
Broker Information: Date: ____________

Name: ___________________________________________________  License Number: _______________________________________

Agency Name: ___________________________________________________________________________________________________

Address: _______________________________________________________________________________________  Suite: __________

City: _____________________________________________________________  State: ________________________  Zip: __________ 

Phone: __________________________________________________  Fax: __________________________________________________

Email: __________________________________________________________________________________________________________

Group Information: (Please complete all information below for best results)

Company Name: ______________________________________________________  City: _____________________  Zip: __________

Requested Effective Date: _______________________________  Type of Business or SIC code: _______________________________

No. of employees: __________  No. out of state: _________  No. of COBRA employees: _________ 

If carveout group, what kind?: _________________

Current Carrier(s): ___________________  Employer Contribution (% or $) EE: __________  Dep:  __________ 

BK-008  06/04

Product Selection Circle plan types your client is interested in:

Quote Delivery: Needed by: ___________________________  # of Copies ____________

E-Mail Fax Summaries Mail full Bound Proposal

Hold For Pick-Up     Date: ________________________  Time: ________________________  

Other: ___________________________________________________________________________

Medical

HMO

POS

PPO

Dental

DHMO, PPO, DPO, Indemnity, Voluntary

Yrs. Of Prior Coverage ________

Life

Flat Amount ________

X Salary ________

By Class ________

Aetna* - medical / dental

American Specialty Health 

Blue Cross* - medical / dental

CaliforniaChoice

Community Health - San Diego

Quality Carriers available

Delta Dental

Golden West Dental & Vision 

Health Net

Health Net Dental & Vision

PacifiCare

Premier Access Dental & Vision

Principal Life

Sharp Health Plan - San Diego

Vision Service Plan

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Additional Notes:

* Please circle what you would like quoted - medical or dental



Name Gender

M/F

D.O.B.

or Age

Dependent Status Home

ZIP Code

COBRA

enrollee?

Life
Amount
or SalaryEE Only Spouse # of Ch.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21. 

22. 

23. 

24. 

25. 

Topic Plan 1 Plan 2
Deductible

Out of Pocket Max

Lifetime Max

Inpatient

Outpatient Surgery

Emergency

Office Visit

Chiropractic

Well Baby

Prescription

Total Monthly Cost

OPTIONAL: For a Side-By-Side Comparison of existing plans, please provide the following information
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