QUOTE REQUEST

PLAN SPONSOR OR POLICYHOLDER DISCLOSURE STATEMENT
NOTE:
THIS FORM IS FOR QUOTING PURPOSES ONLY!  The prospective plan sponsor/policyholder must complete and sign the Policyholder Disclosure Statement along with the New Account Questionnaire/Group Application and enrollment forms.

IMPORTANT:
ASR requires the following information in order to provide the most accurate and satisfactory quote possible:

1.
Claims on any one participant (employee or dependent) during the immediately preceding six months that have been incurred or paid or that are expected to exceed $5,000.

2.
Participants (employees or dependents) who are or are expected to be absent from work because of work-related or non-work-related disability on the effective date of coverage.

3.
Participants (employees or dependents) who are or have been confined to a hospital or medical facility within 30 days before the date of completion of this Statement.

4.
Dependent children over the normal termination age who are covered under the plan under a disabled or handicapped child extension provision.

5.
COBRA participants (employees or dependents).

6.
Participants with a history or a current diagnosis of any serious disease or disorder including, BUT NOT LIMITED TO, cancer, diabetes, heart disease, AIDS and AIDS-Related Complex (ARC), leukemia, neuromuscular diseases, high-risk pregnancy, and potential transplants.

	NAME
	EE/DEP
	DOB
	DATE DISABLED
	DIAGNOSIS OR NATURE OF DISABILITY
	CURRENT HEALTH STATUS & ESTIMATE OF FURTHER CLAIMS
	DATE EXPECTED TO RETURN TO WORK 
	BENEFITS PAID LAST 12 MONTHS (IF KNOWN)



	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


PLEASE USE ADDITIONAL SHEETS IF NECESSARY.

ATTACH THIS FORM TO SELF-FUNDED & FULLY INSURED REQUEST FOR QUOTE FORMS.

Request for Quote Disclosure Statement
Revised 3/4/05

