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CFH FINANCIAL SERVICES, INC.




                               
     

5050 Poplar Avenue, Suite 1204, Memphis, TN  38157  phone  901.761.1490  fax  901.761.1086  www.cfhfinancial.com

1. Group Name________________________________    Phone: _________________

Address:      _________________________________  Contact Person: __________
                                   _________________________________    Title: ___________________
2. Proposed effective date: ___________________________

3. Nature of Business or SIC code:  ____________________ 
4. Type Business:     ___Proprietorship     __Partnership     ___Corporation     ___Other 
5. Year Business Started: ______________________
6. Subsidiaries, affiliates, or separate locations to be insured:   

Name                                                              Name

 Location or Zip code                                      Location or Zip code

 Number of Employees                                   Number of Employees

7.  Are all proposed as eligible employees for this plan covered by Workmen’s Compensation?

___Yes    __No

8.  Total number of employees:

                  Number of ineligible employees/reason   ________

                  Total number eligible on effective date     ________ 

9.  Participating employer contribution: _____ __% per employee

                                                                _______ % per dependent unit

10.  On proposed effective date, are any employees or dependents known to be pregnant at this 

 time?   ___ Yes    ___ No         Known Complications

11.  Are any eligible employees or dependents disabled and/or not actively at work?     

       ___ Yes  __ No     If yes, explain:
      

12.  Has any employee or dependent incurred claims of $5,000 or more within the past 12   

 months?  ___ Yes  ___ No    ___ See Attached     If yes, explain:

13.  Has any employee or dependent been advised of future hospitalization?  ___Yes   ___No

 If yes, explain:

14.  During the last 24 months, have any of the employees or dependents to be covered     

 received treatment for a serious or ongoing illness such as cancer, kidney ailments,            diabetes, heart, immune system disorder (AIDS/HIV), psychological, alcohol, or drug    disorders?                  ___ Yes       ___ No   

               If yes: Date                    Condition                                         Prognosis        

                           Date                    Condition                                         Prognosis

                           Date                    Condition                                         Prognosis

         15. Are any of the employees or dependents enrolling for coverage currently on COBRA? 

                 ____ Yes      ___ No

               Qualifying Event                                                         Expires

               Qualifying Event                                                         Expires

               Qualifying Event                                                         Expires

         16.  Are retirees to be covered?    ____ Yes    ____ No    If yes:   Name

         17.  Will the proposed plan replace group insurance now in force?  ___ Yes      ____ No

                If yes, present carrier:
                            effective date:

                            coverages                  

                             ____ see attached

          18. Benefits to be quoted:

          19. List any prior group insurance carriers during last 5 years:

                Company                                                           From                               to   

                Company                                                           From                               to
                Company                                                           From                               to

           20. Renewal rates for present in force plan

THIS IS FOR SECURING A FORMAL PROPOSAL BASED ON THIS INFORMATION.  IT IS UNDERSTOOD THAT NO COVERAGE IS IN EFFECT UNTIL THIS CASE MEETS THE UNDERWRITING REQUIREMENTS AND THE CASE IS ACCEPTED BY THE INSURANCE CARRIER.

Person Providing Information: ________________________________Date:_________________________________
Return this form along with census data  via email to dtaylor@cfhfinancial.com 

or fax to  901.761.1086 
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