Highmark Blue Shield

Producer Quote Request Form 

Revised 01/04                          

Please include the following information with this completed form:

· Producer Authorization Letter

· Census Data (gender, date of birth, contract type, zip code)

· Current Benefit Highlights (copy of benefit booklet if available)

· Most Recent Rate Renewal

· Claims Experience (3 years)

-indicating what period of time, number of contracts, claim dollars expressed as charges, and any change in benefits during that time.

· Shock Claims ($50,000)

Diagnosis & Prognosis

· Rate History (3 years)




Broker Name: 




Group Name: 








Name of Producer: __________________________	Date: __________ Date Needed: 		


Contact: __________________________________	Phone: 					


Email: ___________________________________	Fax: 						


Preferred Agent (if applicable): 									





Group Name: 												


Address: 							County: 					   							


Nature of Business or SIC Code: 					


Number of Eligible Employees: _______			Union: Yes	No


Number of Covered Employees: _______			Name of Union:			


Number of Employees Waiving for Spouse’s Coverage: ________


Dependent Eligibility: 19/23	19/25	23/23	23/25	25/25	


Who is eligible for coverage (hourly, salary, retirees, etc.)?						


													


Employer Contribution ($ or %):


	Employee: __________	Dependent: ___________








Producer








Group Information








Current Coverage Type(s): Indemnity   PPO  POS  HMO  Other			


Current Carrier: 					Renewal Date: 				


Plan Design(s): Deductible (In-Network/Out-of-Network) 					


		 Coinsurance (In-Network/Out-of-Network) 					


		 OV Copay 		


		 Lifetime Maximum 			





Funding Mechanism:  Fully-Insured    Self-Insured    Minimum Premium 


			Other (specify)						


 


Current Rates:  Employee 		$		


		 Employee/Spouse 	$		


		 Employee/Child 	$		


		 Employee/Children 	$		


		 Family		$		





Current Benefits





Deductible: $__________


Maximum: $__________


Diag/Preventive:______%


Basic: _______%


Major: _______%


Ortho: _______%








Proposed Effective Date: 				Producer Commission (1-6%): ___ 


							(Applies to employer groups with 100+ employees)


Rate Tiers: 	 2 Tiers  3 Tiers  4 Tiers  5 Tiers 


		 Other ________________________





Requested Plan Designs:


PPOBlue:		   		DirectBlue:				SelectBlue(POS):	


 High ($10, 100/80)			 High  ($10, 100/80)			 High ($10, 100/80)


 Standard ($15, 100/80)			 Standard ($15, 100/80)			 Standard ($15, 100/80)


 Basic ($20, 100/80, $250/$500 ded)	 Basic ($20, 100/80,$250/$500 ded)	 Basic ($20, 100/70)


 Basic 90/70 ($20, $250/$500 ded)	 Basic 90/70 ($20, $250/$500 ded)	 Non-standard ____________


 Basic 80/60 ($20, $250/$500 ded)	 Basic 80/60 ($20, $250/$500 ded)		(Please attach benefits)


 Non-standard	______________		 Non-standard 	_____________		


	(Please attach benefits)			(Please attach benefits)			





ClassicBlue Traditional:			ClassicBlue Comp Major Med:		Retiree Benefits:


 High ($100/$300, 80%)		 High ($250/$750, 80%	)		 Signature 65


 Standard ($250/$750, 80%)		 Standard ($500/$1500, 80%)		 Other (please specify):


 Basic ($500/$1500, 80%)		 Basic 1000($1000/$3000, 80%)		_____________________


 Non-standard	______________		 Non-standard	______________			 


(Please attach benefits)			(Please attach benefits)					


											


Rx Options: (Unless otherwise requested, all Rx plans include the Rx Management Programs and oral contraceptives)


PAID Card:			PAID Direct (Reimbursement):		Retiree Rx:


 High ($10/$20)		 $50 Ded. 70%				 Please Specify Benefits


 Incentive ($15/$25/$40)	 Non-standard	____________		______________________	


 Basic ($50 Ded. 70%)			(Please attach benefits)		


 Non-standard	_____________			


	(Please attach benefits)





Additional Benefits: (Can only be offered if not covered by the employer’s dental carrier)


 Dental Services Related to an Accidental Injury





HealthGuard HMO:


 Please also complete the HealthGuard Quote Request Form.





Consumer-Centered Products: (Please also complete the BlueChoice or BlueAccount Quote Request Form)


 BlueChoice		 BlueAccount(HRA)





Vision:				Life:						Dental: 


OptiChoice:			 Life (Benefit)					 Flex	Preferred (PPO)


1 2 3 4 5		 AD&D (Benefit)				Please Specify Benefits:


OptiChoice Gold:			 STD (Benefit) 				


1 2 3 4 5		 LTD (Benefit) 					


Pennvision:			 Stop Loss __________________		


1 2 Special		 Other______________________		





Funding Arrangement:


 Prospective


 Retrospective Credit (100+ contracts)


 Retrospective Funding  __90% __95% __ 100% ____Other (100+ contracts) 


 Cost Plus (100+ contracts, Stop Loss required for less than 300)


 ASO – ERISA Exempt (200+ enrolled contracts, Stop Loss required for less than 300)


 ASC (200+ enrolled contracts, Stop Loss required for less than 300)








Experience-Rated Plan Designs for Employers with 51 or More Employees









