	  Association Name:_______________________________________________

	

	  Purpose of the Association:_______________________________________

  Web Site Address:_______________________________________________
  E-mail Address:_________________________________________________

  Address of Headquarters: ________________________________________
  _______________________________________________________________

  _______________________________________________________________

	

	

	

	Association Questionnaire

	

	1. Please provide a list of your Chapters and their locations and indicate the # of members.

	

	2. Please provide a description of any current benefits and insurance carrier

      for each of the following:

· Medical

· Dental

· Life

· Alternative Care



	3. We will need a complete list of all members’ zip codes.   _____



	4.  Do you have multi-state locations? _____



	5. Do you have international locations? ______


	6. Possibility of single billing?  Yes_____  No  ______
7. Current plan renewal date:  ______________________

8. Requested effective date of new insurance:  __________________

9. Current carrier(s):  _______________________________________



	

	

	

	

	

	

	

	

	

	

	

	

	

	PLEASE SEND INFORMATION TO:  Scarlet’s Insurance Services, Inc.
E-mail:  www.ScarletsInsurance@msn.com
Fax: 1-888-264-4606

	


