Please email thisinformation to quotes@martellinsurance.com or fax this form to 250-656-3980

GROUP BENEFITS

FACT FINDER

EMPLOY EE BENEFITS INFORMATION

CONFIDENTIAL

Martell Insurance Services
Benefit Consultants
Phone: 250-656-3999 Facs: 250-656-3980



Please email this information to quotes@martellinsurance.com or fax this form to 250-656-3980

COVPANY DATA

NAME OF EMPLOYER

ADDRESS

PERSON TO CONTACT

NATURE OF BUSI NESS

NUMBER OF FULL TI ME EMPLOYEES PART TI ME

CURRENT | NSURANCE CARRI ER SI NCE

ARE RATE AND CLAI M5 EXPERI ENCE H STORY AVAI LABLE

- | F AVAI LABLE PLEASE COVPLETE APPROPRI ATE WORKSHEET

ARE ALL EMPLOYEES COVERED BY WORKERS COVPENSATI ON

| F NOT PLEASE PROVI DE DETAI LS

| S THERE ANYONE CURRENTLY ON LONG TERM DI SABI LI TY

| F SO PLEASE PROVI DE DETAI LS

SPECI AL NOTES

Martell Insurance Services
Benefit Consultants
Phone: 250-656-3999 Facs: 250-656-3980



Please email this information to quotes@martellinsurance.com or fax this form to 250-656-3980

Pl ease conplete this formonly if you have an existing plan and

are interested in a cost conparison or replacenent.

COVPANY NANE

RATE HI STORY

PREVI QUS YR

LAST YEAR

CURRENT YEAR

LI FE

A. D. &D.

WI.

L. T.D

E.HC
SI NGLE
FAM LY

DENTAL
SI NGLE
FAM LY

DEPENDENT
LI FE

CLAI M5 EXPERI ENCE

PREVI QUS YEAR

prem uns/ cl ai s/ %

LAST YEAR

prem uns/ cl ai ns/ %

CURRENT YEAR

Prem uns/ cl ai ns/ %

VEEKLY / / / / / /
| NCOVE

E.HC / / / / / /
DENTAL / / / / / /

Martell Insurance Services
Benefit Consultants

Phone: 250-656-3999 Facs: 250-656-3980




Please email this information to quotes@martellinsurance.com or fax this form to 250-656-3980

CONFI DENTI AL EMPLOYEE DATA
(Pl ease photocopy if firmhas nore than 20 enpl oyees)

BUSI NESS NANE

EMPLOYEES NAME DATE OF H RE | EARNI NGS | OCCUPATI ON | COVERAGE

Bl RTH DATE (JCB S=SI NGLE
MONTH | DESCRIPTION) | F=FAM LY
DMY MY WEWAI VE*
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* You may “W Waive EHC and Dental benefits only if covered under a spousal
pl an.

Martell Insurance Services
Benefit Consultants
Phone: 250-656-3999 Facs: 250-656-3980



Please email this information to quotes@martellinsurance.com or fax this form to 250-656-3980

GROUP_COVERAGE REQUEST FORM

COVPANY
GROUP LI FE | NSURANCE AND
ACClI DENTAL DEATH & DI SMEMBERVMENT

A Miltiple of Salary B) Level Amount
11X d ass Cl ass Description Amount
2 X 1 $
3 X 2 $
DEPENDENT LI FE | NSURANCE
Pl an Spouse Child
1 $10, 000 $5, 000
2 $ 5,000 $2, 500
WEEKLY | NCOVE
Percentage of Salary: ~ 60%  67% Mxximum  UIl.C or %
El i mnati on and ~ 1st/8th Day  15th Day  30th Day  60th Day
Benefit Period 17 Weks 26 Weks 15 Weks = 13 Weeks
LONG TERM DI SABI LI TY
Anmount of Benefit % of Monthly Incone Maxi mum $
Elimnation period 17 Weks 26 \Weeks
Benefit Period 2 Years 5 Years  To Age 65
Definition - 2 Year Om Ccc __ or Any Ccc
EXTENDED HEALTH CARE
Pl an Deducti bl e Co- | nsur ance
1 $0/ $0 100%
2 $25/ $50 100%
3 $0/ $0 80% Drugs 100% O her
4 $0/ $0 80%
5 $25/ $50 80%
Optional ~ Vision Care up to $ every 2 years for gl asses
~_Pay Direct Drugs %or $ deducti bl e per prescription
Enpl oyee Assistance Program  Yes ____No
DENTAL CARE
Pl an Deducti bl e Co-1nsurance
1 Basic Care (preventive and diagnostic) $ %
2 Basic with Major (dentures, crowns) $ %
3 Basic, Major and Othodontia $ %
PENSI ON PLANS
___ Money Purchase  Unit Benefit = Goup RRS. P
Contributions: Enployee % of earni ngs
Enpl oyer % of earni ngs

Martell Insurance Services
Benefit Consultants
Phone: 250-656-3999 Facs: 250-656-3980



	PREVIOUS YEAR

	Employer Name: 


