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Please complete and email to:

RATE REQUEST FORM
NewtoBlue@highmark.com

51+ Employees
Or Fax to:  412-544-2292

IN ORDER FOR US TO PROVIDE THE MOST COMPETITIVE RATE, 

ALL FIELDS MUST BE FILLED OUT.  THANK YOU!

Producer Characteristics

Producer Name/Agency Name

Agency Phone Number

Agency Fax Number

Email Address


Producer Commission

Are you Incumbent Producer


Account Characteristics

Group Name 

Group Contact Person 


Phone


Address

City

State


County___________________________                                                 Zip


SIC Code_______________  OR  Industry Type 
___________________________

Requested Effective Date


Renewal Date


EIN # (Employer Identification Number)


Common Ownership:  Is this a stand-alone group or should it be combined with another group for rating purposes? 


Is this group a current Highmark customer?


If so, please provide the Highmark group number


Give the reason as to why Highmark has part of the population and not the entire group? 

Please note the following items that are also needed: 

1. Current UC-2

2. Current Benefit design for every Benefit Plan currently in-force.
3. In lieu of experience, Previous, Current and Renewal Rates/ Renewal Calculations (if Available)  
(Current and Renewal rate Documentation is MANDATORY) 

4. Groups 200+:   At least most current 12 months claims experience by month broken out between

 
medical and drug along with enrollment for the time period provided.  24 months preferable.

5. Shock Claims – This question MUST be answered.  Are you, or the group, aware of any current shock claims?  Yes____     No_____
6. Education Levels (Percentage of Group):

 High School ________%  Some College ________%  College (4+) _______%

mandatory Census Information – Attach census that includes Gender, Date of Birth, Employment Status (FT/PT), Payroll Status (Salary or Hourly), Type of Coverage for each employee, and Zip Code for each employee.  THESE ITEMS ARE MANDATORY!
The number of employees one year ago:

The number of employees in the last year who have:


-resigned



-been terminated



-been laid-off


The number of employees currently on COBRA or STD:


Part time eligible employees:


-# electing coverage



-# waiving coverage


Number of employees waiving coverage, and reason for waiving:


-Part time



-Full time



(If any of these are spousal opt-outs, please provide proof of spousal coverage)

Ineligible employees:



(Assuming these do not include part timers, perhaps probationary full timers)

Waiting period for enrollment eligibility:

Rate History

	
	Previous
	Current
	Renewal

	Individual
	$
	$
	$

	Parent & Child(ren)
	$
	$
	$

	Husband & Wife
	$
	$
	$

	Family
	$
	$
	$


Employee Contribution Level 

Employee contributions separated by;

Individual


Family


Any planned changes to employee contribution


Monetary or other incentive for waived employees

(Highmark Underwriting Guidelines require 80% of eligible employees to participate in the program.  

Describe the amount of employee contribution.)

Union Name & Local

List Supplemental Coverage

Dental__________________________________________________________________

Vision__________________________________________________________________

Life____________________________________________________________________

Additional Comments

___________________________________________________________________________

___________________________________________________________________________

