit plan.

Id
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Aetna Quote Checklist

Date Quote Received in

Date Census

Office: Completed:
Quote Preparation Done SIC Code:
By & Date:

Name of Prospect: Broker Tax

Identification #

Address, City, State &

Name of Broker

Zip Code of Firm:

Headquarters:

Contract State: Name of Broker
Contact:

Type of Industry: Commission:

Duns #:

Phone Number, Fax
Number, Email of
Broker Contact:

What is being quoted —
medical, dental, group
insurance (please note)?

Was this quote
forwarded to group
insurance (yes or no)?

Effective Date: Aetna Representative:
Please identify the current carrier(s), plan type and CURRENT RATES & RENEWAL RATES:
Carrier Plan How Many Single Single Couple Couple EC EC Family Family
Name Type Employees Current Renewal Current | Renewal | Current | Renewal Current Renewal
are Enrolled
in Plan?
How long have they been
with their current carrier?
Employee Participation %
Please identify the employer MEDICAL contribution strategy in %:
Single Couple Employee + Child Family
Please identify the employer DENTAL contribution strategy in %:
Single Couple Employee + Child Family
Eligibility
How many employees are Current # of Cobra
eligible: Employees:
How many employees are Current # of Retiree
enrolling: Employees:
How many employees are Tier Information
waiving coverage?
Medical -- Miscellaneous Information Needed
Do you have experience?
Do you have large claim information available?
Will the group complete a Group Medical
Questionnaire?
Can you provide a copy of the current plan
design?
Is this prospect multi-sited?
We need the employee home zip codes, are they
available for the census?
Aetna Rates
Product Quoted Single Couple Employee+Child Family




