
Benepac®/Benaccount®  

Request for Quotation 

 

  Name of Employer 

Address of Employer  

 

 Phone 

 

 Length of time in Business? 

 

Nature of Business 

 

 Type of Company (Corporation, Partnership or Proprietorship)? 

  

Present Insurer(s) 

 

 How Long? 

 

 Renewal Date 

 

Note:  If you are presently insured, please provide current plan design 

(e.g. employee booklet), current and/or renewal rates and claims 

experience. 

Name of Broker      

 

Incumbent Broker?    �  Yes 

                             �  No 

 Proposed Effective 

 Date 

 

   Reason for    

    Marketing 

 

�  Rates Only 

�  Full Proposal 

Yes No Benefit Benefit Schedule 

  Employee Classes (if applicable) Class 1 ____________________________________________ Class 2____________________________________________ 

� � 

Life Insurance and AD/D&D 

� minimum benefit amount is 

$25,000 ($10,000 if a flat benefit) 

Benefit Amount _________________________________________________________________________________________ 

Maximum Benefit _______________________________________________________________________________________ 

� � Dependent Life �  Spouse $5,000 / Child $2,500 �  Spouse $10,000 / Child $5,000 �  Spouse $20,000 / Child $10,000 

� � Short Term Disability 

Benefit Amount  ____________  % Maximum $ ___________    per week 

Benefit Commencement/Duration ____________  day Accident ______________ day Sickness __________ weeks 

Taxability of Benefits (check one �) � Taxable � Non-Taxable 

Optional Coverage (check if desired) � 1st day Hospital 

� � Long Term Disability 

Benefit Amount (check one �) � ____________ % of monthly salary 

 or � ____________ % of the 1st $3,000 of monthly salary, plus 50% of the balance 

Maximum Benefit $ ____________ per month 

Elimination Period / Benefit Period EP ____________ days BP _________________ 

Taxability of Benefits (check one �) � Taxable � Non-Taxable 

Optional Coverage (check if desired) � COLA  ____________  % commencing after ___________   years 

� � Critical Illness 

   Maximum Amount for Groups with 3-9 employees $25,000 

Benefit Amount  $____________________ Maximum Amount for Groups with 10-24 employees $50,000 

   Maximum Amount for Groups with 25+ employees      $100,000 

Options for Groups with 10+ Lives :  � Spousal Coverage     � Spousal/ Dependent Coverage     � Waiver of Premium  

     Child Benefit Options  � $5,000   � $10,000                  

� � Extended Health Services 

 Quote 1 Quote 2 (if desired) 

Pay-Direct Drugs Deductible ______________ per prescription ______________  per prescription 

Pay-Direct Drugs Coinsurance _________  % _________  %  

EHS Calendar Year Deductible $ ____  single $ ____  family $ ____  single $ ____  family 

EHS Coinsurance _________  % _________  %  

Paramedical Coverage     � $300     � $350     � $500                    � $300     � $350      � $500     

                                                                          Per practitioner per calendar yr.           Per practitioner per calendar yr.  

 Optional Coverage (check if desired)     � $1,000  � $2,500  � $10,000               � $1,000  � $2,500   � $10,000   

                                                                          Individual Drug Limit           Individual Drug Limit 

 

     � Vision Care $________/24 months � Vision Care $_______/24 months 

� � Dental Care 

 Quote 1 Quote 2 (if desired) 

Calendar Year Deductible $ ____  single $ ____  family $ ____  single $ ____  family 

Coinsurance _________  % Basic, Endo/Perio _________  % Basic, Endo/Perio 

Calendar Year Maximum $ _________  for Basic, Endo/Perio $ _________  for Basic, Endo/Perio 

Recall Exams � 6 months � 9 months � 6 months � 9 months 

Options (check options desired) � 50% Major Restorative � 50% Major Restorative 

 � 50% Orthodontia (10+ lives) � 50% Orthodontia  (10+ lives) 

� � Health Care Spending Account 

  Employer’s HCSA Contribution          $___________  Single 

  Employer’s HCSA Contribution          $___________  Couple 

  Employer’s HCSA Contribution          $___________  Family 

 

  Options                    � Benaccount®        � Top-Up HCSA    � Stand-Alone HCSA 

  Allotment Period � Monthly               � Quarterly             � Semi-Annual             � Annual 

  Rolling Type � Contributions      � Claims                  � None 

    Benepac® & Benaccount® are registered trademarks of Benefits by Design Inc. 



  

 

                                                                                                    

       

  

                         

The information stated above may be used for the purpose of soliciting quotes from other insurers that work with BBD.  If this is not acceptable, please state so in your submission. 

 

Benepac ®/Benaccount® 

Confidential Employee Data 

 

 

Name of Employer 

Are there any eligible employees who are not 

participating?  

 � Yes          � No 

Do all employees work a minimum of 20 hrs 

per week?   

� Yes          � No 

Are all employees covered by 

WCB?  

� Yes          � No 

What percentage of employees are related? (by blood or 

marriage)                                                                          

_________________% 

 

Are any eligible employees currently absent from work?  If yes, please provide 

details 

� Yes          � No 

 

Are any eligible employees presently disabled?  If yes, please provide details including date of disability, nature of disability, 

prognosis, if Life Waiver was approved? 

� Yes          � No 

Employee Sex Marital 

Status 

Coverage 

Code 

Birthdate 

DD/MM/YY 

Age Salary Salary Frequency Hours/ 

week 

Ind. 

Contractor 

Y/N 

Seasonal 

Employee 

Y/N 

Occupation Hire Date 

DD/MM/YY 

Prov. 

of Res. 

1              

2              

3              

4              

5              

6              

7              

8              

9              

10              

11              

12              

13              

14              

15              

EHC/Dental Coverage Codes 

S – Single Coverage (coverage for Employee only) 

C – Couple Coverage (Employee and one dependent) 

F – Family Coverage (coverage for Employee and Eligible Dependents) 

W – Waiver for Extended Health and/or Dental Coverage 

        (to be eligible for waiver, employee must be covered by another group plan) 

 


